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INFLAMMATION. 


For  the  proper  understanding  of  the  descriptions  of  disease 
which  I  give  in  this  work  it  is  necessary  that  I  state  the  views 
which  I  hold  concerning  inflammatory  processes. 

I  believe  that : 

1.  Inflammatory  changes  are  morbid  changes  produced  in  the 
tissues  by  the  action  of  irritants. 

2.  The  morbid  changes  produced  by  the  irritants  are:  degen- 
eration, congestion,  transudation,  emigration,  necrosis,  and  the 
growth  of  new  tissue. 

3.  What  we  call  inflammations  are  the  occurrence  of  these 
morbid  changes  separately  or  together. 

4.  The  symptoms  of  inflammation  are  due  both  to  the  poison- 
ous properties  of  the  irritant  and  to  the  morbid  changes  in  the 
tissues;  either  one  may  predominate. 

5.  For  clinical  purposes  the  character  of  the  morphological 
changes  in  the  tissues  is  often  of  more  importance  than  the  char- 
acter of  the  irritant. 

I.  The  Irritants. 

Of  these  there  are  many.  The  action  of  some  of  them  seems 
plain,  of  others  very  obscure.  More  than  this,  to  produce  some 
inflammations  the  action  of  more  than  one  irritant  is  necessary. 
The  ordinary  irritants  are  as  follows:  foreign  bodies;  irritating 
dusts;  irritating  gases;  inorganic  and  organic  poisons;  dead 
tissue;  malignant  growths;  the  action  of  heat  and  cold;  chronic 
congestion;  the  poisons  of  syphilis,  gout,  and  rheumatism;  the 
poisons  of  the  infectious  diseases;  pathogenic  micro-organisms; 
poisons  of  unknown  nature  produced  in  the  body. 
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Of  these  irritants,  some  act  directly  on  the  tissues:  foreign 
bodies,  irritating  dusts,  irritating  gases,  dead  tissue,  malignant 
new  growths,  pathogenic  micro-organisms,  inorganic  and  organic 
poisons. 

Some  are  first  introduced  into  the  body  by  inoculation,  inhala- 
tion, or  swallowing,  circulate  in  the  blood,  and  are  carried  to  the 
tissues  which  they  are  to  irritate ;  inorganic  and  organic  poisons : 
the  poisons  of  syphilis,  gout,  rheumatism,  and  the  infectious 
diseases;  the  toxins  of  the  pathogenic  micro-organisms;  the 
unknown  poisons  produced  in  the  body. 

Some  act  on  the  blood  vessels  so  as  to  produce  local  conges- 
tions: heat  and  cold  and  the  mechanical  causes  of  congestion, 
such  as  heart  disease. 

Not  infrequently  several  irritants  combine  to  produce  inflam- 
mation. Streptococci,  staphylococci,  tubercle  bacilli,  diphtheria 
bacilli,  are  often  found  in  varying  combinations.  A  number  of 
the  different  irritants  may  first  cause  congestion  and  exudation, 
and  then  a  different  character  will  be  given  to  the  inflamma- 
tion by  infection  with  pathogenic  micro-organisms. 

We  know  by  experience  something  of  the  behavior  of  the 
different  irritants. 

1.  A  number  of  them  regularly  select  some  one  part  of  the 
body,  in  which  they  set  up  inflammatory  changes,  without  refer- 
ence to  the  place  or  manner  in  which  they  are  introduced  into  the 
body.  Arsenic  regularly  causes  gastritis;  corrosive  sublimate, 
colitis;  the  bacillus  of  cerebro-spinal  meningitis,  inflammation 
of  the  pia  mater,  etc. 

2.  The  different  irritants  vary  as  to  the  particular  form  of 
the  inflammatory  processes  which  they  are  likely  to  produce. 
The  toxins  of  some  of  the  infectious  diseases  cause  acute  defen- 
eration ;  the  cholera  bacillus  causes  large  transudations  of  serum ; 
streptococci  produce  emigration  or  necrosis. 

3.  The  same  irritant  may  produce  different  forms  of  inflamma- 
tion. The  tubercle  bacillus  may  produce  exudation,  produc- 
tion of  new  tissue,  or  necrosis:  the  poison  of  scarlatina  causes 
acute  degeneration  of  the  kidney,  acute  exudative  nephritis,  or 
productive  nephritis. 

4.  The  same  anatomical   form  of  inflammation  can  be  pro- 
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duced  by  different  irritants.  The  diphtheria  bacilli  and  strepto- 
cocci each  produce  a  croupous  inflammation  of  the  throat;  puru- 
lent inflammations  are  caused  by  streptococci  or  pneumococci;  a 
productive  nephritis  can  be  caused  by  the  poisons  of  scarlatina, 
of  diphtheria,  or  of  pregnancy. 

5.  The  poisons  of  the  infectious  diseases  do  not  always  produce 
inflammations  in  proportion  to  their  virulence,  and  they  may 
even  cause  death  without  producing  their  characteristic  inflam- 
mations. 

6.  In  the  present  state  of  our  knowledge  we  have  to  make  a  dis- 
tinction between  infectious  diseases  and  infectious  inflammations, 
although  this  distinction  is  often  difficult. 

Scarlet  fever  and  rheumatism,  for  example,  seem  to  be  infec- 
tious diseases  caused  by  a  poison,  with  accessory  inflammations 
which  do  not  constitute  the  disease,  but  are  only  added  to  it. 
Diphtheria,  on  the  other  hand,  is  a  local  infectious  inflamma- 
tion, the  patient  poisoned  by  the  toxins  given  off  from  the  seat 
of  infection. 

7.  Pathogenic  micro-organisms  seem  to  act  as  irritants  in  two 
ways,  {a)  The  bodies  of  the  bacteria,  or  the  toxins  produced 
by  their  growth,  or  both  together,  act  directly  as  irritants  on  the 
tissues  with  which  they  are  brought  in  contact  and  set  up  inflam- 
matory processes. 

(b)  Some  other  irritant,  such  as  cold  or  other  atmospheric 
conditions,  acts  upon  the  tissues  and  causes  congestion  and  exu- 
dation. Then  this  already  inflamed  tissue  is  infected  by  bac- 
teria and  the  inflammation  takes  on  the  purulent  or  necrotic 
type. 

The  things  also  noticeable  about  micro-organisms  are :  that  - 
sometimes  they  do  not  act  as  irritants  at  all;  that  in  different 
people  and  at  different  times  there  are  great  variations  in  their 
virulence  either  as  local  irritants  or  as  producers  of  toxins;  that 
mast  of  the  purulent  and  necrotic  forms  of  inflammation  are 
due  to  their  presence ;  that  in  many  inflammations  the  symptoms 
are  due  partly  to  the  local  changes,  partly  to  the  general  poison- 
ing caused  by  the  toxins  of  the  organisms  growing  in  the  inflamed 
tissue;  that  our  knowledge  is  exceedingly  imperfect  as  to  the  ways 
in  which  such  organisms  are  introduced  into  the  bodv,  the  detail 
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of  the  formation  of  toxins,  the  apparent  discrepancies  between 
the  number  of  demonstrable  bacteria  and  the  virulence  of  the 
general  poisoning. 

II.  The  MoRBin  CHANGES  PRODUCED  in  thk  Tissues  by  Irritants, 

These  are:   defeneration,   necrosis,   transudation,    congestion, 
emigration,  production. 


Ih  i/tucrtft'tun. 

Definition. — T  mean  by  this  term  changes  in  the  substances 
which  compose  the  cells  of  the  viscera,  the  nerve  fibres,  and  the 
mtisculfcr  fibres.  I  du  not  include  the  so-called  waxy,  hyaline, 
f rill v,  glycogenic,  nun-mis,  colloid,  and  calcareous  degenerations. 

Etiology. — It  is  characteristic  of  such  a  degeneration  as  this 
that  it  does  not  occur  by  itself,  but  is  always  caused  by  the  pres- 
ence of  some  toxic  substauee.  The  poison  may  be  an  inorganic 
one,  such  as  arsenic,  phosphorus,  or  mercury;  or  an  organic  one, 
such  as  is  produced  by  the  growth  of  pathogenic  micro-organisms. 
How  the  poisons  are  carried  to  the  different  parts  of  the  body, 
and  in  what  way  the  changes  in  the  cells  are  effected,  we  do  not 

know. 

The  poi«on£  of  the  different  infectious  diseases  vary  aa  to  the 
part  of  the  body  which  they  habitually  select.  In  typhoid  and 
typhus  fevers  the  museles  are  degenerated :  in  diphtheria  the 
in  yellow  fever  the  liver;  in  scarlatina  the  kidneys, 
Jn  all  the  infeetious  diseases  the  renal  epithelium  is  especially 
vulnerable  and  seldom  escapes  degeneration. 

Morbid  Anatomy* — The  changes  in  the  cells  vary  with  the 
virulence  and  the  quantity  of  the  poiaou  introduced  into  the 
body. 

A  mild  poisoning  only  produces  an  Increase  in  the  si/'-  <d'  the 
cells  and  a  change  in  their  composition,  so  that  they  are  nimv 
opaque  and  more  coarsely  granular.  The  change  in  the  cells 
is  not  necessarily  attended  with  any  disturbance  of  their  func- 
tions. If  the  poison  is  withdrawn  the  cells  return  to  their  nor- 
mal condition. 
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A  more  severe  poisoning  not  only  causes  the  cells  to  become 
swollen,  but  they  are  also  infiltrated  with  granules  and  some  of 
them  disintegrate  and  break  down. 

In  the  more  intense  forms  of  poisoning  there  is  a  rapid  death 
of  the  cells.  They  either  disintegrate  and  break  down,  or  pass 
into  the  condition  of  coagulation  necrosis. 

When  the  degeneration  of  the  cells  is  marked  and  rapid  there 
are  often  added  congestion  of  the  blood  vessels,  exudation  of 
serum,  and  emigration  of  white  blood  cells.  These  changes  in  the 
blood  vessels  may  be  secondary  to  the  degeneration  of  the  cells, 
or  they  may  be  caused  by  the  same  poison  that  produces  the 
degeneration  of  the  cells";  we  have  no  exact  knowledge. 

The  severe  forms  of  degeneration  cause  disturbance  or  aboli- 
tion of  the  functions  of  the  cells  of  viscera.  Degeneration  of 
the  nerve  fibres  produces  motor  paralysis  and  pain.  Degenera- 
tion of  the  voluntary  muscles  may  be  followed  by  their  rupture. 
The  interference  with  the  functions  of  the  viscera  and  the  paraly- 
sis may  cause  death.  If  the  patients  recover,  the  parts  of  the 
body  in  which  the  degeneration  existed  return  to  their  normal 
condition. 

Necrosis. 

The  ordinary  causes  of  death  of  tissue  are:  a  cutting  off  of 
the  blood  supply,  severe  concussions,  and  the  growth  of  patho- 
genic bacteria.  To  the  physician  the  necroses  caused  by  the 
growth  of  bacteria  are  of  especial  importance. 

The  dead  tissue  is  either  changed  into  a  mass  of  amorphous 
granules,  or  the  cells  pass  into  the  condition  of  coagulation 
necrosis.  The  area  of  dead  tissue  may  afterward  shrink,  be 
absorbed,  and  finally  disappear;  it  may  remain  indefinitely  in 
the  condition  of  cheesy  degeneration ;  it  may  soften,  break  down, 
and  form  a  cavity;  or  it  may  undergo  putrefaction. 

Such  a  necrosis  of  tissue  may  occur  as  an  isolated  process  with- 
out changes  in  the  surrounding  tissues.  Much  more  frequently 
there  are  associated  with  it  changes  in  the  blood  vessels  and  the 
tissues. 
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Transudation. 


The  serum  of  the  blood  may  escape  from  the  vessels  as  part 
of  an  inflammatory  process;  then  we  call  it  a  transudation  or 
exudation.  It  may  escape  under  conditions  which  are  not  inflam- 
matory; then  we  call  it  a  dropsy. 

The  serum  which  is  exuded  in  these  ways  is  not  always  of  the 
same  character.  Especially  does  it  vary  as  to  the  quantity  of 
albumin  and  of  fibrin-producing  substances. 

All  transudations  of  serum  from  the  blood  vessels  seem  to  be 
produced  in  one  of  two  ways: 

1.  The  capillaries  act  as  filters.  The  passage  of  blood  serum 
through  their  walls  follows  the  ordinary  laws  of  filtration.  Trans- 
udation is  caused  by  increased  blood  pressure,  by  a  change  in  the 
composition  of  the  blood,  or  by  changes  in  the  walls  of  the 
capillaries. 

2.  The  capillaries  with  their  endothelium  act  as  glands  and 
secrete  serum.  Changes  in  the  composition  of  the  blood,  irrita- 
tive substances  in  the  blood,  or  irritative  substances  in  the  tis- 
sues surrounding  the  capillaries  can  cause  increased  secretion. 

Congestion. 

The  blood  vessels,  especially  the  capillaries  and  veins,  in  any 
part  of  the  body  may  for  a  longer  or  shorter  time  contain  an  in- 
creased quantity  of  blood.  This  part  of  the  body  is  then  said  to 
be  in  a  state  of  chronic  or  active  congestion. 

Either  active  or  chronic  congestion  interferes  with  the  func- 
tions of  the  viscera. 

Active  congestion  is  often  followed  by  exudative  inflammation. 
Chronic  congestion  is  often  followed  by  productive  inflammation. 

Emigration. 

The  escape  of  the  white  blood  cells  from  the  capillaries  and 
veins  is  usually  associated  with  the  transudation  of  blood  serum, 
but  may  occur  without  it. 
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One  cause  for  emigration  is  the  presence  in  the  tissues  near  the 
blood  vessels  of  substances  produced  by  bacteria  which  are  posi- 
tively chemotactic,  that  is,  of  substances  which  attract  white 
blood  ceils  toward  them. 

It  is  also  found  that  a  variety  of  irritating  substances  in  the 
tissues  are  capable  of  causing  an  emigration  of  white  cells.  Ap- 
parently whenever  the  emigration  of  white  blood  cells  is  very 
large  it  is  due  to  the  presence  of  pathogenic  bacteria,  especially 
the  streptococci  and  staphylococci. 

The  white  blood  cells  which  have  emigrated  into  the  tissues 
may  remain  for  a  time  as  pus  cells  and  afterward  degenerate 
and  be  absorbed.  Furthermore,  these  cells  are  capable  of  taking 
into  themselves  bacteria  and  other  foreign  bodies,  they  can  pro- 
duce antitoxic  substances,  and  it  is  probable  that  in  this  way 
they  may  be  of  use  in  limiting  infection. 

It  is  also  to  be  noticed  that  when  a  local  emigration  of  white 
blood  cells  is  caused  by  bacteria  there  is  at  the  same  time  an  in- 
crease in  the  number  of  white  cells  in  the  blood  throughout  the 
body — leucocytosis. 

Production. 

With  or  without  other  inflammatory  changes  there  may  be  a 
growth  of  new  tissue.  This  tissue  follows  the  general  type  of 
connective-tissue  cells  and  basement  substance.  It  is  known  by 
the  names  of  granulation  tissue,  round-celled  tissue,  connective 
tissue,  fibrous  tissue,  tubercle  tissue,  etc.  As  a  rule  the  more 
acute  the  process  the  greater  the  number  of  cells;  the  more 
chronic  the  process  the  greater  the  quantity  of  basement  sub- 
stance. 

In  an  acute  inflammation  the  production  of  new  tissue  may  oc- 
cur by  itself,  but  is  more  frequently  associated  with  exudation 
and  emigration.  In  chronic  inflammations  the  growth  of  new 
tissue  is  often  not  attended  with  congestion,  emigration,  or 
exudation. 

Whenever  in  any  acute  inflammation  there  is  at  the  first  a 
production  of  new  tissue,  that  inflammation  regularly  goes  on  to 
assume  the  subacute  or  chronic  form. 


10  INFLAMMATION. 


III.  The  Different  Forms  of  Inflammation. 

To  the  phenomena  produced  by  the  irritants  and  by  the  mor- 
bid changes  in  the  tissues  caused  by  them  we  give  the  name  of 
inflammation,  and  we  classify  the  inflammations  according  to  the 
character  of  the  morbid  changes  in  the  tissues. 

We  distinguish,  therefore: 

1.  Exudative  inflammation. 

(a)  Simple  exudative  inflammation. 

(b)  Purulent  exudative  inflammation. 

2.  Productive  inflammation. 

(a)  Simple  acute  productive  inflammation. 

(b)  Acute  productive  inflammation  with  exudation. 

(c)  Chronic  productive  inflammation. 

3.  Necrotic  inflammation. 

1.  Exudative  Inflammation. 

An  exudative  inflammation  is  one  charactertized  by  the  pres- 
ence of  an  exudate — serum,  fibrin,  and  pus.  The  production  of 
such  an  exudation  may  or  may  not  be  attended  with  changes  in 
the  inflamed  tissues.  The  process'  may  run  an  acute,  a  subacute, 
or  a  chronic  course.  The  character  of  the  inflamed  tissue, 
whether  connective  tissue,  a  mucous  membrane,  or  a  viscus,  modi- 
fies the  character  of  the  inflammation. 

We  distinguish,  therefore: 

(a)  Simple  exudative  inflammation. 

(b)  Exudative  inflammation  with  large  quantities  of  pus. 

(a)  So  far  as  the  exudate  is  concerned,  we  know  by  direct 
observation  what  it  is  and  how  it  finds  its  way  into  the  tissues. 

In  the  inflamed  tissue  there  is  first  a  dilatation  of  the  arteries, 
veins,  and  capillaries,  and  an  increased  rapidity  of  the  circula- 
tion of  the  blood.  Then  the  blood  current  becomes  slower,  while 
white  blood  cells  accumulate  in  the  veins  and  capillaries  and 
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adhere  to  the  walk,     Tbu  is  the  condition  of  "aeuti 

•  rbid  process  may  not  ml  I  this.      If 

it  does  advance  farther,  the  white  blood  sells  change  their  shape, 

find  their  way  between  the  endothelial  cells  of  the  blood  vessels, 

through  their  walla,  and  appear  opq  the  outside  of  the  vessels  in 

is  called  "emigration."    Red  blood  cells  in 

smaller  numbers  may  also  pass  trough  the  walls  of  the  capillaries 

and  veins,  and  tli  lied  tkdiapedesis, "     At  the  same  time 

ilasma  of  the  blood  transudes  through  the  walls  of  the  ves- 

ind  infiltrates  the  tissues  as  serum;  while,  by  the  union  of 

tothstanees  contained  In  the  blood  plasma  and  in  the  white  blood 

•  ells,  ti brin  is  formed. 

In  ti-  aer  are  elaborated  the  inflammatory  products — pus, 

-•d  fibrin.     The  pus  cells  a-  te  blood  cells; 

part  of  the  plasma  Of  the  blood;  the  fibrin  is  pro* 

I  bj    .1   anion  of  the  fibrinogen  In  solution  in  the  blood 
.1  with  subs'  atained  in  the  white  blood  cells,  and 

idated  in  the  form  of  granules,  amorphou 

•ilium. 

lative  quantity  of  pus,  serum,  or  fibrin  varies  in  di 

udative  inflammation  we  bud  no  other  morbid 
the  congestion,  exudation,   and  emigration;   the 
main  unaltered.     When  the  inflammation  lias  buI 
all  the  parts  return  to  their  natural  condition. 
It  is  in  connective  tissue  thai  b  simple  exudative  inflammation 
fi   in   its  most  typical   form.     The  structure  of  eonneetive 
simpL — b  basement  substance,  cells,  blood  vessels,  lyin- 
gs.    Inflammation  is  attended  with  oong 
nf  th»  Is.  B welling  of  the  basement  substance  and  cells, 

tion  of  serum,  which  may  or  may  no1  contain  fihrin- 
and  the  emigration  of  while  blood  cells. 
of  the  mucous  membranes  is   more  complex, 
al]  composed  of  a  layer  of  epithelium,  of  a  eonnective- 
ftining  the  blond  vessels,  nerves,  and  Lymphatics, 

id  of  glands  which   produce  mucus.    The  inflammation  not 

Duly  congestion  and  exudation  in  tin-  stroma,  bin 

in  tl»e  epithelium  and  the  dands.     In  the 
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epithelium  there  is  a  more  active  desquamation  of  old  cells  and 
growth  of  new  cells;  sometimes  superficial  ulcers  an  formed. 

The  function  of  the  muCOUS  glands  ia  interfered  with.  At  firs' 
the  production  of  mucus  is. stopped,  later  it  is  increased  and  alter- 
ed. The  increased  production  of  mucus  is  regularly  attended 
\\ith  a  diminution  of  the  congestion  and  swelling  of  the  nil 
membrane.  Snob  an  inflammation  in  a  mneooa  membrane  is 
often  culled  "acute  catarrhal  inflammation." 

Tht  i  are  composed  <rf  b  numectivc-l  issue  stroma   «-oie 

Gaining  the  blood  vessels.  Lymphatics,  and  nerves,  and  of  cells. 
The  cells  are  peculiar  to  each  viscns  and  arc  concerned  IB  per- 
form) tie;  the  functions  of  the  viscns. 

The  principal  changes  effected  by  the  inflammation  we  the 
-t ion   and   consequent   swelling,   the  defeneration  of  the 
visceral  cells  and  their  inability  to  perform  their  proper  func- 
P'miv.     The  ipiantity  of  exudation  is  small. 

In  exudative  inflammation  with  an  excessive  quantity  of 
pus,  or  purulent  inflammation,  the  excessive  number  of  pus  c  aUa 

may  or  may  ool  !"'  i ompanied  by  serum  and  fibrin,    Such  an 

live  number  of  pus  cells  is  due  to  an  increased  emigration 
of  white  blood  cells. 

The  inflammation  ia  of  a  more  severe  type  than  a  simple  exuda- 
tive intininnirttioii.  The  pus  cells  infiltrate  the  Connective  tissue, 
they  are  mixed  with  the  nroni  in  the  serous  cavities  and  with 
the  mucus  on  the  surfi  he  mucous  membranes,  but  they  do 

not  form  ahacOCBOa,  but  rather  collections  *^f  pus. 


2,  Prodm  tivi   Inflammation, 


simple    acute    productive    inflammation.     In    this    form 
there  ia  no  exudation,  no  serum,  fibrin,  or  pus.     Congestion   is 

sometimes  visible  after  death,  hut  by  no  means  always.    The  in- 
AanHnatory  product  eonaiate  of  new  oalla  formed  from  the  old 

connective-tissue  cells.     The  pia  mater  and  the  peritoneum  offer 

the  beal  examples  of  this  form  of  inflammation, 

(h)    ProduCtTfe   inflammation  with  exudation.     In   this   form 
of  inflammation  the  changes  in  the  blood  reset}*,  the  exudation 
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and  emigration,  the  formation  of  serum,  fibrin,  and  pus,  are  well 
marked,  but  in  addition  there  is  from  the  first  a  growth  of  new 
tissue.  This  new  tissue  at  first  consists  principally  of  cells ;  later 
a  basement  substance  and  blood  vessels  are  added.  This  form 
of  inflammation  has  a  marked  disposition  to  continue  for  a  long 
time  in  a  subacute  or  chronic  form. 

In  connective  tissue  the  serum,  fibrin,  and  pus  are  found  in 
varying  quantities.  The  new  tissue  forms  thickenings  and  ad- 
hesions. 

In  the  mucous  membranes  the  inflammation  involves  the 
stroma,  and  it  is  in  the  stroma  that  the  exudation  is  infiltrated 
and  the  new  tissue  formed.  The  glandular  coat  may  remain  un- 
changed or  be  the  seat  of  catarrhal  inflammation. 

In  the  viscera  the  quantity  of  the  inflammatory  product  varies. 
The  new  tissue  is  formed  in  the  stroma.  The  visceral  cells  un- 
dergo more  or  less  atrophy  or  degeneration. 

(c)  In  chronic  productive  inflammation  the  inflammatory 
product  is  round-celled  tissue,  granulation  tissue,  or  connective 
tissue.  In  some  cases  this  is  the  only  change ;  in  others  there  is 
added  an  exudation  from  the  blood  vessels,  or  degeneration  of 
cells.  The  new  tissue  that  is  formed  may  degenerate  or  become 
calcified. 

In  connective  tissue  this  form  of  inflammation  produces  thick- 
enings and  adhesions,  and  serum  in  the  serous  cavities. 

In  mucous  membranes  the  growth  of  new  tissue  is  in  the 
stroma.  This  is  thickened,  either  diffusely  or  in  the  form  of 
polypoid  growths.  The  layer  of  epithelium  may  be  thickened  or 
thinned.  The  mucous  glands  are  atrophied,  or  hypertrophied, 
or  become  cystic.  The  production  of  mucus  is  diminished,  or  in- 
creased, or  altered.  This  condition  in  the  mucous  membranes 
is  commonly  called  a  "chronic  catarrhal' '  inflammation. 

In  the  viscera  there  is  a  growth  of  indifferent  tissue  or  of 
connective  tissue  in  the  stroma.  The  visceral  cells  are  com- 
pressed, or  degenerated,  or  fatty,  or  disappear.  The  functions 
of  the  viscus  are  seriously  interfered  with.  In  the  viscera  this 
is  often  called  an  " interstitial' '  inflammation. 

The  most  marked  features  of  this  form  of  inflammation  art 
its  slow  course  and  its  tendency  to  continue.     The  lesions  of 
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chronic  productive  inflammation,  especially  in  old  persons,  aiv 
by  some  believed  to  be  due  to  chronic  degeneration, 

3,  Necrotic  Inflammation, 

In  iliis  form  of  inflammation,  iu  addition  to  the  congestion  and 
exudation,  there  is  added  death  of  parts  of  the  tissues  in  which 
the  inflammation  exists.  This  character  of  the  inflammation  ii 
given  to  it  by  the  presence  and  growth  of  pathogenic  bacteria. 
Tlic  bacteria  regularly  present  are  the  staphylococcus  pyogenes 
aureus  and  albus  and  the  streptococcus  pyogenes.  They  fre- 
quently occur  together  in  the  same  inflammatory  process. 

Such  an  inflammation,  when  it  occurs  in  connective  tisane,  pJ?o* 
dnoefl  absceuaee,  A  circumscribed  portion  of  tissue  is  congested, 
infiltrated  with  serum,  fibrin,  and  pus,  and  parts  of  the  tissue  die. 
The  dead  tissue  softens,  breaks  down,  and  cavities  are  formed 
which  contain  serum,  pus  cells,  and  portions  of  dead  tissue. 

In  mucous  membranes  Quae  are  different  forms  of  necrotic  in- 
flammation. There  may  lie  circumscribed  areas  of  necrosis  in- 
volving only  the  glandular  coat,  due  usually  to  streptococcus 
infection.  There  may  be  the  so-called  croupous  or  diphtheritic 
inflammations,  with  congestion,  exudation  of  serum  rich  in 
flbrino-plastic  lubetancea,  emigration  of  white  blood  cells,  and 
necrosis  of  tissue  either  superficial  or  deep. 

There  may  be  deep  necrosis  due  to  infection  with  streptococci, 
BUMBO®,  or  other  micro-organii 


The  Duration  ok  Inflammation. 

H  is  a  matter  of  practical  importance  that  the  inflammations, 
if  left  entirely  to  themselves,  are  governed  by  laws  as  to  their 
duration. 

The  I  vudative  inflammation^  rularly  transitory  and  of 

short  duration.  Most  of  them  run  their  course  within  a  week, 
few  last  longer  than  three  weeks.  Tf  they  are  not  fatal  the  tis- 
sues in  which  they  have  run  their  course  return  to  their  normal 
condition. 

The  combinations  of  exudative  and  productive  inflammation 
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i      en  fitly.     They  run  a  longer  comae  and  are  always 

to  be  followed  by  subacute  and  chronic  inflanmiatinns.    It 

I   pity  that  the  characteristics  of  this  lonn  of  inflammation 

are  not  generally  understood.     The  ordinary  assumption  is  that 

N    a  question  of  the  severity  of  the  inflammation.     The 

tory,  the  severe  forms  >ntinued. 

1    \  however,  that  the  combinations  of  productive  and 

tive  inflammation  show  their  real  character  from  the  very 

out.net.     It  is  not  a  question  of  different  severities  of  inflamma- 

,  but  "t  different  kinds  of  inflammation. 

It  is  difficult  to  assign  h  definite  duration  to  the  necrotic  inflam- 

mal  peods  largely  on  the  extent  of  the  necrosis  and 

e  <d  the  poisonii  tsted  with  them. 


The  PaoQNosia  of  Im-lammation. 


-  on  the  character  of  the  irritant,  the  extent  and 
>f  the  tisanes  inflamed,  and  the  anatomical  character  of 
'inn. 
The  chemical* irritants,  the  ptomaines,  and  the  traumatic  irri- 
cording  to  their  exact  character  and  the  severity 
ffect  the  tissues.     If  they  only  cause  exudative 
ination   they  are  not   so  bad,   hut  if  they   cause  necrosis 
serious. 
The  bacteria  and  their  toxins  are  ordinary  causes  of  inflam- 
D.     The  perplexing  thing  about  them  is  the  varying  viru- 
the  pneumococei.  streptococci,  tubercle  bacilli,  etc.,  both 
as  to  the  severity  of  the  local  inflammation  which  they  cause  and 
neraJ  poisoning  which  accompanies  the  inflam- 
on, 

•  id  of  an  inflammation  is  of  much  consequence.    If  the 
tent  of  the  lungs,  tin-  whole  length  of  the  colon,  or  the 
whole  skin  is  seriously  inflamed,  recovery  is  diffi- 

cult 

ae  parts  of  the  body  are  especially  vulnerable;  even  mild 
3  of  Hip  pia  mater  and  peritoneum  are  easily  fatal. 
characteristics  of  the  inflammation,  no  matter 
how  produced,  are  of  great  importance. 
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Necrotic  inflammations  we  always  serious  and  often  fatal. 
Productive  and  exudative  inflammations  are  oi  severs  type,  of 

luii^  duration,  and  lire  often  followed  by  chronic  inflammation. 

The  acute  exudative  inflammations  are  usually  of  mil*!  type 
and  shoil  dura  linn. 

The  chronic  productive  inflajumations  are  the  most  curious  of 
all.  Withoui  discoverable  cause  they  axial  for  years  in  some 
individuals  absolutely  without  symptoms,  while  in  many  others 
are  ordinary  causes  <d  dealh. 


The  Treatment  ok  Inflammation. 

It  is  in  the  treatment  of  infLammatkm  thai  we  find  the  widest 
divergence  between  the  point  of  view  oi  the  physician  and  that 
of  the  pathologist.  The  physician  dues  oof  find  it  to  the  advan- 
tage of  his  patient  to  foster  any  of  the  phenomena  of  intiamma- 
timii.  -linn,  exudation,  emigration,  defeneration,  neea 

production  of  DOW  tissue  are  all  bad  alike.     His  one  oh 
prevent  or  Limit  them, 

Naturally  the  tirsi  object  is  prevention.  If  ire  can  so  arrange 
matters  that  none  of  the  pathogenic  bacteria  can  find  entrance 
into  the  body,  many  inflammations  and  flijmaiHW  OftD  be  avoided. 
Evidently  the  first  step  to  to  find  out  what  the  poisons  are  and 

how  they  are  introduced  into  the  body.  Here  a#e  have  made 
hopeful  progress.  There  seems  fair  reason  to  hope  that  we  will 
pe  from  the  barbarous  methods  ol  quarantine  aad  isola- 
tion to  more  rational  methods  of  i  »rr\,  i  iting  the  spread  of  poisons. 
On  the  otla-r  hand,  it  is  to  be  remembered  that  the  occurrence  of 
some  one  generation  after  another  diminishes  malig- 

nancy and  confers  immunity. 

tie  attempts  to  prevent  the  growth  of  bacteria  after 

ti  introduced  into  any  part  of  the  body,    Thi 
lads  a  fascinating  subject  tor  study  and  experiment,  but  so  Bar 
no  practical  results  have  been  reached  except  In  a  few  inata 

Equally  important  is  the  endeavor  to  neutralize  the  toxins  of 
the  pathogenic  bacteria.    This  is  a  field  in  which  much  is  to  be 
li oped  for,  but  as  yet  we  have  no  real  autitoxins  except  those  for 
btheria  and  tetanus. 
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This  leaves  us  with  our  endeavors  to  control  degeneration, 
necrosis,  production,  congestion,  exudation,  and  emigration.  Ex- 
perience teaches  us  that  of  all  these  changes  the  only  ones  we  can 
control  are  those  belonging  to  the  blood  vessels— congestion, 
exudation,  and  emigration. 

In  a  certain  number  of  cases  we  have  real  therapeutical  means 
to  use  for  this  purpose.  The  local  application  of  cold,  heat,  and 
astringents;  the  relief  of  tension  by  puncture  and  incision;  the 
use  of  some  elective  drugs,  such  as  aconite,  salicylate  of  soda, 
ipecac,  antimony,  castor  oil,  etc. ;  the  removal  of  venous  conges- 
tion by  sweating,  catharsis,  venesection,  and  mercury — all  these 
are  measures  of  which  the  effects  can  be  daily  seen,  but  they 
have  their  limitations. 

Inflammations  of  the  skin  and  superficial  mucous  membranes 
are  controlled  by  heat,  cold,  and  astringents. 

Inflammations  of  the  pharynx  and  tonsils  are  controlled  by 
aconite  and  salicylate  of  soda;  those  of  the  larynx  by  antimony; 
those  of  the  bronchi  by  ipecac  and  counter-irritation. 

The  exudative  inflammations  of  the  pia  mater  are  apparently 
not  affected  by  any  therapeutic  measures. 

Pleurisy  with  effusion  is  cured  by  tapping ;  empyema  is  cured 
by  opening  the  chest. 

The  different  forms  of  inflammation  of  the  parenchyma  of  the 
lung — the  pneumonias — are  not  affected  by  any  treatment. 

For  the  inflammations  of  the  stomach  and  colon  we  can  do  a 
great  deal;  about  the  small  intestine  we  know  nothing. 

Abscesses  of  the  liver  can  be  cured  by  tapping  and  incision. 

The  acute  inflammations  of  the  kidney  can  often  be  controlled ; 
with  the  chronic  inflammations  we  can  do  little. 

Some  of  the  inflammations  of  the  peritoneum  can  be  cured  by 
incision. 


THE    PIA   MATER. 


The  external  surface  of  the  brain  is  overlaid  by  a  connective- 
tissue  membrane  which  covers  the  convolutions,  dips  down  into  the 
sulci,  and  extends  into  the  ventricles.  This  membrane  is  abun- 
dantly supplied  with  blood  vessels,  and  from  it  numerous  vessels 
extend  into  the  brain,  so  that  any  disturbance  in  the  circulation 
of  the  blood  in  the  pia  mater  involves  a  disturbance  in  the  circu- 
lation in  the  brain  also. 

The  connective  tissue  which  makes  up  the  pia  mater  is  ar- 
ranged in  a  series  of  membranes  and  fibres  reinforced  by  elastic 
tissue,  so  disposed  as  to  form  a  spongy  membrane  containing 
numerous  cavities  more  or  less  filled  with  fluid.  These  cavities 
are  continuous  with  the  perivascular  spaces  which  surround  the 
vessels  that  pass  from  the  pia  mater  into  the  brain.  The  outer 
layers  of  the  pia  mater  are  the  most  compact,  and  are  covered  on 
their  outer  surface  by  a  continuous  layer  of  endothelial  cells. 
This  external  layer  of  the  pia  mater  is  often  described  as  a  sep- 
arate membrane,  called  the  "  arachnoid/ '  but  it  is  really  only 
part  of  the  pia. 

The  deeper  layers  of  the  pia  contain  the  blood  vessels.  The 
membranes  and  fibres  which  compose  the  pia  mater  are  partly 
coated  with  cells,  which  have  irregular  and  delicate  cell  bodies 
and  large,  distinct  nuclei. 

In  all  inflammations  of  the  pia  mater  the  inflammatory  prod- 
ucts regularly  collect  in  the  spaces  within  it.  Only  occasionally 
do  we  find  them  on  its  free  surface. 

The  pia  mater  is  frequently  thickened,  opaque,  and  white, 
either  in  diffuse  patches  or  along  the  course  of  the  vessels.  In 
other  cases  single  or  multiple  white  spots,  of  the  size  of  a  pin's 
head  or  smaller,  may  be  seen  in  the  membrane,  not  appreciably 
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■\  due    to    localized    thickening. 

These  slight  opacities  of  the  pia  mater  are  commonly  believed  to 

dependent  upon  repeated  a  us  of  the  memi 

upon  chronic  meningitis,  but  there  is  no  evidence  thai  this  is 
always  the  case.  They  are  most  frequently  found  in  old  persons. 
but  may  exist  at  any  age,  and  do  not  necessarily  indicate  tlie 
^tence  of  disease,  although  similar  appearances  are  com- 
mon in  the  chronic  insane  and  in  drunkards. 

Con  and  An&mia. — There  can  be  little  question  that 

quantity  of  blood  contained  in  the  vessels  of  the  pia  mater 

varies  at  different  times,  and  that  any  considerable  increase  or 

diminution  of  the  quantity  of  blood  is  likely  to  give  cerebral 

*ms.     In  the  human  subject,  however,  our  knowledge  of 

ihis  subject  is  as  yet  in 

(Edema, — The  quantity  of  serum  beneath  the  pia  mater  and  in 
variable.     It  may  accumulate  as  a  result 
atn  the  brain  substance  or  of  venous  hyperamiia.  and  may 

be  accompanied  by  oedema  of  the  brain  substance  also.  It  is 
not  infrequent  to  find  in  hospital  patients  suffering  from  chronic 
nephritis,  cardiac  or  pulmonary  disease,  or  chronic  alcoholism, 
siderable  quantity  of  serum  in  this  sit  nation,  and  yet 
the  patient  has  been  free  from  cerebral  symptoms. 


Acute  Meningitis. 

— The  ordinary  form  of  acute  inflammation  of  the  pia 
mar  exudative,  but  occasionally  the  inflammation  is  of  the 

pore  productive  type  without  exudation.     Either  form  of  inflam- 
is  attended  with  the  same  symptoms, 
acute  productive  or  cellular  meningitis  the  pia  m&tftr  is 
gested,  ':  dry  and  Lustreless,  it  is  somewhat  opaque, 

I  all  infill  th  serum.     These  changes  in  the  gross 

ranee  of  the  membrane  are  not  marked  and  are  easily  over- 
changes  are  more  decided.     There  is  an 
abiui'hini  production  of  cells  somewhat  resembling  the  cells  which 
laces  of  the  membranes  and  fibres  which  make  up  the 
This  cell  growth  is  general,  involving  the  pia  mater 
f  the  brain,  hut  the  cells  are  much 
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more  numerous  in  some  places  than  in  others.  The  inflammation, 
then,  is  one  which  results  in  the  production,  not  of  serum,  fibrin, 
or  pus,  but  of  new  connective-tissue  cells,  sometimes  with  a  few 
pus  cells.  I  have  seen  this  form  of  meningitis  with  otitis  media 
end  occurring  without  discoverable  cause.  The  duration  of  the 
cases  was  from  six  days  to  sixty  days,  so  that  it  is  evident  that  it 
is  not  a  stage  of  ordinary  meningitis,  but  a  separate  form.  The 
coll  growth  was  in  some  oaiefl  meet  marked  at  the  base,  in  others 
over  the  convexity,  in  others  over  the  whole  brain.  In  the  case 
v^hich  lasted  sixty  days  there  was  also  inflammation  of  the 
••pendyma  of  the  lateral  ventricles. 

In  acute  exudative  meningitis  there  is  an  accumulation  of 
strum,  fibrin,  and  pus  in  the  meshes  of  the  pia  mater  and  along 
the  course  of  the  vessels,  rarely  on  the  surface  of  the  pia.  Some- 
times one,  sometimes  another  of  these  exudations  preponderates, 
giving  rise  to  serous,  fibrinous,  or  purulent  forms  of  the  inflam- 
mation. The  absolute  quantity  of  the  exudation  varies  greatly. 
The  quantity  of  exudation  may  be  so  small  that  the  pia  looks 
nearly  normal  to  the  naked  eye,  and  the  pus  and  fibrin  can  only 
be  seen  with  the  micrOsOOpe,  More  frequently  the  quantity  of 
exudation  is  considerable,  and  often  very  large,  even  sufficient 
to  flatten  the  convolutions  of  the  brain.  The  cortical  portion  of 
the  brain  may  be  (Edematous,  or  degenerated,  or  infiltrated  with 
minute  hemorrhages.  Very  often  the  inflammation  extends  to 
the  ventricles,  which  then  contain  purulent  serum.  In  children 
the  ventricular  lesion  is  regularly  well  marked,  the  ventricles  are 
dilated  and  contain  large  quantities  of  purulent  serum.  In 
iidults  such  a  distension  of  the  ventricles  occurs  less  frequently. 
The  inflammation  of  the  ventricles  may  persist  for  days  and 
weeks  after  the  subsidence  of  the  meningitis. 

The  exudation  may  cover  the  whole  surface  of  the  brain,  or  be 
eon  fined  to  the  base  or  to  the  convexity.  It  often  extends  down 
on  the  pia  mater  of  the  cord,  and  the  roots  of  the  cranial  nerve 
way  also  be  involved. 

Apparently  in  all  forms  of  acute  exudative  meningitis  micro* 
organisms  are  to  be  found  in  the  exudation — streptococci  am! 
staphylococci,  pneumococei,  the  diplococcus  intraeellularis. 
tubercle  bacilli,  or  the  bacilli  of  typhoid  fever. 
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Causes. — Perhaps  the  hest-marked  form  of  meningitis  is  that 

T&hicli  occurs  in  epidemics  and  is  caused  by  the  diplococcus  intra- 

c^Uularis.     Then  come  the  cases  secondary  to  inflammation  of 

the  middle  ear  with  streptococcus  or  pneumococcus  infection. 

Then   come  the  cases  which  complicate  pneumonia,  influenza, 

rheumatism,  endocarditis,  and  the  other  infectious  diseases — 

mostly  due  to  streptococcus  or  pneumococcus  infection.     Then 

<ome  the  cases  due  to  infection  with  tubercle  bacilli.    Then  the 

eases  of  infantile  meningitis,  and,  lastly,  the  sporadic  cases. 

Epidemic  Cerebro-Spinal  Meningitis. 

The  best  account  of  this  disease  is  the  report  of  the  State 
Board  of  Health  of  Massachusetts,  1898. 

Definition. — An  infectious  disease  of  which  the  characteristic 
lesion  is  an  acute  inflammation  of  the  pia  mater  of  the  brain 
and  of  the  spinal  cord. 

Synonyms. — Spotted  fever,  malignant  purpura,  typhus  pete- 
chialis,  typhoid  meningitis. 

History. — The  first  unquestionable  descriptions  of  the  diseaso 
are  those  given  by  Vieusseux  and  Mathey  of  an  epidemic  which 
occurred  in  Geneva  in  1805.  Its  distinctive  features  were  an 
abrupt  attack  during  the  night,  vomiting,  severe  headache, 
rigidity  of  the  spine,  difficult  deglutition,  convulsions,  petechia, 
death  in  from  twelve  hours  to  five  days.  After  death  a  gelatin- 
ous or  puriform  exudation  was  found  on  the  surface  of  the 
brain  and  of  the  medulla  oblongata.  Between  the  years  1800 
and  1816  there  were  localized  epidemics  in  Germany,  Holland, 
Prance,  England,  and  the  United  States.  Then  there  was  an 
interval  of  six  years  during  which  the  disease  disappeared.  In 
1822-23  there  were  small  epidemics  in  France  and  in  Connecti- 
cut. Then,  after  another  interval  of  five  years,  it  reappeared 
in  1828  in  Ohio,  two  years  later  in  England,  and  three  years 
iater  in  Naples. 

After  four  years  of  quiescence  the  disease  entered  upon  a 
wider  career,  which  was  almost  uninterrupted,  from  1837  to  1850, 
find  extended  over  a  large  part  of  Europe  and  of  the  United 
States. 
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Between  1850  and  1854  the  disease  agais  disappeared.  Then 
there  was  a  very  fatal  epMexi  Sweden  which  lasted  until 

1861.  Tn  1856-7  there  were  epidemics  at  different  places  in  the 
United  States.  From  18(U)  to  1865  the  disease  wu  Been  in  Hol- 
land, Portugal,  and  Germany.  From  1863  to  1872  there  were 
epidemics  in  many  parts  of  the  United  States,  the  disease  pre- 
vailing in  New  York  in  lsTi'  and  1874.  In  this  country  during 
1899  it  prevailed  in  mild  form  in  twenty-seven  State* 
Sporadic  cases  arc  seen  from  time  to  time  in  places  where  the 
disease  has  bees  epidemic. 

Etiology.— -If  is  evident,  from  the  history  of  the  disease,  that 
it  is  characteristic  of  it  to  appear  and  disappear  during  periods 
of  years  at  places  widely  separated  from  each  other.  Its  great- 
est  prevalence  and  mortality  have  been  in  the  northern  portions 
of  the  temperate  zone  in  Europe  and  America,  and  during  the 
<ms  of  the  year. 

No  locality  seems  to  be  exempt  from  the  disease.  It  is  Been 
in  cities  villages,  isolated  houses  in  the  country,  barracks,  pris- 
ons, and  workhouses,  without  reference  to  soil  or  elevation. 
While  all  ages  are  liable  to  the  disease,  the  greatest  liability  is 
among  children  and  young  adults. 

It  is  generally  believed  that,  the  poison  of  the  disease  is  not 
ruitted  from  person  to  person,  but  is  communicated  to  a 
number  of  persona  at  the  same  time. 

The  characteristic  micro-organism  of  the  disease  is  the  diplo- 
eoecus  in  trace]] ularis  meningitidis.  The  presence  of  this  organ- 
ism as  the  cause  of  the  disease  distinguishes  this  form  of  menin- 
gitis from  the  forma  that  are  caused  by  pneumococcal,  strepto- 
cocci, or  tubercle  bacilli. 

The  diplococci  regularly  find  their  way  to  the  membranes  of 
the  brain  and  spinal  eord  and  excite  an  acute  inflammation.  It  is 
not  known  how  these  organisms  are  introduced  into  the  body 
D  IT  bow  they  escape  from  it.  They  are  found  in  the  interior  of 
the  polynuclear  leucocytes  whenever  there  is  an  inflammation,  but 
not  in  the  blood  or  uninfkined  tissues. 

lesions. — The  characteristic  lesion  of  the  disease  is  an  acute 

inflammation  of  the  pia  mater  of  the  brain  and  spinal  cord.     In 

majority  of  cases  this  is  a  simple  exudative  inflamma- 
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tion,  with  an  infiltration  of  the  pia  mater  with  serum,  fibrin,  and 
pus,  these  products  accumulating  in  the  largest  quantity  at  the 
base  of  the  brain  and  on  the  posterior  surface  of  the  cord.  The 
lateral  ventricles  contain  a  little  purulent  serum.  In  children 
the  quantity  of  purulent  serum  in  the  lateral  ventricles  is  often 
so  large  as  to  distend  them. 

In  a  few  cases  there  is  no  fibrin,  serum,  or  pus,  nothing  but  an 
increase  of  cells  in  the  pia  mater. 

In  a  few  cases  it  is  said  that  the  pia  mater  is  congested,  while 
no  exudate  is  present. 

The  cortex  of  the  brain  may  be  oedematous,  softened,  and  infil- 
trated with  pus  cells. 

The  inflammation  may  extend  from  the  pia  mater  to  the 
cranial  and  spinal  nerves.  The  most  marked  lesions  are  usually 
found  in  the  second,  fifth,  and  eighth  nerves.  The  exudation  is 
between  the  sheath  of  the  nerve  and  the  nerve,  or  may  infiltrate 
the  nerve  itself. 

In  the  eyes  there  may  be  conjunctivitis  or  choroiditis. 

In  the  ears  there  may  be  purulent  inflammation. 

In  the  lungs  there  may  be  a  broncho-pneumonia,  due  to  infec- 
tion with  the  diplococci,  or  ordinary  lobar  pneumonia  with  a 
pneumococcus  infection. 

In  the  joints  there  may  be  simple  or  purulent  synovitis. 

In  the  blood  there  is  regularly  a  large  increase  of  the  polynu- 
clear  leucocytes. 

Symptoms. — The  different  epidemics  of  the  disease  have  varied 
as  to  whether  the  invasion  was  sudden  or  preceded  by  a  pro- 
dromic  period. 

If  the  prodromic  period  exists  it  is  characterized  by  general 
malaise,  headache,  pains  in  the  bones,  loss  of  appetite,  conjunc- 
tivitis, chilliness,  and  a  slight  rise  of  temperature. 

When  the  invasion  is  sudden  it  is  marked  by  one  or  more  of 
the  following  symptoms:  chills,  a  rise  of  temperature,  headache, 
vomiting,  tenderness  and  contraction  of  the  muscles  of  the  back 
of  the  neck,  irregular  pains  in  different  parts  of  the  body,  con- 
junctivitis, restlessness,  sleeplessness  or  delirium,  and  prostra- 
tion. 

After  the  disease  is  fairly  established  the  following  are  the 
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regular  symptoms  :  Pain  in  the  head — usually  frontal,  sometimes 
occipital  or  general,  regularly  severe  and  constant  throughout 
the  disease.  The  Buffering  is  very  great,  so  that  the  patients 
complain  of  it  most  bitterly,  and  even  after  they  have  become 
partially  unconscious,  from  time  to  time  they  cry  out  with  the 
pain.     Exceptionally  the  pain  is  but  moderate  and  intermittent. 

Pain,  tenderness,  and  contraction  of  the  muscles  of  the  back 
of  the  neck,  or  also  of  the  muscles  along  the  vertebral  column,  are 
often  present.  The  head  alone  is  drawn  back,  or  the  entire  body 
is  bent  back  and  rigid.  Any  attempt  to  move  the  contracted 
muscles  gives  intense  pain. 

There  may  be  severe  pain  along  the  course  of  the  spinal  nerves, 
pain  which  moves  rapidly  from  one  part  of  the  body  to  another. 
With  this  pain  there  may  also  be  hyperesthesia  of  the  skin. 
Later  in  the  disease  the  pain  and  hyperesthesia  are  succeeded 
by  numbness  and  insensibility. 

There  may  be  contractions  of  groups  of  muscles,  especially  of 
the  muscles  of  the  face,  or  general  convulsions;  the  latter  are 
especially  common  in  children. 

Instead  of  involuntary  contraction  of  the  muscles,  there  may 

be  paralysis  of  the  muscles  of  deglutition,  or  of  those  of  one  of 

the  extremities,  or  of  those  of  a  large  part  of  the  body.   Ptosis, 

-mus,  and  paralysis  of  the  bladder  and  rectum  occur  quite 

frequently* 

The  eyes  are  liable  to  a  variety  of  inflammations — conjunc- 
tivitis, keratitis!  or  choroiditis.     Independently  of  inflammation 
there  is  at  first  photophobia  with  contracted  pupils,  later  ni- 
hility to  light  with  dilated  pupils. 

The  hearing  is  at  first  unnaturally  acute  and  painful;  later 
it  is  dulled  or  lost.    In  some  epidemics  a  large  number  of  the 
its  suffer  from  inflammations  of  the  ear,  which  leave  be- 
hind permanent  deafness. 

Restlessness,  sleeplessness,  delirium,  stupor,  and  coma  are 
present  in  various  degrees,  either  early  or  later  in  the  dil 
or  throughout  the  entire  course.  The  delirium  is  mild,  or  active, 
violent  as  to  resemble  acute  mania.  The  establishment  of 
well-marked  delirium  and  stupor  alternating  with  each  other, 
flie  other  predominating  as  the  disease  goes  on,  belongs 
to  the  severe 
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Vomiting  is  a  very  common  symptom  at  the  beginning  of  the 
disease.  It  may  be  so  frequent  and  distressing  as  to  constitute 
for  a  time  the  most  important  symptom. 

The  bowels  are  usually  constipated,  but  during  the  later 
stages  of  the  severe  forms  of  the  disease  there  may  be  diarrhoea 
and  involuntary  evacuations. 

In  some  epidemics  it  is  reported  that  the  joints  were  inflamed. 
Sometimes  they  are  swollen,  red,  and  tender ;  or  red  and  painful 
without  any  swelling;  or  swollen  and  painful  without  redness. 
The  joints  usually  attacked  are  the  knee,  elbow,  wrist,  and  the 
small  joints  of  the  fingers  and  toes. 

The  characteristic  pulse  of  the  disease  is  one  which  is  slow 
in  proportion  to  the  height  of  the  temperature.  Pulses  of  60  and 
70  to  the  minute  are  quite  common,  and  ones  even  as  low  as  27 
are  recorded.  But  exceptions  to  this  rule  are  not  infrequent, 
and  in  the  severe  cases  the  pulse  regularly  becomes  more  rapid 
a?  the  disease  goes  on. 

In  the  accounts  of  the  earlier  epidemics  of  the  disease,  when 
no  thermometer  was  used,  it  is  frequently  stated  that  there  was 
no  fever.  Since  the  introduction  of  the  thermometer  it  has 
been  found  that  there  is  a  rise  of  temperature,  often  as  high  as 
104°  F.  But  the  curve  of  temperature  is  very  irregular  and 
not  in  correspondence  with  the  progress  of  the  disease.  A  patient 
may  be  doing  as  badly  with  a  temperature  of  99°  F.  as  with  one 
of  104°  F. 

Eruptions  of  the  skin  are  present  in  some  epidemics,  absent 
in  others.  They  have  been  observed  more  frequently  in  the 
epidemics  in  America  than  in  those  in  Europe.  When  the  dis- 
ease first  appeared  in  New  Ed  gland  a  large  proportion  of  the 
cases  exhibited  petechial  eruptions  and  ecchymotic  spots,  whence 
the  disease  received  the  name  of  spotted  fever.  There  have 
been  observed  in  different  epidemics  ecchymoses  in  the  skin, 
petechia?,  erythema,  roseola,  urticaria,  and  pemphigus. 

The  severity  and  mortality  of  the  disease  have  varied  in  the 
different  epidemics.  In  some  cases  the  disease  has  been  of  most 
malignant  type,  the  mortality  as  high  as  75  per  cent,  and  many 
of  the  cases  dying  within  a  few  hours.  In  others  the  mortality 
has  not  been  over  20  per  cent  and  the  duration  of  the  disease  ha? 
been  from  one  to  four  weeks. 
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In  children  the  invasion  of  the  disease  is  often  marked  by 
emi\  ulsions,  which  may  afterward  be  frequently  repeated.  The 
temperature  is  high  and  the  pulse  rapid  throughout  the  disease. 
During  most  of  the  time  the  children  are  in  a  condition  of 
stupor  alternating  with  restlessness. 

Tn  the  regular  eases  there  may  be  a  temporary  cessation  of  the 
symptom*  for  revert]  hours,  or  even  for  two  or  three  days,  and 
they  then  £0  mi  as  before. 

The  disease  may  be  complicated  by  bronchitis,  pneumonia, 
pleurisy,  pericarditis,  or  endocarditis. 

Iu  the  last  epidemic  of  this  disease  in  New  York,  in  1872-74, 
all  the  C&B6Q  bcimn  with  a  sudden  invasion  or  chill,  fever,  vomit- 
ing:, severe  headache,  and  delirium.  The  clinical  picture  was 
always  that  of  a  severe  meningitis  with  marked  cerebral  symp- 
toms. The  large  majority  of  the  cases  were  in  persons  under 
thirty  years  of  age. 

The  treatment  employed  at  that  time  consisted  of  cold  appli- 
cations to  the  bead  and  the  administration  of  quinine,  potassium 
bromide,  chloral  hydrate,  and  morphine.  This  treatment  seemed 
to  have  no  effect  on  the  mortality,  which  was  considerable. 

Case  I.  Epidemic  &  n ftro-fiptoal  N<  nimjitis :  Dootk, — Male, 
23  years  old,  March  10,  L872.  Yesterday  morning  he  wras  sud- 
denly seized  with  a  severe  chill  and  intense  pain  in  the  frontal 
region;  in  the  evening  he  vomited  a  number  of  times  and  felt 
very  sick.  To-day  the  man  looks  very  ill  and  complains  of  the 
severe  frontal  headache,  no  pain  or  stiffness  of  the  back  of  the 
mm  physical  signs  over  the  heart  or  Jungs.  Urine  1025,  a 
ol  albumin. 

Third  day:  A  profuse  epistaxis,  some  photophobia,  the  tongue 
is  dr\  and  coated. 

Fourth  t\ny  ;  Pain  and  tenderness  in  the  mnseles  of  the  back  of 
the  neck. 

Eighth  day  :  Patient  feels  better;  he  slept  all  night,  and  has  but 
little  headache  to-day. 

Fifteenth  day:  The  man  has  been  fairly  comfortable  with  gOOtl 
nights  until  to-day.  Now  he  is  worse.  The  eyes  are  suffused,  he 
is  restless  and  delirious,  there  is  general  hyperesthesia,  the 
tongue  is  dry,  but  there  is  no  headache. 

:  The  delirium  continues  with  constant  moan- 
ing, the  face  is  emaciated  and  ghastly,  the  eyes  half  open,  the 
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head  is  drawn  back,  there  are  coarse  rales  over  both  lungs,  the 
evacuations  are  involuntary.     In  the  evening  he  died. 

(For  chart  of  Case  I,  see  Pig.  1.) 

Autopsy. — The  pia  mater  over  the  whole  surface  of  the  brain 
is  infiltrated  with  purulent  serum.  The  pia  mater  of  the  cord 
m  congested,  but  there  is  no  exudation  to  the  naked  eye.  There 
in  purulent  serum  in  the  right  pleural  cavity.  The  upper  part  of 
the  lower  lobe  of  the  right  lung  and  of  the  upper  lobe  of  the  left 
lung  are  consolidated. 

The  liver  is  fatty. 

The  kidneys  are  congested. 

C ase  II .  EpuJe m  ic  Cerebrospinal  }fenin g i tis;  Rec mery. — 
Male,  17  years  old,  March  12,  1872.  Yesterday  morning  he 
was  suddenly  attacked  with  severe  pain  in  the  head,  active  de- 
lirium, and  vomiting.  To-day  he  i-  |y  delirious,  the  pupils 
are  dilated,  the  head  is  drawn  back;  the  urine  is  retained,  spe- 
cific gravity  1021,  a  trace  of  album  in. 

Seventh  day:  The  violent  delirium  and  sleeplessness  are  sub- 
siding He  is  much  quieter  and  sleeps  for  several  hours  at  a 
time ;  the  tongue  is  not  so  dry. 

Ninth  day  :  The  patient  is  rational,  sleeps  well,  has  some  appe- 
tite, but  has  irniJ.il*  some  pains  in  the  arms  and  legs,  and  the 
right  elbow  joint  is  hot  and  swollen. 

Twentieth  day  i  He  has  been  steadily  improving,  but  there  is  a 
small  abscess  about  the  middle  of  the  left  thigh,  and  the  glands 
in  the  left  groin  are  enlarged. 

Twenty-sixth  day:  The  man  is  up  and  about  the  ward. 

(For  chart  <>f  i    ,  ,    II,  see  Fig.  2.) 

k   ITI.  Cerebrospinal   J/<  n  th„ — 

Male,  :;.")  years  old,  April  2,  1872.  Two  days  ago*  in  the  evening, 
he  began  to  have  pains  in  the  hips,  back,  neek.  and  hack  of  the 
head,  and  the  head  was  drawn  backward. 

The  next  day  he  was  about  the  same,  no  chill,  no  vomiting,  no 
photophobia,  and  in  the  afternoon  the  headache  ceased. 

Th  ;_■  7i',  temperature  102o-101/i0  F.f  no  erup- 

tion     II  Qsible,  complains  of  pain  in  the  neck 

and  back;  H  i  much  drawn  back. 

Fifth  day:  Pulse  68,  temperature  100.3°  F.     He  is  mildly  de- 
l  and   restless,   bul    oat]    answer  questions  rationally.     He 
tie  lias  no  pain  except  in  the  back  of  the  neck;  the  tongue 
is  coated  aid  dl 
Bixth  (I.mv:  Pulf  2\   temp  LOG.3-100.50   F.    The 

ontmued  and  sleepless  in  the  day  and  became 

si  npid  in  the  evening.     The  pupils  are  contracted 
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MKNIXiilTIa. 


nth  day:  Pulse  84-96,  temperature  100.3°-100.7°  F.     The 
man  is  now  quite  stupid  ;  there  are  coarse  rales  OTOE  both  lungs. 

120-126,  temperature  100,3C-102.7°  F. ; 
emaciating  rapidly;  alternating  stupor  and  delirium;  urine  re- 
tained; would  not  swallow. 

Ninth  day:  Pulse  126,  temperature  103°  F.;  in  the  afternoon 
ouietly  died. 

Autopsy. — The  entire  pia  mater  is  intensely  congested;  at  the 
base  it  is  moderately  infiltrated  with  pus;  the  lateral  ventricles 
contain  a  little  turbid  serum.  The  substance  of  the  brain  is  in- 
tensely congested. 

The  pia  mater  of  the  cord  and  the  cord  itself  are  congested ; 
the  pia  is  thickly  infiltrated  with  pus  all  the  way  down  the  cord. 
The  limps  and  kidneys  are  congested. 

Epidemic  Cerebrospinal  Menin<jiti<:  Recovery, — 
Male,  IS  years  old,  March  26,  ls~2.  Four  days  ago  was  seized 
uitb  chill,  fever,  pain  in  head,  back  of  neck,  and  shoulders;  the 
head  was  drawn  backward;  there  was  photophobia. 

The  next  day  he  felt  better  and  was  able  to  walk  about  with 
very  little  pain. 

Third  day :  Violent  pains  in  the  head  and  back,  with  vomiting. 
diarrhoba,  and  epistaxis. 

Fifth  day:  Severe  pain  in  the  head  and  neck;  vomiting;  head 
drawn  back;  tongue  dry  and  coated:  is  rational;  general  hyper- 
B&ia.  In  the  afternoon  became  delirious,  with  constant 
moaning. 

Twelfth  day;  Until  to-day  the  pains  in  the  head,  back,  legs, 
and  abdomen  have  continued,  and  there  has  been  some  delirium 
every  day.  but  to-day  everything  is  better. 

Twentieth  day:  The  pain  in  the  head  and  delirium  came  back 
for  two  days. 

Twenty-eighth  day  :  He  has  been  doing  well  and  is  now  up  and 
about  the  ward 

(For  chart  of  Case  IV,  see  Fig.  3.) 

Sequels, — After  the  subsidence  of  the  meningitis  the  inflam- 
mation of  the  lateral  ventricles  may  continue.  The  patients  be- 
gin to  improve,  but  soon  fall  bank.  There  is  progressive  emacia- 
tion, an  irregular  febrile  movement,  alternating  stupor  and  de- 
lirium, and,  after  several  weeks,  the  patients  die. 

other  sequela?  are:  blindness,  deafness,  mental  feebleness, 
aphasia,  antemia,  hysterical  symptoms,  disordered  menstruation, 
paralysis  of  groups  of  muscles,  and  chronic  endocarditis. 


II 

9 

0 

0 

0 

i 

a 

"5 

Q. 

M 
| 

3 
■ 
3 
■ 

E 

Ol 

C 

5 
B 
H 

N     5 

#-. 

l-> 

n 

, 

-        T-JbJ 

«     « 

a 

u 

0 

0 

~         « 

*     2" 

a                  va 

I    ^ 

,f*  r^ 

»               > 

J 

r„  u 

-                 0 

J 

^ 



■7* 

N  2 

* 

in. 

u 

a 

m 

V* 

2 

'TJ                        <*^ 

4 

N 

•           \ 

u     \ 

0    w 

0            ^~o 

5 

1 

2          T 

| 

*     5 

»k 

in 

"» 

r-«J 

, '   ^ 

id 

0 

ft            ! 

0 

f" 

"      2 

00                                    V 

* 

k 

0                ^ 

00 

<t>         ... 

g              0 

O 

2^"s 

O 

5 

m 

in 

") 

J> 

(^ 

Ui 

0 

O 

0 

2 

< 

* 

'      2 

en                  w 

* 

ftj 

o-~J- 

> 

Li 

9              5 

= 

2  J*"-  * 

O 

*  ^7 

"      2 

*- 

4 

** 

- 
Ul 

0 

O 

| 

^-. 

U        v       ' 

5 

« * 

+ 

N  ._  —  f* 

* 

10 

C                         Q 

2 

"      5 

h; 

tfl 

0 

WmJ^k 

Ul 

0 

q 

0 

2 

Ji        #t 

"     2 

«                « 

4 

M 

4^ 

m     1 

N       * 

2               0 

9 

^ 

>-* 

2 

9 

2 

**• 

„< 

S_? 

(7» 

rx 

y 

9 

> 

* 

I7> 

A      <n 

2 

e              « 

N 

•?          L 

CD 

2               2 

0 

^? 

1 

2 

r* 

Ul 

<*)  \ 

«  > 

^            *■»' 

Ul 

0 

0 

2    ^ 

k         2 

■ 

*t      » 

5 

00                       « 

< 

N 

0 

«e/ 

Li 

■          i5 

a 

0 

2 

1 

2 

*■ 

**     \ 

*» 

* 

r    ^ 

u 

0 

a 

\  2 

2 

*» 

7    * 

5 

0          & 

f 

H 

e 

*J 

,     Ul 

B         ° 

■■-.■ 

*2 

9 

°*  1 

2 

M 

IT 

iT^a 

a 

^ 

Ul 

O. 

-            < 

r     9, 

0 

VI 

a 

2 

fi                                          * 

+ 

*M 

0       / 

0 

iy 

S                  a 

f* 

g 

0 

a 

+   "^ 

I 

Is 

1 1 

35       (n       e 
0       a       0 

O          O 

p 

*M        - 

1  : 

4 

Ok 

0 

O      a       0 

s    t     « 

O 
7 

J       "1 

0      0 

cO     K 

32 


MENINGITIS. 


The  prognosis  of  the  disease  varies  in  different  epidemics,  reg- 
ularly WOT96  during  the  commencement  and  height  of  each  epi- 
demic. 

Tr.tttwutt. — There  are  two  main  indications  for  treatment — 
the  meningitis  and  the  general  condition  of  the  patient. 

For  the  meningitis  we  apply  continuous  cold  to  the  head 
and  administer  repeated  small  doses  of  calomel  or  the  sulphate 
of  magnesia.  The  iodide  of  potash  and  ergot  are  also  used  for 
the  same  purpose.  These  measures  are  most  likely  to  be  effi- 
cacious during  the  early  days  of  the  meningitis. 

For  the  headache,  restlessness,  sleeplessness,  and  delirium  we 
give  the  bromides,  chloral  hydrate,  or  opium. 

If  the  temperature  is  high  cold  sponging  and  cold  tubbing  are 
used. 

The  heart's  action  inay  be  so  feeble  as  to  require  the  use  ol 
alcoholic  stimulants,  digitalis,  or  strophanthus. 

Excessive  vomiting  can  be  relieved  by  feeding  the  patients 
with  small  quantities  of  milk  too  whieh  oxalate  of  cerium,  bicar- 
bonate of  soda,  or  snlphotial  have  been  added. 

The  bowels  shoidd  be  kept  open.  It  must  be  admitted  that 
so  far  we  seem  to  have  no  treatment  which  really  controls  either 
the  meningitis  or  the  toxic  poisoning. 

At  the  present  time  the  withdrawal  of  spinal  fluid  by  lumbar 
puncture  is  used  a  good  deal  for  purposes  of  diagnosis  and  treat- 
ment, both  in  this  and  other  forms  of  meningitis.  I  cannot  say 
that  I  like  it  or  think  it  to  be  of  real  service. 


Meningitis  Secondary  to  Inflammations  <»f  the  Ear. 


Qte  purulent  inflammation  of  the  middle  ear  occurs  fre- 
quently in  children  and  is  not  uncommon  in  adults.  The  cases 
vary  as  to  their  severity,  their  duration,  and  their  liability  to  be 
complicated  by  meningitis.  In  the  majority  of  cases  there  is 
inflammation  of  the  mastoid  cells.     The  rule  mi  be  that 

there  is  no  meningitis  unless  the  inflammation  of  the  mastoid 
is  purulent,  but  I  have  seen  one  (jam  with  fat  id  meningitis  and  an 
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a  which  the  mastoid  was  only  congested  and  infiltrated 
with  serum. 
In  children  the  pais  in  the  car  and  head  is  severe,  the  tera- 
atnre  rung  lii j^h.  there  may  he  delirium,  general  eogrnlaioim, 

id  the  appearance  oi  30  that  they  look  much  as 

v   had  meningitis.     But  inside  of  B  week   the   membrana 

tympairi  i*  perforated,  the  pus  ifi  discharged,  and  recovery  is 

rapid.     1 1'.   however,  a  secondary   meningitis  is  developed  the 

k n <  1  the  high  temperature  continue. 

tduits  the  pain  in  the  head  is  tint  bj  levcre;  the  tempera- 

tores  are  not  high;  there  are  no  cerebral  symptoms;  the  menin- 

ttol  come  on  until  alter  the  "tit  is  has  lasted  for  several 

In  -  there  will  be  found  the  ear  full  of  pus.  the 

id  infiltrated  with  pus,  cireumacribed  patehea  of  pus  and 
fibrin  OO  the  Corresponding  surfaces  of  the  dura  mater  and  pia 
This  looks  as  if  the  inflammation  was  directly  trans- 
1  from  the  car  to  the  pia  me 
in  Other  cases  with  the  same  ear  lesions  the  dura  mater  is  Tint 
inflamed,  the  meningitis  is  diffuse,  and  it  seems  as  if  the  inflam- 
mation might  be  due  to  general  septic  infection  rather  than  to 
direct  tr  ion. 

In  the  majority  of  eases  thrombi  are  found  in  the  sinuses  of 

infection  is  regularly  with  streptococci  or  pneumooocci 

Tin-  inflammation  may  !»<-  localised  in  the  pia  mater  over  the 
tempore]  bone,  or  spread  over  the  base,  or  involve  the  whole  of 
the  pia.     There  n  -ufiicicnt  quantity  of  serum,  fibrin,  and 

■•:   to  the  naked  eye.     But  in  adults  quite  fre- 
ia  looks  normal  or  congested.     No  fibrin  or  scrum 
i.s  nothing  hut  an  infiltration  of  the  pia  with 
connective-tissue  cells  and  perhaps  a  tew  lencoeytea, 
a  rule,  both  in  children  and  adults  the  meningitis 
marked  and  ;  pain  in  Ihe  head,  photophobia, 

-mus,  d«hrium.  stupor,  muscular  contractions,  general  con- 
ine  often   contains   albumin   and   easts.     The 
m  children  run  up  to  ln-t    or  105°  F.?  in  adults 
P. 
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MENINGITIS, 


Case  V. — Male,  19  years  old,  September  16,  Six  weeks  ago 
he  was  taken  ill  with  pain  in  the  right,  par  and  right  side  of  neck, 
no  chill,  no  headache.  He  was  in  bed  for  two  weeks,  then 
thought  he  was  well  for  two  days;  then  had  chills,  fever,  and 
sweating  at  irregular  intervals.  His  mind  was  somewhat  con- 
fused, his  bowels  were  loose. 

First  day:  Tnlse  96-100,  temperature  102°-103.5°  P.  The 
tongue  is  coated  and  dry;  the  urine  is  normal;  there  is  pain  in 
the  right  ear  and  the  right  knee;  he  is  a  little  jaundiced. 

Second  day:  Pulse  112-125,  temperature  102°-105°  P.j  he  is 
delirious. 

Third  day:  Pulse  132-128,  temperature  102°-105°  F.;  the 
delirium  is  violent. 

Fourth  dayt  he  died. 

Autopsy.— Over  the  lower  surface  of  the  right  lobe  of  the 
cerebrum  the  pia  mater  and  the  superficial  layer  of  the  brain 
are  infiltrated  with  pus  over  an  area  one  inch  in  diameter.  Cor- 
responding to  this  on  the  outer  side  of  the  dura  mater  is  a  thick 
collection  of  pus;  beneath  this  the  bGSM  is  diseolored,  There  are 
soft,  dirty  thrombi  in  the  sinuses  of  the  dura  inatci . 

The  middle  ear  is  full  of  pus. 

The  heart  is  normal. 

The  limps  contain  a  number  of  hemorrhagic  infarctions. 

The  liver  and  spleen  are  large  and  soft.  The  kidneys  are  large 
and  succulent. 


Case  VI. — Female,  18  years  old,  February  27.  Two  weeks 
ago  she  had  a  wore  ihroat  for  three  days.  This  was  followed  by 
pain  in  Hip  right  ear.  This  ear  soon  broke  and  discharged  freely. 
Four  dajB  ago  she  had  pain  in  the  left  ear  and  the  leftside  of  the 
head,  She  has  vomited,  her  bowels  have  been  loose,  and  she 
has  had  pains  ;md  tenderness  ^vrv  the  ahdmnen,  and  the  feet 
are  (Edematous, 

Fifth  day  of  meningitis:  The  skin  is  very  pale,  the  face 
anxious,  the  pupils  normal,  the  tongue  is  dry  and  coated.  She 
complains  of  very  severe  headache;  is  rational,  but  answers 
■lowly  and  Looks  very  ill.  The  urine  contains  a  good  deal  of  al- 
bumin iind  many  hyaline  and  granular  casts. 

Sixth  day;  Ptdae  128-112,  temperature  103.4M01.20  R 

Seventh  day:  Pulse  124-120,  temperature  103-101°  R;  head- 
ache, dry  tongue,  hyperaathema  *>f  the  skin. 

Eighth  day;  Pulse  104-136,  temperature  98°-102°  F. 

Ninth  day:  Pulse  144-160,  temperature  lor -102,2°  F.  She 
is  wry  restless,  with  slight  convulsive  movements  of  the  muscles 
of  the  l< 


MENINGITIS. 

Tenth  day:  Puis--  152-152*  temperature  102°-ir»L6°  F.  She 
is  delirii- 

Eleventh  day:  Pols.-  ir.ni44,  temperature  103°-103.4°  F. 
was  stupid  all  day  and  died  quietly  in  the  evening. 

Autopsy. — The  right  middle  ear  and  t li< *  cancellous  portion  of 
the  right  temporal  bone  are  full  of  pus. 

The  right  lateral  sinus,  where  it  panes  through  the  posterior 
lacerated  foramen,  contains  a  firm  thrombus. 

The  left  ear  and  temporal  bone  are  normal. 

The  pia  mater  is  opaque ;  it  is  everywhere  infiltrated  with  poly- 
lal  cells  and  leucocytes,  nn  fibrin  or  serum. 

In  the  heart  there  is  a  small  fringe  of  vegetation  nn  the  mitral 
valve. 

The  lungs  are  d. 

The  kidii  .  the  changes  of  acute  degeneration. 

If  the  meningitis  follows  a  chronic  otitis  there  will  be  the 
history  of  the  chronic  ear  trouble  extending  back  for  moi 
or  years;  then  suddenly  come  on  the  symptoms  of  the  men  in- 
s — fever,   headache,   alternating   delirium  and   stupor,   mus- 
cular twitching*,  coma. 

Trea  itment  consists  in  the  free  in- 

cision and  scraping  of  the  mastoid  cells.  This  seems  to  be  good 
practice,  but  in  children  ir  should  not  be  done  unless  there  is 
really  purulent  infiltration  of  the  mastoid.  After  the  menin- 
gitis is  once  established  the  operation  on  the  mastoid  does  not 
to  be  of  much  service, 

itrol  tin-  inflammation  by  the  local  use  of 
is.    But  it  must  he  confessed  that  such  a 
ily  goes  steadily  on  and  terminates  fatally  inside 
of  two  weeks. 


Meningitis  Complicating  the  Infectious  Diseases. 


The  poisons  of  all  the  infectious  diseases  are  capable  of  caus- 
aeningitis.     It  is  seen  most  frequently,  however,  with  pneu- 
,    malignant    endocarditis,    surgical    sepsis,    typhoid    and 
ere. 

ous  diseases  are  capable  of  giving  marked 
is  without  any  inflammation  of  the  pia  mater. 
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MENINGITIS. 


When  a  complicating  meningitis  really  is  developed,  the  only 
difference  is  that  the  cerebral  symptoms  an  marked  and 

approach  more  closely  to  those  of  an  idiopathic  men  myitis. 

A  meningitis  with  pneumonia  seems  to  be  part  of  a  general 
pneumococcal  infection,  and  we  are  apt  to  find  purulent  pleurisy 
and  pericarditis  in  the  same  person. 

Case  VTL — ■ Forty-five  years  old;  had  always  been  well  and 
strong  until  nineteen  days  before  bei  death;  then,  while  wash- 
ing windows,  became  cold  and  wet  and  felt  unwell  for 

Nine  days  before  her  death  she  had  chills,  pains  in  the 
k  and  bones,  fever,  sharp  pain  beneath  the  right  nipple. 
Four  days  before  death  she  gave  the  physical  signs  of  consoli- 
dation of  the  upper  lobe  of  the  right  lung.    The  temperature  ran 

rween  103°  and  104     R.  the  pulse  between  mo  and  140. 
There  was  n<>  sputum,    she  developed  8  muttering  delirium, 
contractions  of  the  muscles,  became  weaker,  and  died  nine  d 
after  the  initial  chill. 

.1  titopsy, — There  wa  ase  infill  rat  Ion  of  purulent  serum 

in  the  pie   mater.     There  w&S  a   little   purulent    serum  in    the 
pericardia]  sac. 

Both  pleural  cavities  contained  purulent  fibrin  and  serum. 
The  tipper  lobe  of  the  right  lung  was  hepatized. 

With  malignant  endocarditis  meningitis  is  found  not  infre- 
quently, but  it  eaa  hardly  be  said  to  give  definite  symptoms. 
The  cerebral  symptoms  belonging  to  the  endocarditis  itself  are 

ten  SO  marked  that  the  diagnosis  is  uncertain.  As  all  the 
patients  die,  tins  is  not  a  matter  of  much  consequence. 


ill. — A  man,  4  !  years  old.  nine  days  before  his  death 
complained  of  general  malaise  and  vertigo.  During  the  next 
two  days  there  were  repeated  rigors  and  vomiting.  Pour  days 
before  death  he  became  delirious;  UmgUfi  brnwn  and  dry;  small 
ecchymoses  in  the  skin;  moist  rales  over  both  lungs.  The  tem- 
peratnre  ran  from  102°  to  103*  l\.  the  pulse  from  116  to  150. 
He  died  comi  ter  an  illness  of  nine  days'  duration, 

A.utop$ff.     Beneath  th^  phi  mater  of  the  convexity  there  was  a 

thin  layer  of  fluid  blood.     The  pia  was  infiltrated  with  groups 

of  polygonal  Dells  and  leucocytes  and  a  little  fibrin.    The  eapil- 

an  unusual  number  of  leucocytes, 

There  were  ecchymoses  in  the  pericardium. 


MENINGITIS. 


The  aortic  valves  w-  •  ned,  calcified,  and  steuosed  ;  the 

icular  surfaces  were  covered  by  soft  vegetations  1>« 
which  w 
The'  in  the  pulmonary  pleura;  the  bronchi 

<1  and  contained  mucus  and  p 

nil  contained  recent  infarct  inns. 
Tlu  a  were  large,  contained  old  and  recent  infarctions. 

-  of  small  red  and  white  foci. 

When  meningitis  is  caused  by  sepsis  after  an  injury  or  8 
erical  operation,  th  0  whether  the  symptoms  of  the 

sepsis  or  of  the  meningitis  predominate. 

SB  IX. — Male.    :>><>   yean   old,   eleven   weeks   before  death 

fell  through  a  COaJ   hole  and   struck  his  perineum.     Ever  since 

he   has   had   difficulty    in  water.    Six  days 

death   an   external    urethrotomy   was  done.    The  same 

ning  he  bad  two  chills.    The  oext  day  his  temperature  was 

1  drowsy.     The  following  day  his  lem- 

to  102°  P.;  be  complained  of  pains  all 

and   delirium;    pupils   con- 

l.    The  day  before  death  the  temperature  was  105°  F.; 

ic  ha«i  neral  convulsions,  followed  by  partial  paralysis  of 

lej  thp  right  knee  joint  was  swollen,     lie  died  with 

perature  of  107°  F.  six  days  after  the  Operation. 

the  entire  surface  of  the  brain  there  was  pus 

ith  the  pie  mater. 

The    hm  i   I    and    the   pulmonary    pleura    was 

coated  with  fibrin.    There  were  no  thrombi  in  the  veins.    The 

wound  and  the  tissues  around  it  looked  healthy,  except  for  an 

unulation  of  pus  about  the  prostatic  urethra. 


Tl  \R   MENINtU'ns. 

Tubercular  inflammation  of  the  pia  mater  behaves  differently 
in  children  and  in  adults,  so  that  it  is  necessary  to  describe  the 
>e  separately  according  to  the  age  of  the  patient. 


1.  Tubercular  Meningitis  m  CkUdn 

on*. — The   dura  mater   is   usually   unchanged,   but   there 
>e  miliary  tubercles  on  its  inner  surface.     The  surface  of 
the  brain  is  flattened  by  the  pressure  of  the  fluid  which  distends 


MENINGITIS. 

the  ventricles.  The  inflammatory  process  in  the  pia  is  a  com- 
bination of  tubercular  and  of  exudative  or  cellular  inflamma- 
tion, either  one  of  which  may  predominate.  The  tubercles  are 
very  small  and  transparent,  or  large  and  white.  They  are  com- 
posed of  simple  aggregations  of  small  cells  or  of  well-formed 
tubercle  tissue  arranged  around  blood  vessels.  The  vessels  show 
the  changes  of  obliterating  endarteritis.  The  cellular  inflam- 
mation produces  new  connective-tissue  cells;  the  exudative  in- 
flammation produces  serum,  flbrin,  and  pus.  The  inflammation 
is  often  confined  to  the  base  of  the  brain,  but  may  extend  over  its 
entire  surface  or  be  confined  to  the  convexity.  The  tubercles 
are  most  numerous  in  the  pia  mater  over,  and  int  the  sulci. 

The  ventricles  of  the  brain  are  much  dilated  and  distended 
with  serum.  Their  ependyma  is  often  thickened  and  studded 
with  very  small  miliary  tubercles.  There  may  be  miliary  tuber- 
cles or  larger  tubercular  nodules  in  the  brain  tissue.  Miliary 
tubercles  are  usually  present  in  the  other  serous  membranes  and 
the  viscera.  The  kidneys  are  in  the  condition  of  acute  degen- 
eration or  acute  exudative  nephritis. 

The  tubercles  in  the  ependyma  of  the  lateral  ventricles  are  so 
small  that  they  are  not  noticeable,  But  if  vertical  sections  of 
the  ependyma  are  made  it  will  be  found  that  they  are  present 
in  the  majority  of  cases.  In  fact  in  a  large  number  of  the  cases 
of  tubercular  meningitis  of  children  the  lesions  of  the  lateral 
ventricles  are  more  important  than  those  of  the  pia  mater. 

In  some  cases  miliary  tubercles  and  fibrin,  serum,  and  leuco- 
are  also  present  in  the  pia  mater  of  the  cord. 

Such  a  tubercular  meningitis  is  nearly  always  only  part  of  a 
general  tuberculosis,  so  that  we  regularly  find  miliary  tuber- 
cles in  the  other  serous  membranes  and  the  viscera. 

Causes. — The  children  affected  are  usually  under  five  years 
of  age.  There  is  often  a  family  history  of  tubercular  disease. 
The  meningitis  is  regularly  only  one  of  the  lesions  belonging  to 
an  acute  general  tuberculosis.  Such  a  general  tuberculosis  may 
be  a  primary  disease  or  secondary  to  a  localized  tuberculosis. 

The  most  common  primary  focus  is  in  the  bronchial  glands. 
These  are  the  seat  of  tubercular  inflammation  usually  secondary 
to  a  broncho-pneumonia. 
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toms. — It  is  important  to  remember  that  the  tubercular 

meningitis  is  usually  only  port  of  a  general  tuberculosis,  and 

that  the  intensity  of  the  inflammation  of  the  pia  mater  varies 

•h    in    different  cases.     So  we   find  that  in  some   cases  the 

ptoms  are  more  like  those  of  a  general  tuberculosis,  in  others 

like  those  of  a  meningitis,  and  that  the  meningitis  may  have  the 

characters  of  an  acute  or  a  subacute  inflammation. 

There  may  be  a  prodroniie  period,  probably  due  to  the  devel- 
opment of  the  general  tuberculosis,  which  usually  lasts  for  uuly 
a  few  days,  but  may  be  protracted  for  several  weeks.  During 
s  period  there  are  loss  of  flesh  and  strength,  slight  evening 
fever,  irritability,  sleeplessness,  frontal  headache,  vomiting,  con- 
st ipntiun,  and  a  coated  tongue.  These  symptoms  are  not  con- 
tinuous, but  are  interrupted  by  periods  of  improvement. 

When  the  disease  is  established  the  child  lies  in  bed,  the  face 
flushed,  in  a  condition  of  alternating  stupor  and  delirium,  either 
one  of  which  may  predominate.  During  the  periods  of  rest- 
lessness the  child  seems  to  have  severe  pain  in  the  head;  there 
is  photophobia  and  hypera-siln  sin  of  the  skin.  There  is  often 
frequent  and  active  vomiting.  The  child  rolls  its  head,  moans 
*nd  cries  out;  it  may  be  actively  delirious;  there  may  be  one  or 
l-al  convulsions.  During  the  period  of  stupor  it  lies 
quietly  in  bed,  taking  no  notice,  but  apparently  placid  and  com- 
fortable. The  bowels  are  constipated.  The  pulse  is  slow  in 
proportion  to  the  temperature,  but  irregular.  The  breathing 
also  is  irregular.  There  is  a  febrile  movement  which  runs  a 
very  irregular  course,  but  is  not  necessarily  at  any  time  very 
high.     The  urine  is  scanty  and  contains  albumin. 

At    the  end  of  the  first  week,   or  a  little  earlier  or  later, 

l,  inequality  of  the  pupils,  and  ptosis  are  developed. 

In  the  second  week  the  stupor  deepens  into  coma,  which  may  be 

•itinuous  or  alternate  with  active  delirium.     The  head  is  drawn 

back,  there  are  convulsive  movements  or  paralyses  or  rigidity 

of  the  limbs  and  face,  which  may  be  transient  or  permanent. 

There  n  automatic  movements  of  the  arms  and  legs.     The 

patients  constantly  pick  at  the  nose  and  lips.     The  pupils  are 

ited  and  vision  is  lost.     The  puise  becomes  very  rapid  and 

feeble.     The  course  of  the  disease  is  interrupted  by  short  pel 
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of  improvement  j  it  lasts  for  from  two  to  four  weeks.  The 
patients  difl  in  ail  attack  of  convulsions,  or  they  hecomt  very 
feeble  and  emaciated;  the  urine  is  ropproiwed,  the  pulse  and 
breathing  are  very  rapid,  the  temperature  remains  high  or  falls 
below  ili«'  normal.  This  is  the  history  rf  the  oaaeg  with  general 
rculosis  and  a  moderate  meningitis. 

j;  X. — Boy,  L*  years  old.  Three  months  before  death  he 
had  pneumonia,  and  since  thai  time  lias  nol  been  strong,  Thir- 
teen days  before  death  he  be«ran  to  vomit     The  vomiting  has  con- 
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Temperature   blark  ;   pulsi1    nil. 

tinned  at  regular  intervals,  without  reference  to  the  ingestion 
od.  lie  has  not  eared  i<*  eaJ ;  the  bonds  hnvc  moved  but 
seldom:  he  has  been  alternately  fretful  and  crying,  or  listless 
and  qtliet  Me  was  in  this  condition  for  four  days.  Qn  the  fifth 
day  the  vomiting  was  frequently  repeated)  the  apathy  d- 
ing  into  stupor  varied  with  restlessness  and  crying. 

On  the  eleventh  day  there  were  a  number  <»t"  general  convul- 
sions; he  refused  food;  there  was  marked  stupor. 

On  the  twelfth  day  the  convulsions  urere  repeated;  there  were 
projectile  vomiting,  automatic  movements  of  one  leg.  The  blood 
showed  marked  p^h  nuclear  leaeoeytoafr.     He  died  on  the  thir- 
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ith  dag  the  .'..nvukioiis  continuing  nearly  up 

ath. 
F  I  Pig,  4. 

', — The  |  i  he  brain  and  spinal  cord  is  every- 

ted  and  studded  with  miliary  tubercles.    The  lateral 

venti  dilated,  distended  with  serum,  and  the  brain  tissue 

ad  then  tied. 

bronchia]  glands  are  'I  by  tubercular  inflammation* 

TIip  longs,  liver,  spleen,  and  ii!  •  glands  are  studded  with 

millet  cles. 

possible,  however,  for  such  *  meningitis  to  be  more  intense 

pi  i  within  a  week.     The  disease  then  usually  begins 

ad  convulsions  followed  by  a  stupor.     The  tempera- 

rhe  pulse  rapid. 

On  the  other  hand.  BOm  run  a  long;  course  of  several 

Its'  duration,   with  la  of  considerable  improvement. 

Tn   the  following  ease  the  symptoms  extended  over  fourteen 

ks. 


ps  old,  admitted  to  the  hospital  on  De- 

■  n  pounds  four  ounces,     Seven  weeks 
lie  began  to  united  frequently 

in  the  temperature  is  !!!'>    P.,  pulse  148,  breathing 
1*6.    The  urin  a  specific  gravity  1020,  contains  a  little  al- 

bumin and  a  few  hyaline  and  granular  casts. 
After  admission  the  vomiting  was  less  frequent  and  he  began 

ke  food. 
Fit i  I  day :  Lumbar  puncture,  one  ounce  of  turbid  fluid. 

Fifty-sixth  day:  Quiet,  hungry;  weighs  nineteen  pounds  three 
oun« 

i    day;  Pupils  dilated;  irritable;  vomiting. 
Six!  '  day:  Stupor;  vomitinpr;  pulse  irregular;  Lumbar 

puncture,  one  ounce  of  turbid  fluid;  weighs  nineteen  pounds. 

Sixty-fourth    day:  Involuntary    contractions   of   muscles   of 
arms  and  legs. 

day:  Lumbar   puncture,    six   drachms  of  turbid 

Weighs  eighteen    pounds  two   ounces; 
rtnre,  one  drachm  of  fluid;  stupor  increasing. 

ehs  fifteen  pounds  four  ounces;  stupor 
■  *f  crying.     Automatic  movements  of 
and  jav 
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Eighty-second  day:  Hungry  and  thirsty;  lumbar  punctu 
one  drachm  of  clear  fluid. 

The  child  continued  to  emaciate  with  alternating  stupor  ai 
crying,  nystagmus,  involuntary  contractions  of  the  muscles 
face,  rigidity  of  the  muscles  of  the  extremities  and  of  the  nee 
loss  of  vision,  and  finally  died  after  an  illness  of  fourteen  wee! 

(For  chrn -i  n|'<  '&ae  XI,  see  Fig. 

There  are  also  cases  that  behave  like  epidemic  cerebro-spin 
meningitis,  and  if  they  are  seen  while  an  epidemic  of  this  disea 
Ls  prevailing  it  is  hardly  possible  to  make  a  correct  diagnosis. 


Case  XII.— Female,  6  years  old,  August  6,  1872.  The  chih 
was  taken  sick  two  weeks  ago  with  vomiting,  headache,  and  ft  \el 
The  eyes  were  congested;  the  bowels  moved  infrequently; 
became  dull  and  stupid. 

On  the  fifteenth  day  she  was  stupid ;  the  abdomen  retracte<  - 
rigidity  of  the  muscles  of  the  back  of  the  neck,  with  tenderne: 
pupils  dilated ;  hyperesthesia  of  the  skin ;  slight  opisthoton 
temperature  100.5°  F.,  pulse  130,  breathing  26.     She  remain 
in  the  same  condition  until  the  twenty-first  day,  when  she  had 
convulsion  and  died. 

Autopsy. — The  pia  mater  of  the  brain  was  congested  and  i 
the  base  was  infiltrated  with  fibrin.  At  the  base  and  in  the  long 
tudinal  fissure  the  pia  was  studded  with  large  numbers  of  gra 
miliary  tubercles. 

There  was  a  layer  of  fibrin  over  the  posterior  surface  of  a 
spinal  cord  for  its  entire  length. 

There  were  miliary  tubercles  in  the  pleura,  lungs,  liver,  per 
toneum,  and  spleen. 


Treatment. — The  treatment  varies  with  the  acuteness  of  t\ 
meningitis.  In  cases  which  run  an  active  course,  like  that  o 
an  acute  meningitis,  we  employ  the  same  methods  of  treatmen 
as  for  that  disease.  In  the  cases  which  behave  more  like  genera 
tuberculosis  with  subacute  cerebral  symptoms,  the  nursing,  feed 
ing,  and  alleviation  of  symptoms  constitute  the  entire  treatment 

As  a  rule  the  patients  do  not  recover,  but  from  time  to  tim 
we  see  cases  which  behave  like  tubercular  meningitis  and  yet  d< 
recover.  Whether  in  these  cases  the  meningitis  really  is  tuber 
cular  it  is  impossible  to  say. 
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Eighty-second  day:  Hungry  and  thirsty;  lumbar  puncture, 
one  drachm  of  clear  fluid. 

The  child  continued  to  emaciate  with  alternating  stupor  and 
crying,  nystagmus,  involuntary  contractions  of  the  muscles  of 
face,  rigidity  of  the  muscles  of  the  extremities  and  of  the  neck, 
loss  of  vision,  and  finally  died  after  an  illness  of  fourteen  weeks. 

(For  chart  of  Case  XI,  see  Fig.  5.) 

There  are  also  cases  that  behave  like  epidemic  cerebrospinal 
meningitis,  and  if  they  are  seen  while  an  epidemic  of  this  disease 
is  prevailing  it  is  hardly  possible  to  make  a  correct  diagnosis. 


Case  XII.— Female,  6  years  old.  August  6,  1872.  The  child 
was  taken  sick  two  weeks  ago  with  vomiting,  headache,  and  fever. 
The  eyes  were  congested;  the  bowels  moved  infrequently;  she 
became  dull  and  stupid. 

On  the  fifteenth  day  she  was  stupid;  the  abdomen  retracted; 
rigidity  of  the  muscles  of  the  back  of  the  neck,  with  tenderness; 
pupils  dilated.  hyperesthesia  of  the  skin;  slight  opisthotonos; 
temperature  100.5°  F.,  pulse  130,  breathing  26.  She  remained 
in  the  same  condition  until  the  twenty -fust  day,  when  she  had  a 
convulsion  and  died. 

Autopsy. — The  pi  a  mater  of  the  brain  was  congested  and  at 
the  base  was  infiltrated  with  fibrin.  At  the  base  and  in  the  longi- 
tudinal fissure  the  pia  was  studded  with  large  numbers  of  gray 
miliary  tubercles. 

There  was  a  layer  of  fibrin  over  the  posterior  surface  of  the 
spinal  cord  for  its  entire  length. 

There  were  miliary  tubercles  in  the  pleura,  lungs,  liver,  peri- 
toneum, and  spleen. 

Treatment. — The  treatment  varies  with  the  acuteness  of  the 
meningitis.  In  cases  which  run  an  active  course,  like  that  of 
an  acute  meningitis,  we  employ  the  same  methods  of  treatment 
as  for  that  disease.  In  the  cases  which  behave  more  like  general 
tuberculosis  with  subacute  cerebral  symptoms,  the  nursing,  feed- 
ing, and  alleviation  of  symptoms  constitute  the  entire  treatment. 

As  a  rule  the  patients  do  not  recover,  but  from  time  to  time 
we  see  cases  which  behave  like  tubercular  meningitis  and  yet  do 
recover.  Whether  in  these  cases  the  meningitis  really  is  tuber- 
cular it  is  impossible  to  say. 
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Eighty-second  -lay:  Hungry  and  thirsty;  lumbar  pun  etui 
one  drachm  of  clear  fluid. 

The  child  continued  to  emaciate  with  alternating  stupor  ft! 
crying,  nystagmus,  involuntary  contractions  of  the  muscles 
face,  rigidity  of  the  muscles  of  the  extremities  and  of  the  ne< 
loss  of  vision,  and  finally  died  after  an  illness  of  fourteen  wee] 

(For  chart  u  XI,  B8«  Pig,  5.) 

There  are  also  cases  that  behave  like  epidemic  cerebro-spii 
meningitis,  and  if  they  are  seen  while  an  epidemic  of  this  disci 
is  prevailing  it  is  hardly  passible  to  make  a  correct  diagnosis. 


Case  XII.— Female,  6  years  old,  August  6,  1872.     The  el 
was  taken  sick  two  weeks  ago  with  vomiting,  headache,  and  f ev< 
The  eyes  were  congested;  the  bowels  moved  infrequently;  si 
became  dull  and  stupid. 

On  the  fifteenth  day  she  was  stupid;  the  abdomen  retracte< 
rigidity  of  the  muscles  of  the  back  of  the  neck,  with  tenderm- 
pupils  dilated;  hyperesthesia  of  the  skin;  slight  opisthotont 
temperature  100.5°  F.,  pulse  130,  breathing  2B.  She  remain* 
in  the  same  condition  until  the  twenty-first  day,  when  she  had 
convulsion  and  died. 

Autopsy. — The  pi  a  mater  of  the  brain  was  congested  and  at 
the  base  was  infiltrated  with  fibrin.  At  the  base  and  in  the  longi- 
tudinal fissure  the  pia  was  studded  with  large  numbers  of  gray 
miliary  tuber d 

There  was  a  layer  oJ  fibrin  over  the  posterior  surface  of  the 
spinal  cord  for  its  entire  length. 

There  were  miliary  tubercles  in  the  pleura,  lungs,  liver,  peri- 
iim,  and  spleen. 

Treatment. — The  treatment  varies  with  the  acuteness  of  the 
meningitis.  In  cases  which  run  an  active  course,  like  that  of 
an  acute  meningitis,  we  employ  the  same  methods  of  treatment 
as  for  that  disease.  In  the  cases  which  behave  more  like  general 
tuberculosis  with  subacute  cerebral  symptoms,  the  nursing,  feed- 
ing, and  alleviation  of  symptoms  constitute  the  entire  treatment. 

As  a  rule  the  patients  do  not  recover,  but  from  time  to  time 
we  see  cases  which  behave  like  tubercular  meningitis  and  yet  do 
recover.  Whether  in  these  cases  the  meningitis  really  is  tuber- 
cular it  is  impossible  to  say, 
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2.  Tubercular  Meningitis  in  Adults. 

The  changes  in  the  pia — the  combination  of  tubercular,  exuda- 
tive, and  cellular  inflammation — are  the  same  as  in  children. 
There  is,  however,  one  important  difference  between  adults  and 
children.  In  children  the  inflammation  of  the  ependyma  of  the 
ventricles,  the  distension  of  the  ventricles  with  serum,  and  the 
consequent  compression  of  the  brain  are  the  rule,  while  in  adults 
they  are  not  as  frequent. 

In  adults,  as  in  children,  the  tubercular  meningitis  may  only 
be  a  part  of  a  general  tuberculosis.  But  more  frequently  it 
occurs  as  a  localized  tubercular  inflammation,  either  primary,  or 
secondary  to  a  localized  tubercular  inflammation  of  some  other 
part  of  the  body. 

Causes. — The  greatest  liability  to  the  disease  seems  to  be  be- 
tween the  ages  of  fifteen  and  twenty-five  years.  Persons  who 
inherit  the  tubercular  disposition,  or  who  have  chronic  pulmon- 
ary phthisis,  are  especially  liable  to  the  disease.  It  may  very 
well  happen  that  the  pulmonary  lesion  is  small  and  insignificant. 

Symptoms. — It  is  convenient,  in  describing  the  symptoms  of 
tubercular  meningitis  in  adults,  to  divide  the  cases  into  five 
clinical  groups: 

1.  Cases  of  acute  general  tuberculosis  with  tubercular  menin- 
gitis, but  without  the  symptoms  of  meningitis.  The  history  of 
these  patients  belongs  to  general  tuberculosis.  The  cerebral 
flymptoms  are  only  such  as  are  seen  in  any  severe  infectious 


Case  XIII. — Male,  34  years  old,  August  9.  In  March  he  be- 
gan to  feel  weak  and  good  for  nothing,  but  without  any  definite 
^ptoms.  Two  weeks  ago  he  felt  worn,  with  pains  in  the  back 
and  legs,  no  appetite,  general  feebleness,  occasional  nausea  and 
Smiting. 

August  9':  The  man  was  feeble,  tremulous,  no  appetite,  with 
anxious  face,  coated  tongue,  no  physical  signs,  and  the  general 
to°k  of  a  man  who  had  been  drinking  hard.  He  continued  in 
the  same  condition  until  August  16,  when  a  mild  delirium  super- 
vened and  he  looked  as  if  he  had  typhoid  fever.  The  tongue 
became  brown  and  dry;  the  urine  and  faeces  were  passed  invol- 
untarily ;  there  were  twitchings  of  the  muscles ;  he  lay  quietly  in 
kd,  taking  no  notice  of  anything,  and  died  on  August  30. 

(For  Chart  of  Case  XIII,  see  Fig.  6.) 
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2.  Tubercular  Meningitis  in  Adults. 

The  changes  in  the  pia — the  combination  of  tubercular,  exuda- 
tive, and  cellular  inflammation — are  the  same  as  in  children. 
There  is,  however,  one  important  difference  between  adults  and 
children.  In  children  the  inflammation  of  the  ependynia  of  the 
ventricles,  the  distension  of  the  ventricles  with  serum,  and  the 
consequent  compression  of  the  brain  are  the  rule,  while  in  adults 
they  are  not  as  f  requeut. 

In  adults,  as  in  children,  the  tubercular  meningitis  may  only 
be  a  part  of  a  general  tuberculosis.  But  more  frequently  it 
occurs  as  a  localized  tubercular  inflammation,  either  primary,  or 
secondary  to  a  localized  tubercular  inflammation  of  some  other 
part  of  the  body. 

Causes. — The  greatest  liability  to  the  disease  seems  to  be  be- 
tween the  ages  of  fifteen  and  twenty-five  years.  Persons  who 
inherit  the  tubercular  disposition,  or  who  have  chronic  pulmon- 
ary phthisis,  are  especially  liable  to  the  disease.  It  may  very 
well  happen  that  the  pulmonary  lesion  is  small  and  insignificant 

Symptoms. — It  is  convenient,  in  describing  the  symptoms  of 
tubercular  meningitis  in  adults,  to  divide  the  cases  into  five 
clinical  groups: 

1.  Cases  of  acute  general  tuberculosis  with  tubercular  menin- 
gitis, but  without  the  symptoms  of  meningitis.  The  history  of 
these  patients  belongs  to  general  tuberculosis.  The  cerebral 
symptoms  are  only  such  as  are  seen  in  any  severe  infectious 
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Case  XIII.— Male,  34  yean  old,  August  9.     lu  March  he  be- 
gan to  feel  weak  and  good  for  nothing,  but  without  any  definite 
symptoms.     Two  weeks  ago  he  felt  worn,  with  pains  in  the  back 
no  appetite,  general  feebleness,  occasional  nausea  and 

August  9 ':  The  man  was  feeble,  tremulous,  no  appetite,  with 
ioofl  face,  coated  tongue,  no  physical  signs,  and  the  general 
lcx>k  of  a  man  who  had  been  drinking  hard.  He  continued  in 
condition  until  August  16,  when  a  mild  delirium  super- 
vened anrl  he  looked  as  if  he  had  typhoid  fever.  The  tongue 
became  brown  and  dry:  the  urine  and  faeces  were  passed  invol- 
untarily; there  were  twitch  in gs  of  the  muscles;  he  lay  quietly  in 
bed,  taking  no  notice  of  anything,  and  died  on  August  30. 
ise  Xni,  see  Fit- 
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Autopsy. — The  pin  mater  of  the  brain  was  dry  and  lustreless. 
At  the  base  and  to  the  fissures  and  sulci  were  small  white 
tubercles. 

There  were  miliary  tubercles  in  the  lun<rs,  liv« w  kidneys,  and 
peritoneum.  There  was  an  old  tubercular  focus  in  the  left  kid- 
ney. 

general   tuberculosis   with   tuhereular  meningitis 

with  well-marked  symptoms  id  meningitis     The  disease  behaves 

in  these  pat.  y  much  u  11  does  in  children.     The  cerebral 

ire  well  marked  and  tie  >    principally  as  to 

r  duration. 


IV— Male,  42  yean  old,     One  week  ai:n  he  began  to 
-iitiiit  cough  and  frontal  headache,    Five  ■■»  he  be- 

gan   (0   J>e   delii  >n    the   eighth   day    he   was    feeble   and 

and  Had  delirium  alt)  with  stupor,  uutoui; 

pupils  normal;  pulse  40,  temperature  97.5'  F.    He 
died  oomatoee  on  the  tenth  di 

:  over  th<*  base  of  the  brain  was  infih 
!id  studded  with  miliary  tubercles.    There 
were  miliary  tubercles  in  the  lungs  and  in  the  kidneys.     No  old 
lubei  oeua  could  be  f id. 

Case  XV. — Male.  12  years  <>ld.  Januarys  24.  Three  months 
ago  he  hail  <l  with  broncho-pneumonia,  and 

was  ill  Since  that  time  his  health  has  not  been 

good.    Five  «la  he  became  much  worse.     He  had  chills, 

severe  head  a  eh  e  with  pains  throughout  the  body,  vomiting. 

On  the  sixtli  day  of  the  meningitis  the  patient  was  badly 
nourished,  mind  confused  and  dull,  severe  headache,  no  physical 
s%i  sheet ;  urine  1030,  no  albumin,  a  few  hyaline  easts. 

i,712,Q0O,  the  whit,.,  hlood 
the  lohin    l^ti   per  cent.     The  headache  continued  to  be 

I 

twelfth  day  reatli  lelirium,  and  muscular  tremor 

alt*  periods  of  stupor.     On  the  twenty-first  day  be 

became  com  ad  remained  so  until  he  died,  on  the  twenty* 

lay  of  his  tiiie 

ase  XV,  see  Fig.  7. 
!/. — The  pia  mater  all  over  the  brain  was  studded  with 
tubercles;  the  pia  at  the  base  was  infiltrated  with  fibrin; 
the  lateral  ventricL  moderately  dist  There  were 

mill.'  reles  in  the  lungs,  fiver-,  pleura,  and  kidm 
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'  ases  of  tubercular  meningitis  without  tubercular  inflam- 
mation of  the  other  parts  of  the  body  and  without  characteristic 
cerebral  symptoms.  These  r:<s.*s  are  obscure  to  the  last  degree. 
It  is  evident  that  the  patient  la  suffering  from  a  severe  infectious 
disease,  but  the  diagnosis  is  not  usually  made  without  an  autopsy. 

;  XVI. — Female,  -i  Id,  September  1.     No  history 

of  any  previous  illness.     Eight  days  ago  began  to  feel  tired,  with 
headache  and  pains  in  the  bones. 

On  the  fourth  day,  in  the  evening,  a  chill;  began  to  cough,  with 
profuse,  white  sputum. 

There  was  a  little  bleeding  from  the  nose  and  some  abdominal 
pain. 

On  the  fifth  day  she  took  a  cathartic  and  since  then  has  had 
diarrhoea. 

On  the  ninth  day:  The  Woman  is  still  well  nourished,  the 
tongue  is  moist  and  coated ;.  she  has  no  appetite  and  a  moderate 
diarrhoea.     Thn  no  physical  signs  over  the  chest.     It  was 

supposed  that  she  had  typhoid  fever. 

On  the  eleventh  day:  She  began  bo  have  an  active  noisy  de- 
lirium, and  this  continued  up  to  the  time  of  her  death  on  the 
■nty-first   day.     There  were  no  other  symptoms,  exempt  the 
gradual  loss  of  flesh  and  strength.     The  urine  was  normal. 
For  chart  of  Case  XVI,  see  Fig.  K  | 

Autopsy. —Three  hours  after  death. 

The  pia  mater  of  the  brain  was  whitish  colored,  but  shining; 

there  were  a  few  small  white  miliary  tubercles  at  the  base  of  the 

brain.     The  lateral  ventricles  wore  distended  with  clear  serum. 

There  were  no  miliary  tubercles  in  any  other  part  of  the  bodj 

no  old  tubercular  focus. 


4.  Cases  with   well-marked   symptoms  of   meningitis,   which 
come  on  more  or  less  suddenly,  and  are  developed  in  persons 
whose  health  was  apparently  good  up  to  the  time  of  the  attack. 
Of  these  cases  there  are  a  number  in  which  a  localized  tuber- 
culosis has  existed  in  some  part  of  the  body,  but  has  given  so 
little  trouble  that  it  has  nol  b«vn  recognized,  so  that  when  the 
dary  meningitis  is  developed  it  seems  to  be  a  primary  in- 
nn,     In  other  cases,  however,  the  meningitis  is  a  pri- 
/,  localized  tubercular  inflammation. 
In  all  these  cases  the  invasion  of  the  symptoms  may  be  sudden 
or  gradual.     If  it  is  sudden  there  are  chill,  fever,  headache, 
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vomiting,  and  so  much  prostration  lhat  the  patient  is  at  once 
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confined  to  bed.     If  it  is  gradual  the  patients  do  not  feel  sick 
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enough  to  go  to  bed  for  several  days.     They  have  a  little  fe 
headache,  loss  of  appetite,  and  general  malaise. 

When  the  disease  is  fairly  established  the  headache  is  severe 
and  continuous.     The  patients  are  sleepless,  restless,  and  go  on 

nild  or  active  delirium.     The  delirium  alternates  with  stu: 
or  coma.     There  are  conjunctivitis,  photophobia,  ptosis,  strabis- 
mus, involuntary  contractions  of  the  muscles  of  the  face,  arms, 
and  legs.     From  two  to  five  days  before  death  there  may  be  per- 
manent  hemiplegia,   monoplegia,   or   facial   paralysis.     Hyper- 
kinesia of  the  skin  is  present  in  some  cases.    Vomiting  is  often 
persistent  and  troublesome.     A  few  days  before  death  there  may 
be  difficulty  in  swallowing.     In  some  cases  there  is  pain  and 
contraction   in  the  muscles.     The  urine  contains  albumin  and 
casts.     The  temperature  may  run  low  or  high,  and  follows  a 
ilar  course.     Generally  speakin.tr.  the  cases  of  short 
high  temperatures,  and  those  of  Long  duration  low 
The  pulse  is  irretrular,  sometimes  slow  and  some- 
times ra; 

The  symptoms  may  be  intense,  continuous,  and  the  patients 
in  from  seven  to  fourteen  days;  or  they  may  be  less  severe, 
with  intervals  of  improvement,  and  the  patients  may  go  on  for 
from  thirty  to  fifty  days. 

V 1 1, — Male,  31  years  old,  August  29.     His  friends  say 
i    he  has  been  sick  for  tw.»  weeks  with  vomiting,  pain  and 
Hess  in  the  back  of  the  neck,  and  epistaxis. 
Now    he    is    in    the    condition    of    delirium    alternating    with 
1   answer  questions;  has  great  difficulty  in  swal- 
e  urine  is  retained;  pulse  48  and  full,  temperatun 
101°  F.     He  continued  in  the  same  state  of  delirium  ami  stupor, 
the  tern:  u  101°  and  103*   P.,  tin*  pulse  gradual!) 

increasing  in  frequency  until   it   reached   156.     He  diet!  on  the 
h  day  of  the 
Aui  The  pia  mater  over  the  convexity  of  the  brain  is 

lustreless,  over  the  base  it  is  infiltrated  with  serum  and 
fibrin.     Th»  miliary  tubercles  in  the  pia,  in  the  fissure  of 

Sylvius  and  the  longitudinal  fissure. 

In  the  apices  of  tile  Ivitilts  there  are  small  areas  of  black  fibrin- 
ous tissue  and  ban  I,  gray  miliary  tuberel' 
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CjJSti  XVTO. — Female,  17  years  old,  August  31.  Her  mother 
and  two  maternal  aim  Is  died  of  phthj 

Iter  own  health  was  good  until  three  weeks  ago.  Then  she 
began  to  have  chills,  fever,  headache,  prostration,  and  pains  all 
over  the  body, 

Now  she  is  fairly  nourished,  color  good,  tongue  moist  and 
QOated,  urine  1015,  00  albumin.  No  physical  signs  over  the 
chest  or  abdomen. 

The  headache,  noi  very  severe,  continued  until  the  close  of 
the  disease;  she  lay  quietly  in  bed,  gradually  losing  flesh  and 
strength.  On  the  forty-sixth  day  she  had  a  eonvulsion.  On 
the  fiftieth  day  another  convulsion.  On  the  fifty-fifth  day  aha 
■3  fairly  info  the  condition  of  stupor  and  lost  control  of  the 
bladder  and  reotum,  and  an  the  sixtv  second  day  she  died. 
For  Hunt  ol  Case  XVIII.  see  Fi-r.  9. 1 

Autopsy. — There  are  a  few  white  miliary  tubercles  in  the  pia 
mater  of  the  aulei  ami  over  the  convexity  of  the  brain,  At  the 
base  the  pia  II  infiltrated  with  fibrin  and  pus.  There  is  a 
recent  broncho-pneum  t  ii  of  Hie  lower  lobe  of  the  right  lung. 
There  are  no  miliary  tubercles  in  any  other  part  of  the  body, 
and  there  is  no  old  tubercular  focus. 

o.  Cases  with  a  well-marked  history  of  pulmonary  tubercu- 
losis may  ;■!  some  time  develop  a  tubercular  meningitis.  Such 
a  meningitis  regularly  Causes  death,  but  yet  does  not  give  very 
characteristic  cerebral  symptoms. 


CASE  XIX. — Male,    33  old,     Dec-ember    18.     He    slivs 

that  he  was  well  until  three  months  ago.  Then  he  began  Co  have 
cough,  muco-purulent  sputum,  several  small  hamioptyses,  after- 
noon fever,  and  loss  of  flesh  and  strength.  Now  he  looks  like  a 
ease  of  advanced  phthisis,  very  much  emaciated,  with  cough  and 
mueo-purulenl  sputum,  tongue  dry  and  brown,  mild  delirium. 
On  January  2  he  died, 

Autopsy*— The   entire    pia    inater    is    thickened    and   opaque, 
with  miliary  tubercles  at  the  base  of  the  brain.     The  upper 
lobes   of  both   lungs   are   eon  verted   into   fibrous  tissue     h 
combed  with  Large  cavities.     The  lower  lobes  are  studded 
miliary  tubercles  and  consolidated  with  red  hepatization. 

There  are  large  tubercular  ulcers  in  the  small  intestii 
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>radic  Casbb  oi  ra  New  Yobk, 

!joe  the  epidemic  of  oerebro-spinaJ  meningitis  is  Nem  York 

in   1B7S  73,   I  have  seen  every  J  tf  meningitis  winch 

were  apparently  examples  of  the  sporadic  form  of  the  epidemic 

ii  the  bacteriological  diagnosis  was  made  only  in 

a  few  of  the 

Of  these  cases  some  began  with  an  acute  invasion  and  wont 
on   with    well-marked   cerebral   symptoms   for    from   seven    to 
The  diagnosis  in  these  cai  usually  plain. 

Other  eases,  however,  began  with  a  slow  and  Indefinite  is 
the  cerebral  symptoms  were  not  at  any  time  ehfl  itic;  the 

would  last  for  from  four  to  fourteen  weeks;  the  diag- 
nosis was  often  very  difficult, 

1,  7  . — In  most  of  these  be  exudate  in 

the  pia  mater  of  the  brain  is  scanty — often  not  visible  without 
the  microscope.     In  vth  of  p 

ml  cells  (cellular  meningitis),  io  others  there  is  in  addition 
a  scanty  infiltration  with  leucocytes  and  fibrin,  The  pie  mater 
•>f  i  is  little  or  no1   al   all  changed,  aa  a  role,  bnl  ooca 

siou  a  B  considerable  Infiltration  of  pus  and  fibrin. 

'i  *>\   the  symptoms  is  with  vomiting,  headache, 

ly  pains,  and  marked  prostration.    The  patients  go  on  with 

headac1-  obia,  hyperesthesia  of  the  skin.  ions 

of  th<-  muscles,  alternating  delirium  and  Btupor,  and  progressive 

En  some  there  is  tenderness  jidity  of  the  back 

of  the  neck.     The  white   blood   cells  are   regularly   increased    in 

ruber.     The  symptoms  may  continue  steadily  Up  to  the  time 

of  the  patient's  death,  or  there  n  ntervals  of  improvement. 

re  and  puis*-  alar,  aa  will  be  seen 

in  t:  >  of  the  cases.     The  i  is  very  fatal. 


\X— A    woman,    16    years   ,,ld,    April.    lss:i.      Seven 
death    she    was   suddenly   attacked    with    chills, 
omiting,  headache,  d  marked  prostration 

The  woman   I  lily  worse,  the 

from  100  to  104,  th<  Prom  L0]   -102    F.  the 

tinning  with  alternating  delirium  and  stupor  until 
ued. 

ter  death  the  pia  mater  of  the  brain 
sb  and  showed  no  exudate  to  the  naked 
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Minute  examination  showed  an  infiltration  of  the  pia  over  the 
whole  brain  with  leucocytes  and  polygonal  cells, 
There  vwrv  nn  lesions  of  the  fiirs  or  of  the  temporal  bones. 

In  the  lungs  there  was  marked  general  congestion  and  bron- 
chitis: the  rest  of  the  body  was  normal. 

Case  XXL— Male,  11  years  old,  June,  1900.  The  boy  had 
always  been  well,  had  received  nu  injury,  nor  had  any  ear 
symptoms, 

Three  days  before  admission  to  the  hospital  he  complained  of 
malaise  and  fever  and  vomited.  On  the  second  day  he  passed 
into  the  condition  of  alternating  delirium  and  stupor,  with 
rigidity  of  the  neck. 

On  admission  the  nutrition  was  good,  the  pulse  of  fair  force, 
the  heart  and  hums  irave  nn  physical  signs,  the  neck  was  rigid 
and  drawn  backward,  the  knees  were  drawn  up  and  resisted 
extension,  there  was  90006  muscular  twitching,  no  eye  symptoms, 
alternatm-  ssneaa   and   unconsciousness.     The  urine   con- 

tained a  tittle  albumin.  Prom  the  seventh  to  the  eleventh  day 
Of  his  disease  there  was  considerable  improvement.  His  mind 
became  clear,  the  restlessness  and  stupor  disappeared,  and  he 
had  some  appetite. 

From  the  twelfth  t«»  the  eighteenth  day  he  complained  a  good 
deal  of  headache,  but  was  rational  and  asked  for  food. 

On  the  nineteenth  day  the  white  blond  cells  were  14.400, 

On  the  twentieth  day  there  was  vomiting  and  headache,  and 
after  this  there  was  steadily  progressing  emaciation,  lie  lay 
quietly  in  bed.  sometimes  n-stless,  but  gradually  became  more 
stupid  until  he  died  nn  the  fiftieth  day  Of  his  illness. 

(For  chart  of  Case  XXI,  see  Fig,  lb.) 

Auiopsy. — The  cortex  of  the.  brain  is  intensely  congested. 
Then*  is  a  purulent  exudate  in  the  pia  mater  along  the  course 
of  the  vessels,  with  small  pockets  of  pus  n  the  pia  nver  the 
convexity.  The  lateral  ventricles  are  distended  with  serum. 
The  other  viscera  are  normal,  except,  for  some  congestion  of  the 
lungs  and  liver. 

SE  XXII.— Female,  16  years  old,  May  16,  1900.  The  girl 
arrived  in  this  country  from  Sweden  twelve  days  ago,  Until  the 
present   time   her  health  has  always  been  good. 

Thirty-six  hours  hefmv  admission  she  was  suddenly  attacked 
with  vomiting,  chills,  sweating,  and  very  severe  headache.     The 
next  day  the  vomiting  continued  and  she  was  alternately  un- 
ions ami  actively  delirious. 
Now  her  nutrition  is  good,  conjunctiva?  inflamed,  face  flushed, 
BO   physical   signs  over  the   chest  and   abdomen,   rigidity  and 
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TemperaW 

MENINGITIS. 

Less  of  the  miMClea  &£  the  back  ol  the  neck,  the  pupils 
normal,  occasional  strabismus,  unconscious,  groaning  as  if  from 
severe  pain.     Urine  1009,  no  albumin,  a  few  granular  easts. 

On  tie  fourth  day  of  her  illness  strabismus  and  nystagmus 
were  marked,  the  back  of  the  neck  rigid  and  painful;  she  con- 
tinued unconscious  and  groaning.  On  the  sixth  day  the  uncon- 
sciousness and  groaning  continued,  there  was  marked  opisthot- 
-.  a  little  twitching  of  the  musolM  ol  the  face,  a  fine  papular 
eruption  over  the  tipper  part  of  the  body. 

eighth  day   the   delirium   and   groaning  ceased,   the 
not  as  profound,  she  lay  in  the  position  of  opisthot- 
onos.   On  the  eleventh  day  she  vrai  evidently  better;  \revy  little 
stupor,  could  understand  questions,  but  the  opisthotonos  con- 
tinued. 

On  the  thirteenth  day  cultures  from  the  fluid  of  a  lumbar 
letu  a  pure  culture  ol  the  dlplococens  intracellularis. 

iiis  there  were  no  more  cerebral  symptoms  and  she  im- 
proved in  every  way,  except  that  she  continued  to  have  an  after- 
noon fever. 

On  the  forty-eighth  day  she  began  bo  have  scraped  beef  to 

eat,  and  on  the  forty-ninth    day   she    wftfl  taken  out  of  bed  for 

the  first  tine*     Alter  this  convalescence  was  rapid  and  she  was 

Bred  from  the  hospital  in  good  condition  on  the  sixty3 

Apparently  the  meningitis  ran  its  course  by  the  twenty-fifth 
that  she  had  a  septic  temperature  until  the 
when  she  was  takes  out  of  bed. 
<>r  chart  of  Case  XXII,  see  Fig.  11. 


Cases. — The  symptoms  come  on  gradually; 
some  of  the  patients  are  not  in  bed  until  after  several  days,  none 
of  them  look  very  sick  for  the  first  one  or  two  weeks. 

In  some  of  the  patients  the  first  symptom  has  been  a  headache 
fiat  of  malaria  or  of  syphilis. 

In  others,  besides  the  headache,  there  have  also  been  loss  of 
appetite,  vomiting,  photophobia,  drowsiness,  sleeplessness,  ten- 
derness over  the  back  of  the  neck,  or  an  eruption  like  that  of 
typhoid. 

In  still  others  there  has  been  no  headache,  only  prostration, 
sleeplessness,  and  a  little  fever. 

For  one  or  two  weeks,  or  even  longer,  the  patients  do  not  look 
srry  sick  They  make  yon  think  of  malaria,  or  syphilis,  or  a 
mild  typhoid.     But  they  do  not  get  any  better,  they  lose  flesh 


MENINGITIS. 

and  strength,  develop  alternating  stupor  and  delirium,  and 
finally  difi  after  from  four  to  eight  weeks. 

The  temperature  is  seldom  over  102°  F«,  often  down  to  99° 
or  even  97°  F. 

The  pulse  is  between  To  and  12&  After  death,  in  most  of 
the  patients,  the  lesions  found  have  been  those  of  cellular  menin- 
gitis, but  in  one  case  there  was  a  large  exudation  of  fibrin  and 
pus  at  the  base  of  the  brain.  These  cases  have  interested  me 
very  much  on  aeeount  of  their  long  duration  and  the  indefinite- 
ness  of  their  symptoms. 


Case  XXIII.— Male,  42  years  old,  March  14,  1881.  The 
had  a  ehancre  and  buboes  fifteen  years  ago,  but  has  had  no  sec- 
ondary symptoms.  He  has  been  intemperate.  For  several 
years  he  has  had  occasional  cardiac  palpitation,  dyspnoea,  and 
■  edema  of  the  feet.  One  week  ago  he  began  to  have  fever,  head- 
ftfihe,  loss  of  appetite,  pains  in  the  bones,  and  prostration. 

Now  he  looks  fairly  nourished,  somewhat  prostrated,  tongue 
i'!<;ni,  pupils  normal,  conjunctivas  congested,  his  mind  is  dull 
and  stupid. 

The  temperature  ranged  from  101M030  F.,  the  pulse  from 
92*128!  the  breathing  from  30  to  36,  He  continued  to  beoome 
weaker  and  more  s1  lipid,  but  without  any  characteristic  symp- 
toms of  any  particular  disease,  until  the  thirteenth  day  of  the 
illne>s.  when  lie  died. 

Autopty, — There  is  an  old  thickening  of  the  pia  mater  along 
the  Bourse  of  dM  blood  vessels.  The  whole  pia  looks  sodden,  but 
is  not  congested,  nor  is  any  fibrin  or  pus  visible.  It  is.  how- 
ever, everywhere  infiltrated  with  large  numbers  of  polygonal 
cells  and   lciicneyte§. 

There  is  an  old  thickening  of  the  mitral  valves  of  the  heart. 
The  lungs  are  emphysematous.  The  stomach  shows  the  changes 
of  chronic  gastritis.  The  kidneys  weigh  together  nine  ounces. 
The  epithelium  of  the  convoluted  tubes  is  swollen. 

It  was  evident  that  this  man  was  suffering  from  an  infectious 
disease,  but  a  positive  diagnosis  was  not  possible  without  the 
autopsy. 

Cask  XXIV.— Female,  11  years  old,  January  11,  1888. 
mother,  an  uncle,  and  an  aunt  died  of  phthisis. 

Five  days  ago  she  began  to  have  severe  pain  in  the  left  frontal 
region,  lost  her  appetite,  and  1he  next  day  began  to  vomit  every- 
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thing  she  ate.     She  was  dull  and  drowsy  in  the  daytime  and 
restless  and  as  at  night. 

-  fairly  nourished,  her  face  flushed,  conjunct iva? 
congested,  tongue  moist  and  nearly  clean.     Urine  1014,  no  al- 
bumin or  casts.     There  are  no  physical  signs  over  the  heart  or 
lungs. 
The  patient  continued  to  have  headache,  vomiting,  and  con- 
Detune*   better,  sometimes  worse.     She   gradually 
Ji  ;m<l  strength,  and  died  on  the  forty -second  day  of  her 
illn- 

hart  of  Case  XXIV,  see  Fig.  12. 

/. — The  pia  was  congested  and  lustreless.     No  serum, 
fibrin,  or  pu  ident  to  I  1  eye,  but  the  minute  exami- 

nation showed  a  well-marked   infiltration  with  polygonal  cells 
and  tea. 

In  the  lungs  the  large  and  small  bronchi  contained  pus.     The 

'  he  viscera  were  normal 
This  case  while  it  was  going  on  gave  me  the  impression  of  an 
obscure  tubercular  meningitis. 

Cask  XXV.— Female.  28  years  old,  March  2,  1869.  Three 
weeks  ago  she  began  to  complain  of  severe  headache.  For  a 
week  she  continued  to  keep  about;  since  then  she  has  complained 
of  severe  pain  in  the  head  and  epigastrium  and  of  constipation. 
v  fairly  nourished,  face  dusky,  tongue  dry,  in  a  condition 
of  stupor  with  muscular  twitehings.  Urine  1016,  a  trace  of  albu- 
min. She  looks  like  a  person  with  urcemie  or  alcoholic  poison- 
ing.    There  are  subcrepitant  rales  over  both  lungs. 

The  patient  remained  in  the  same  condition  of  alternating 
;>or  and  delirium,  with  muscular  twitehings,  lying  on  her 
back,  steadily  emaciating,  until  she  died  on  March  12,  the  thirty- 
first  day  of  her  disease, 

(For  chart  of  Case  XXV,  see  Fig.  13.) 

Autopsy. — There  is  still  a  thick  layer  of  subcutaneous  fat. 

The  pia  mater  over  the  convexity  is  thick  and  finely  roughened 

and  infiltrated  with  polygonal  cells  and  leucocytes.     The  pia 

r  the  base   is  also   infiltrated  with   fibrin.     The   lungs  are 

cpdematous.     The  other  viscera  are  normal 


Case  XXVI.— Male,  13  years  old,  November  4,  1884.  Three 
weeks  ago  he  had  a  severe  chill,  followed  by  fever  and  sweating, 
with  frequent  vomiting  and  diarrhn?a.  The  chills  and  fever 
were  repeated  every  day  for  two  weeks,  then  they  stopped  and 
(elt  well  until  November  5,  when  he  was  seized  with  severe 
abdominal  pain  and  vomiting. 


MENINGITIS. 

Twenty-second  day:  He  is  still  vomiting;  the  bowels  have  not 
moved  for  three  days;  tie  complains  <>l"  severe  pain  in  the  abdo- 
men, but  docs  n«>t  look  bad 

Twenty-third  day :  He  had  repeated  convulsions,  violent  de- 
lirium, crying  out  loudly,  with  intervals  of  profound  stupor, 
There  was  tenderness  and  contraction  of  the  muscles  of  the 
back  of  the  neck. 

Twenty-fifth  day:  The  active  cerebral  symptoms  continue, 
there  is  no  more  vomiting,  the  urine  and  faeces  are  passed  invol- 
untarily. 

Figure  L& 
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Temperature  black;   palae  red. 


Twenty-eighth  day:  Rather  better,  no  more  active  delirium, 
but-  profound  sinpor. 

Thirty-third  day  i  The  same  condition  of  profound  stupor, 
with  interval!  of  restlessness  and  crying  out,  but  he  also  has 
short  intervals  of  intelligence. 

Thirty- liftb   day:  His   condition   is  the   same,   but   he  tak 
his  fund  and  medicines  better. 

Fortieth  day  i  He  is  still  stupid  most  of  the  time,  but  can  eat 
solid  food. 
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Forty-third  day :  Tie  is  not  as  well  and  again  has  active 
delirium,  but  still  eats  solid  food. 

Forty-eighth  day:  He  is  better,  with  much  longer  rational 
intervals  and  a  ravenous  appetite. 

Eightieth  day:  The  temperature  has  been  normal  for  some 

he  has  gained  flesh  and  strength;  his  rational  periods  are 

more  frequent  and  Loo  id  to-day,  for  the  first  time,  be  is 

r  this  he  continued  to  improve  until  be  wbb  entirely  well. 
\^>r  chart  of  Case  XXVI.  see  Fig.  14.) 

SB  XX VIL— Female,  11  years  of  age,  August  7,  1882, 
Three  Weeks  ago  she  had  fever,  pain  in  the  head  and  oars,  then 
pain  in  the  left  iliac  region,  and  BOOH  afterward  vomited  four 
round  worms. 

Alt  die  had  pains  in  the  head,  ears,  and  side,  with  an 

irregular  fever  and  sometimes  delirium. 

Thirtieth   day:  Since   her   admission   she   has  continued    to 
complain  of  pain    in    the    ears;    the  pupils  are  dilated:  she   m 
oing  and  crying  out  with  pain;  the  tongue  is  dem- 
and  tt  iting   ami    general    hypenesthesia    with 
tenderness  and  stiffness  of  the  muscles  of  the  baek  of  the  neck; 
all  the  joints  are  flexed  and  somewhat  riirid.     There  is  nothing 
the  matter  with  the  ears,  and  the  pain  she  refers  to  them  seems 
to  be  really  a  headache. 
Forty-fourth    day:  The    headache,    hyperesthesia,    delirium, 
kg  and  moaning,  and  occasionally  vomiting  have  continued. 
ty-ninth  day:  Since  the  forty-fourth  day  there  have  been 
intervals  of  quiet    between   the  periods  of  pain  and  delirium. 
is  have  become  longer  and  longer,  until  by  tie* 
sixth  day  she  is  apparently  nearly  well.     She  was  left 
weak  and  emaciated,  and  it  was  not  until  the  one  hundred 
iitieth  dav  that  she  was  well  enough  to  leave  the  hospital. 
•  XXVII.  see  Fig.  15 


Chronic  Mi:m\<;itis. 

ironic  meningitis  is  a  very  real  and  serious  lesion.     It 
bonded  with  the  simple  opacities  and  thicken- 
•f  the  pia  mater,  which  are  so  common  iu  adult  life. 

Either  the  pia  mater  of  the  base  of  the  brain  alone 
may  be  inflamed  (basilar  meningir  the  pia  mater  over  the 

xity  alone,  or  the  entire  pia  mater,  or  circumscribed  patches 
of  the  membrane.     The  pia  mater  is  thickened  and  opaque,  the 
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thickening  sometimes  being  very  considerable.  There  is  a  for- 
mation of  new  connective  tissue  and  a  production  of  pus,  fibrin, 
and  seruni;  the  relative  quantity  of  these  inflammatory  products 
varies  in  different  cases.  Firm  and  extensive  adhesions  may  be 
formed  between  the  dura  mater  and  the  pia  mater.  Not  infre- 
quently the  oortica]  portion!  of  the  brain  participate  in  the 
morbid  process,  and  we  find  an  infiltration  of  small  spheroidal 
cells  around  the  blood  vessels,  thickening  of  the  walls  of  the  ves- 
rative  changes  and  atrophy  of  the  brain  tissue. 
New  connective  1  issue  may  also  form  in  the  brain  substance, 
and  the  latter  may  become  adherent  to  the  pia  mater.  The  ven- 
tricles of  the  brain  may  be  much  dilated  and  distended  with 
serum,  their  ependyma  may  be  thickened  and  roughened. 

( \nfSi  j -.—Chronic  meningitis  may  be  caused  by  blows  on  the 
head  and  by  fractures  and  inflammations  of  the  cranial  bones. 
Sometimes  the  injury  to  the  head  antedates  by  several  years 
the  symptoms  of  the  meningitis.  It  is  often  a.ssociated  with 
pachymeningitis,  with  tumors  of  Die  brain,  and  with  chronic 
arteritis  of  the  cerebral  arteries.  It  is  the  direct  result  of 
syphilis.  It  ocelli's  with  chronic  nephritis,  with  chronic  alco- 
holism, and  in  persons  who  are  badly  nourished  and  of  dissi- 
pated habits.  It  is  regularly  found  in  the  general  paralysis  of 
the  insane. 

Symptoms, — The  course  of  the  disease  is  that  of  an  inflamma- 
tion, chronic  from  the  outset,  and  with  exacerbations  from  time 
to  time.  The  symptoms  are  at  first  obscure  and  intermittent, 
and  vary  much  in  different  individuals  as  to  their  number  and 
distinctiveness.  So  the  diagnosis  is  always  difficult  and  some- 
times quite  impossible. 

The  patients  complain  of  more  or  less  headache — continuous 
or  intermittent  The  mental  faculties  and  the  temper  gradually 
deteriorate,  and  such  a  change  may  go  on  to  complete  insanity. 
From  time  to  time  there  are  attacks  of  unconsciousness,  of  stupor, 
of  delirium,  of  muscular  contractions  or  rigidity,  of  aphasia, 
general  convulsions,  or  of  vomiting.  After  a  time  the  nutri- 
tion is  impaired,  and  there  is  a  gradual  loss  of  flesh  and  strength. 
At  the  time  when  the  symptoms  are  most  marked  there  may  be 
a  moderate  rise  of  temperature. 


MENINGITIS. 

meningitis  usually  lasts  lor  a  number  of  years,  but 
:iy  happen   that  y  B^HtptOIBS  ftie  slight  and  that  at 

some  time  severe  symptoms  Bre  suddenly  developed,  as  it  of  an 
acute  cerebral  lesion. 

The  patients  die   from  some  intercurrent  dif  *   become 

insane,  or  die  with  marked  cerebral  symptoms  or  in  a  condition 
of  emaciation  and  exhaustion, 

7>«  -The  first   point   to  dft^rmine  is  whether  the  pa- 

tient b;  ;  philis.     If  this  is  the  ens.-,  the  use  of  mercury 

and  the  iodide  of  potash  may  be  of  mueli  service.     In  the  es 

to  otln  r  there  seems  to  be  tie  direct  treatment  for  the 

meningitis.  The  improvement  of  the  general  health  and  the 
alleviation  of  symptoms  must  be  attempted,  but,  as  a  rule,  the 
patients  get  worse. 

.  XXVIII.— Female,  45  years  old,  January  24, 1869.     This 
woman  was  in  the  hospital  under  observation  for  nearly  a  month. 
JEering  from  chronic   rheumatism;  she  was  rather 
dull  an  ,  but  could  answer  questions  intelligently.     It 

we>  had    chronic   endocarditis    and   chronic 

it  there  were  no  marked  cerebral  symptoms. 
i. — The  pis  mater  over  the  entire  surface  of  the  brain 
is  ti  greenish  colored,  and  succulent.     In  some  places 

thick  pus  exudes  from  the  cut  membrane.     The  lateral  ventri- 
cles contain  serum  and  yellow  fi- 
re vegetations  on  the  pulmonary  and  tricuspid  valves 
of  the  h» 

upper  lobe  of  the  right  lung  is  changed  into  fibrous  tissue 
old  ea\v 

X  —Male,  40  years  old,  November  26,  1870.     The 
man  has  not  been  well  for  two  years.     He  first  noticed  feelings 
numbness,  beginning  in  the  right  thumb  and  extending  over 
the  right  side  of  the  body.     Two  months  later  he  had  an  attack 
which  caused  him  to  fall  to  the  ground,  but  without  loss  of  con- 
sciousness.    He  had  after  this  a  number  of  attacks  of  numbness 
he  right  side  of  the  body,  falling  to  the  ground  and  some- 
times losing  consciousness.     The  last  attack  was  six  days  before 
his  admission  to  the  hospital.     During  these  two  years  he  has 
been  able  to  work  because  his  mental  faculties  were  feeble 
and  he  was  unnaturally  drowsy. 

He  was  in  the  hospital  for  ten  weeks.    During  that  time  his 
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condition  was  pretty  good,  part  of  the  time  childish  and  drowsy, 
part  of  the  time  fairly  rational ;  not  confined  to  bed.  Two  days 
before  death  he  had  two  convulsion^,  the  following  day  one  con- 
vulsion, and  the  next  day  he  died. 

Autopsy. — The  pia  mater  over  the  entire  brain  was  much 
thickened,  opaque,  and  infiltrated  with  serum.  There  were 
large  vegetations  on  the  aorta  two  inches  above  the  valves.  The 
lungs  were  emphysematous.  The  kidneys  showed  the  lesions 
of  chronic  nephritis  without  exudation. 

Case  XXX.— Male.  39  years  old,  January  8,  1879.  Five 
years  ago  he  had  sons  go  his  penis,  followed  by  an  eruption 
and  pains  m  Hie  limns.  The  pains  in  the  bones  have  troubled 
him  from  time  to  time  si  nee.  Three  yean  ago  the  left  eye  be- 
came blind  end  Bevel)  months  ago  he  began  to  lose  the  sight  of  the 
right  eye.  By  February  14  both  optic  nerves  had  become  atro- 
phied. 

On  August  22  he  was  suddenly  seized  with  a  convulsion,  fol- 
lowed by  coma,  the  pulse  and  respiration  were  irregular  and 
1'eeble,  the  temperature  remained  normal  [hiring  the  rest  of 
the  day  he  bad  sixteen  more  convulsions,  the  temperature  rose 
to  104°  F.,  he  became  oomatoae  and  died  the  next  morning, 

AvtOpty. — The  body  was  fat  and  well  nourished.  The  pia 
mater  was  mneh  thickened  by  ■  growth  of  new  connective  tissue. 
There  were  no  changes  in  the  brain  tissue  or  cerebral  arteries. 
The  intracranial  portions  o&  both  optic  nerves  were  atrophied. 
The  other  viscera  were  normal. 


t  'asi:  XXX  [.—Male,  27  years  old,  December  20,  1889.  Intern- 
Derate,  had  a  chancre  eiuht  years  ap),  has  had  occasional  morn- 
ing vomiting.  Three  years  ago  he  fell  and  hurt  the  back  of 
his  head. 

One  month  age  he  began  to  have  severe  pain  in  the  head  and 
haek  el"  the  neck,  worse  at  night.  There  was  no  vomiting,  no 
chills;  he  was  constipated  and  sleepless.  \<>w  he  is  fairly  nour- 
ished, of  good  color,  his  tongoe  moist  and  coated,  his  appetite 
good;  complains  bitterly  of  the  headache  and  inability  to  sleep. 
Urine  loin,  a  trace  of  albumin. 

Fortieth  day:  The  headache  has  continued  in  spite  of  a  variety 
UgB.  The  man  is  getting  worse  and  actively  delirious.  The 
delirium  continued  until  he  died  on  the  fiftieth  da  v. 

(For  chart  of  Case  XXXT,  see  Fig,  16.) 

Autopsy. — The  surface  of  the  brain  is  flattened.  The  pia 
mater  over  the  convexity  is  congested  and  lustreless.  The  pia 
over  the  bate  of  the  brain  and  over  the  posterior  surface  of  the 
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cord  is  infiltrated  with  a  thick  layer  of  fibrin  and  pus.     The 
lateral  ventricles  are  dilated  and  distended  with  serum.     The 
of  the  skull  are  aonnal,     The  viscera  are  normal,  except 
for  some  venous  congestion, 


Case  XXXII.— Complicated  with  inflammation  of  the  cerebral 
arteries  and  dilatation  of  the  lateral  ventricles. 

Male.  69  years  old,  October  27.  1882.  The  patient  was  a  silk 
manufacturer,  who  had  worked  very  hard,  but  had  been  well 
until  a  few  weeks  before  October  27.  Then  be  began  to  have 
symptoms  of  cystitis,  with  considerable  pain  about  the  bladder. 
These  symptoms  continued  and  he  became  reetlem  nod  sleepless. 
When  I  first  saw  him  be  was  complaining  a  good  deal  of  the 
cystitis,  but  the  striking  thing  about  him  was  the  ileeplessnese 
and  l  irritability.     He  was  fairly  nourished,  intelligent, 

gave  no  physical  eigne,  had  some  gasi  ■••psia  and  flatulence, 

was  not.  cgnflned  to  bed  so-  bo  (he  house,  but  had  a  feeble, 
shuffling,  uncertain  gait;  unable  to  sleep  at  night;  during  the 
day  constantly  talking  about  himself,  anxious,  unable  to  sit 
still.  I  thought  that  he  had  chronic  inflammation  of  the  cerebral 
arteries  and  would  get  worse, 

November  30  he  Left  New  York  arid  went  home  in  the  same 
condition,  and  there  was  very  little  change  until  February,  3  - 
Then  the  restlessness  and  sleeplessness  were  succeeded  by  mental 

imbecility  and  sluggishness.  I  lis  urine  was  frequently  exam- 
ined; it  was  of  normal  specific  gravity  and  contained  no  albu- 
min. He  continued  in  this  condition  until  February  1,  1886. 
Then  he  was  suddenly  seized  with  convulsions,  which  were  re- 
peated until  he  died  cm  the  following  day, 

Av>top$y. — The  body  was  well  nourished  and  there  was  a  thick 
layer  of  subcutaneous  fat. 

All  the  Isprge  arteries  at  the  base  of  the  brain  showed  the 
irregular  thickenings  and  dilatations  of  chronic  arteritis. 

The  pia  matter  throughout  was  opaque  and  thickened;  its  inner 
layers  were  infiltrated  with  numerous  small,  round  cells.  The 
lateral  ventricles  were  much  dilated  and  distended  with  clear 
serum.  The  ependyma  of  the  ventricles  showed  no  changes; 
the  septum  was  thinned.  There  were  no  changes  in  the  brain 
tissue. 

The  bronchi  were  congested  and  there  were  irregular  areas 
red  hepatization.  The  aortic  and  mitral  valves  were  thick- 
ened;  the  wall  of  the  left  ventricle  was  thickened;  the  aorta 
showed  the.  changes  of  chronic  arteritis:  the  kidneys  were  far 
advanced  in  chronic  nephritis,  with  thickened  arteries  (arterio- 
sclerotic kidney 
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Inflammations  of  the  pia  mater  are  often  accompanied  by 
lesions  of  the  ventricles  of  the  brain.  Less  frequently  we  find 
lesions  of  the  ventricles  occurring  by  themselves  with  little  or 
no  change  in  the  pia  mater.    We  distinguish : 

Acute  ependymitis. 

Acute  dilatation  of  the  ventricles  in  adults. 

The  chronic  hydrocephalus  of  children. 

1.  Acute  Ependymitis. 

Of  this  we  find  two  varieties — an  acute  and  a  subacute  form. 

In  the  acute  form  we  find  the  ependyma  congested,  infiltrated 
with  pus  cells,  and  coated  with  a  layer  of  fibrin  and  pus.  The 
ventricles  contain  purulent  serum. 

The  patients  exhibit  a  decided  febrile  movement,  general  con- 
vulsions, alternating  stupor  and  delirium,  local  paralyses,  and 
finally  coma.  The  disease  runs  its  course  within  a  few  days. 
The  symptoms  resemble  those  of  an  acute  tubercular  menin- 
gitis. So  few  of  these  cases  have  been  observed  that  we  are 
ignorant  of  the  prognosis.  The  treatment  would  seem  to  be  the 
same  as  that  for  acute  meningitis. 

In  the  subacute  form  the  ventricles  are  dilated  and  full  of 
serum;  the  ependyma  is  thickened;  the  endothelial  cells  on  its 
surface  are  multiplied,  and  there  is  a  growth  of  cells  around 
the  blood  vessels. 

The  patients  have  headache,  vomiting;  at  first  photophobia, 
later  dilated  pupils;  hyperesthesia  of  the  skin,  an  irregular  rise 
of  temperature,  finally  coma. 


THE  VENTRICLES  OF  THE  BRAIN. 

The  disease  lasts  for  weeks  or  months;  the  symptoms  resemble 
those  of  a  subacute  tubercular  meningitis. 

These  cases  again  are  so  seldom  recognized  that  we  do  not 
know  how  many  of  them  may  recover. 

j.  dilatation  of  the  ventricles  of  the  brain.     serous 
Apoplexy.     Meningitis  Serosa.     Hydrocephalus. 


This  condition  of  the  ventricles — a  condition  which  gives 
marked  symptoms  and  causes  death — is  obscure  to  the  last  degree. 
It  occurs,  as  I  have  Men  it,  both  in  strong  and  vigorous  adults 
and  in  persons  who  have  suffered  from  chronic  diseases.  In 
some  persons  there  is  a  previous  history  of  injuries  to  the  head, 
or  of  mental  or  bodily  overwork.  It  occurs  both  in  laborers 
and  in  professional  and  business  men.  In  New  York  the  cases 
are  not  infrequent. 

Many  cases  are  scattered  through  medical  literature.  Aber- 
erombie,  m  bis  work  on  the  brain  in  1843,  gives  a  very  good 
description  of  the  condition,  with  excellent  illustrative  eases. 
He  rails  it  serous  apoplexy. 

Quincke,  in  a  monograph  published  in  1893,  describes  the  con- 
dition under  the  name  of  meningitis  serosa.  He  distinguishes 
eases  with  an  acute  invasion  followed  by  an  acute  or  a  chronic 
course,  and  chronic  cases  running  a  chronic  course  with  or  with- 
out exacerbations. 

Of  the  acute  cases  he  gives  six  examples,  all  terminating  in 
recover?  ;  three  of  these  were  in  young  women  and  two  in  young 
children.  None  of  them  seem  to  me  to  be  certain  examples  of 
tins  disease. 

Of  the  acute  cases  with  chronic  course  he  gives  one  case  with 
autopsy,  which  is  apparently  tubercular. 

0!  the  chronic  eases  there  are  only  two  which  are  probably 
examples  of  this  condition;  the  oth  rn  to  be  cases  of  tuber 

cular  ependymitis  or  of  ordinary  chronic  hydrocephalus. 

ItesionS. — Host  of  tl  >een  have  been  fatal  ones 

with  autopsies,  Without  an  autopsy  I  do  not  feel  certain  of 
the  diagnosis.    Cases  in   which    chronic   meningitis   or  miliary 
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tubercles  in  tin*  ependyma  exist  belong  to  a  different  category, 
as  do  the  cases  of  moderate  i  i  uxion  with  chronic  diseases. 

In  the  characteristic  cases  the  surface  oi*  lie'  brain  is  flattened  j 
there  ari-  no  marked  changes  in  the  pia;  all  the  ventricles  are 
dilated  and  distended  with  clear  serum;  the  septum  lucidum 
thinned:  the  ependyma  is  white,  somewhat  thickened,  its  surface 
smooth  or  finely  granular,  or  it  is  entirely  normal.     There  are  no 
lences  of  inflammation  in  the  ependyma.     There  is  no  anatom- 
piesent  that  at  all  accounts  for  the  productiou  of 
clear  serum  in  such  quantities  as  to  largely  distend  the  ventricles. 
Less  frequently  the  distension  is  confined  to  the  lateral  ventri- 
oally  to  one  lateral  ventricle. 
The  patients  suffer  from  headache,  noises  in  the 
ears,  loss  of  memory,  dulnesa  of  the  mental  faculties,  slowness 
of  speech,  alee]  s,  disturbed  digestion,  BOmetunet  tempo- 

rary aphasia  or  local  paralyses.  These  symptoms  may  only  last 
for  a  few  hours,  or  they  may  continue  for  a  number  of  weeks. 
Then,  either  rapidly  or  gradually,  they  pass  into  the  condition 
»>f  e  coma.    In  this  condition  they  remain  fo$  a  iVw  days 

and  then  die,  the  temperature  rising  before  death. 

Others,  on  the  contrary,  develop  an  aefm-  delirium,  blindness, 
interna  truism  movements  of  groups  of  muscles, 

a  febrile  mo->  and  finally  become  comatose. 


Case  I,— Male.  40  years  old,  February  13,  1885.  The  patient 
has  always  been  a  healthy,  hard-working  man  and  has  received 

Five  weeks  ago  he  began  to  have  a  severe  frontal  headache, 
loos  of  memory,  deafness,  apathy,  and  was  unwilling  to  move.  He 
has  d  in  this  condition  up  to  the  present  time.    Now  the 

and  respiration  are  normal,  the  pupils  are 
unequally  dilated,  the  hearing  is  dull;  he  swallows  easily;  no 
paralysis,  no  disturbances  of  sensation;  1h^  tendon  reflexes  are 
rated.     The  man  lies  quietly  in  bed  in  an  apathetic  con- 
thought  that  he  was  suffering  from  pressure  on 
the  In  due  to  ii  tumor. 

He   remained    in    tie-   condition   of  stupor  alternating  with 

I    delirium,   and   then   became   comatose.     on   February  16 

the  ature  suddenly  rose  to  103°  P.,  and  consolidation  of 

the  lower  lobes  of  both  lungs  was  made  out.     He  died  on  Feb- 
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Autopsy. — The  dura  mater  and  pia  mater  and  the  cranial 
bom  uormal.     The  cerebral  arteries  and  veins  are  normal. 

Both  Lateral  ventrieles  are  widely  dilated  and  distended  with 
clear  serum.  There  are  no  changes  in  the  ependyma  of  the  ven- 
tricles. The  heart  and  I  normal.  In  both  lungs 
tin 're  is  general  purulent  bronchitis  and  broncho-pneumonia  of 
the  lower  lobes.  The  kidneys  showed  the  lesions  of  the  early 
stages  of  chronic  nephritis. 

(ask  II.— Male,  36  years  „ld,  April  5,  1880.  The  man  has 
always  been  stromr  ami  healthy.  Eleven  years  ago  he  fell  about 
thirty  feet  and  struck  mi  his  head  and  left  side,  lie  was  car- 
ried home  insensible;  the  next  morning  lie  was  conscious,  but 
had  no  power  in  his  legs.  lie  gradually  got  better,  and  after 
two  weeks  went  back  to  work,  lie  has  been  accustomed  to 
carry  heavy  weights  of  slate  on  his  head  and  often  has  head- 
aches in  the  evening.  Seven  weeks  ago  he  began  to  have  light- 
ness ami  pain  in  the  head  during  the  daytime. 

Five  weeks  ago  the  pain  became  more  frequent,  compelling  him 
to  leave  his  work  and  go  home.  The  pain  now  came  on  in  at- 
tacks, .with  ili//in<-s.  b '\-ere  pain  in  both  cheeks,  nose,  and  jaws, 
about  four  attacks  a  day.  Later  there  was  pain  in  the  back  of 
The  head  am]  down  the  spine. 

April  4,  in  the  night,  he  had  a  severe  attack  of  pain  in  the 
head  and  noisei  in  the  ears. 

From  April  6  to  9  he  had  six  or  seven  attacks  of  pain  a  day. 
During  these  attacks  he  would  hold  his  breath,  make  <>ok 

idiotic,  and  have  slight  internal  strabismus,  lie  died  suddenly 
in  the  night  of  April  9 

Autopsy. — The  bones  of  the  skull  contain  an  unusual  amount 
nf  dark  blood.  The  surface  of  the  brain  is  flattened.  Minute 
examination  of  the  pia  shows  qo  (giangef  in  it.  All  the  ven 
cles  of  the  brain  are  much  dilated  and  filled  with  clear  serum. 
The  septum  between  the  lateral  ventricles  is  thin  and  trans- 
parent* The  ependyma  of  the  ventricles  is  normal.  The  brain 
is  amende;  the  eerebra]  arteries  are  normal. 

All  the  viseei:i  were  examined  and  .showed  no  changes  except 

tln.se  nl"   Yenmis  eon  Lrest  if  in. 

3.  The  Chronic  Btdbocsphalus  of  Children. 

Lesions. — There  is  an  accumulation  of  serum  in  the  ventricles 
of  the  brain  to  large  b  quantity  that  the  brain  is  thinned,  the 
dura  mater  Stretch*  <l  and  the  cranial  bones  separated  from  each 
other.  The  ependyma  appears  to  be  normal  or  is  somewhat 
thickened. 
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—We   are  ignorant   of  the  causes  of  this  lesion.     It 
luring  intrauterine  life;  it  may  reach  a  consider- 
able development  before  birth,  or  remain  latent  for  months  or 
rs  after  birth. 

m*< — If  the  disease  is  so  mueh  developed  during  intra- 
uterine life  that  the  large  head  prevents  the  birth  of  the  child, 
craniotomy  must  necessarily  be  performed, 
If  the  disease  is  moderately  developed  during  intrant 

life  the  child  can  be  born  alive,  but  it  is  at  once  evident  that  the 
head  is  toi>  Large.    The  child  does  ooi  perform  its  functions  and 
B   short  time. 
In  !•  ;it   tin-  time  of  birth,  the  ehild  shows  n<>  evi- 

dences of  the  disease,  and  it  is  not  till  after  months  M!  yean  that 
its  -  loped,    Of  those  later  developed  < 

may  distinguish  a  mild  and  a  m  of  the  disease. 

In  the  mild  cases  the  head  is  usually  large,  the  fontanelles  and 
open,  the  face  small.     Tin-  intelligence   remains  good. 
Prom  time  to  time,  for  peri  the  child  soften 

from  disturbances  of  digestion  and  nutrition,  ■   febrile  move- 
ment, fits  of  crying   rest  I  md  drnwsin- 
In  these  mild  eases  the  disease  is  not  of  itself  fatal,  but  the 
•dren  are  apt  to  be  carried  of¥  by  some  of  the  diseases  of 

>d. 
In  the  severe  cases  there  is  marked  impairment  of  nutrition; 
re  dull  and  stupid,  irritable  and  drowsy.     There 
is,  nystagmus,  dilated  pupils,  protruded  e; 
Is,  blindness,  deafness,  general  convulsions,  and  paraplegia, 
There  may  be  a  febrile  movement     These  symptoms  are  inter- 
rupted by  }<  r  improvement,  but  the  course  of  the  disease 
award,  and  the  children  die  in  an  attack  of  eon- 
vuK                of  inanition,  or  of  some  intercurrent  disease.  Barely' 
to  adult  life,  but  remain  more  or  leas  idiotic. 
The  treatment  is  mainly  directed  to  the  genera]  condition  of 
Careful  feeding,  a  dean  skin,  good  air,  the  ad- 
on    and    of    cod-liver    oil,    are    essentials. 
During  the  exacerbations  of  the  symptoms  the  iodide  of  potash 
f  service.     A  variety  of  surgical  procedures  have  been 
1 ,  but  none  of  th  atisfaet* 


INFLAMMATION  OF  THE  CEREBRAL  ARTERIES, 


The  arteries  throughout  the  body  are  frequently  the  seat  of 
de  inflammation.  This  condition  is  considered  by  many  to 
be  a  degeneration  and  is  described  under  the  name  of  atheroma, 
fibrosis,  or  sclerosis.  To  me,  however,  it  seems  a  true  chronic 
productive  inflammation,  caused  by  different  irritant  poisons. 
It  occurs  most  frequently  in  I  he  aortic  system  of  vessels,  and 
may  involve  the  aorta  alone,  or  the  aorta  with  many  of  its 
branches,  or  the  arteries  of  some  particular  part  of  the  body. 

Of  tin-  cerebral  arteries  the  larger  vessels  at  the  base  of  the 
brain  are  the  ones  most  frequently  involved,  but  the  lesion  may 
be  so  extensive  that  hardly  any  part  of  the  cerebral  arterial 
system  escapes  changes. 

The  obangea  an  as  follows: 

i.  There  is  an  increase  in  the  size  and  number  of  the  endothe- 
lial cells.  This  is  the  only  change.  It  does  not  lead  to  oblitera- 
tion of  the  artery.  This  is  best  seen  in  tbe  small  arteries  sur- 
rounded by  miliary  tubercles  or  by  small  gummata. 

2.  There  is  a  growth  of  new  connective  tissue,  apparently 
originating  in  the  endothelium,  which  narrows  the  lumen  of  tbe 
artery  and  may  finally  occlude  it.  The  growth  is  composed  of 
branching  cells,  small  round  Cells,  and  basement  substance; 
later  the  cells  become  smaller  and  less  numerous,  the  basement 
substance  denser.  The  new  tissue  grows  inward,  so  as  to  fill  up 
more  and  more  the  lumen  of  the  artery,  until  finally  tbe  vessel 
way  be  almost  entirely  occluded.  This  is  often  called  obliterat- 
ing endarteritis. 

3,  There  is  thickening  of  the  inner  coat  beneath  the  endothe- 
lium. The  change  begins  by  a  growth  of  cells  and  a  splitting 
up  of  the  basement  substance  in  the  intima  immediately  beneath 
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the  endothelium.  As  this  growth  continues  there  are  f- 
cells  and  more  basement  substance.  In  this  way  the  inner  coat 
liK-kened  and  the  lumen  of  the  artery  narrowed.  These 
changes  may  occur  by  themselves  or  there  may  be,  in  addition, 
kening  of  the  muscular  and  outer  Boats,  tvplacrment  of  the 
muscular  coat  by  dense  connective  tissue,  thinning  of  portions 
of  the  arterial  wall  and  irregular  dilatations,  deposition  of  the 
salts  of  lime  m  the  new  tissue. 

As  a  result  of  these  changes  the  arteries  are  rendered  very 

irregular  channels  for  the  passage  of  the  blood — narrowed  in 

je  places,  dilated  in  others,  or  completely  occluded.     The  blood 

supply  of  the  corresponding  portions  of  the  brain  is  variable  or 

cut  off  altogether. 

The  diseased  arteries  may  rupture,  with  extravasations  of 
blood.  Portions  of  the  brain  may  become  softened  from  the 
occlusion  or  thrombosis  of  the  arteries.  Either  small  or  large 
anei  may  be  formed. 

Chronic  arteritis  follows  the  laws  which  govern  all  the  chronic 
productive  inflammations:  It  belongs  to  people  over  forty  years 
is  caused  by  the  poisons  of  syphilis,  of  gout,  and  of  other 
unknown  toxins;  it  is  frequently  associated  with  one  or  more 
of  the  chronic  productive  inflammations  of  other  parts  of  the 
body — emphysema,  chronic  endoeanlihv.  and  chronic  nephri 
the  patients  are  liable  to  attacks  of  contraction  of  the  arteries; 
the  anatomical  changes  can  exist  for  years  without  clinical 
symptoms. 

There  is  a  good  deal  of  variety  in  the  behavior  of  patients 
with  cerebral  arteritis.    We  distinguish : 

1.  T  >  in  which  we  find  diseased  cerebral  arteries  after 
death  without  any  history  of  cerebral  symptoms  during  the 
life  of  the  pallet. 

2.  T  inite  syphilitic  history,  which  at  some 
time  begin  to  have  severe  and  persistent  headaches,  accompanied 

i  bances  o J  speech  or  paralyses  of  groups  of  muscles. 
These  patients  recover  either  completely  or  partially  with  anti- 

fcreatment,  and  after  recovery  it  is  often  difficult  to 
tell  whether  the  symptoms  have  been  caused  by  gumma ta  or 
arteritis. 
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-  with  a  syphilitic  history,  which  give  marked  cerebral 
symptoms  continuing  up  to  deatht  and  after  death  either  cere- 
bral arteritis  alone  or  arteritis  with  areas  of  softening  of  brain 
tissue  is  found. 

In  these  patients  headache  is  regularly  the  feat  symptom, 
then  come  the  aphasia,  the  paralyses  of  groups  of  muscles,  the 
attacks  of  unconsciousness  and  delirium,  and  finally  death,  all 
within  a  few  weeks, 


i;  L— Mate,  40  years  old,  October  m.  1884.  Eight  months 
ago  the  man  had  a  chancre  on  the  penis  which  lasted  four 
months.  Three  months  later  a  roseola  came  out  and  lasted  for 
nine  weeks.  For  tin-  paat  nine  weeks  there  have  been  mucous 
patchtt  in  the  mouth. 

Seven  weeks  ago  he  began  to  have  sleeplessness  and  headache, 
whieh  have  eontmued  up  to  the  present  time.  Eight  days  ago, 
when  he  woke  in  the  morning,  he  found  he  could  not  use  the 
right  arm  and  li 

Now  the  man  is  fairly  nourished,  the  skin  is  covered  with  a 
syphilitic  eruption,  the  sear  of  a  chancre  can  be  seen  on  the 
penis,  there  are  mucous  patches  on  the  lips  and  mouth.  The 
left  arm  and  leg1  are  partially  paralyzed  without  loss  of  sensa- 
tion. 

October  23?  The  man  fell  out  of  bed  and  became  unable  to 
speak. 

October  26:  He  U  becoming  stupid  and  has  right  hemiplegia. 

October  26 i  lie  is  comatose,  with  a  temperature  of  103°  F, ; 
before  this  the  temperature  was  not  above  98.6°  F. 

On  October  27,  after  eight  weeks  of  head  symptoms,  he  died. 

Attffftsff.- — The  pia  mater  is  dry  and  congested.     The  basilar 

artery  for  its  entire  length  shows  a  marked  thickening  uf  its 

v  nil  and  narrowing  of  its  calibre;  the  right  posterior  cerebral 

ry  is  in  the  same  condition;  there  are  no  changes  in  the 

brain. 

In  the  lungs  the  bronchi  contain  mueo-pus;  the  lower  lobes 
are  congested,  with  irregular  areas  of  red  hepatization.  The 
of  the  viscera  and  the  arteries  show  no  morbid  changes. 


SB  II.— Female,  28  years  old,  December  11,  1879.  In  No- 
vember, 1877,  she  oontraeted  syphilis;  in  January,  ls~S,  she  was 
treated  for  secondary  symptoms.  After  this  she  was  well  until 
two  months  ago,  when  she  began  to  have  headache  ami  pains  in 
the  left  hip,     Six  weeks  ago  she  suddenly  became  aphasic  and 
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the  left  side  of  the  face  became  paralyzed.  Soon  after  this  she 
became  unconscious  for  three  days  and  then  was  mildly  delirious 
for  a  week.     Three  day  ier  rigW  Bide  became  paralyzed. 

j it  has  remained  good.     She  has  been  unable  to  pass 
her  i  ace  the  tirst  attack  of  parah 

the  WOinaa   is  well   nourished,  her  appetite  is  good,  her 
lean,  hex  bowels  are  regular,  the  poke  is  90,  respira- 
tion 28,  temperature  lmi/2    p.     The  urine  is  1020  and  contains 
a  ti  lliumin.     The  right  side  of  the  face  is  paralyzed;  in 

the  nn  there  is  complete  loss  of  motion  with   unpaired 

sen-  in  the  left  arm  sensation  is  impaired;  in  the  right 

leg  motion  is  lust,  sensation  is  impaired;  in  the  left  leyr  sensation 
motion  are  good. 
Deeemh  ^he  can  move  the  right  leg  and  arm  a  little; 

there  ii  ralysis  of  the  right  side  of  the  face,  but  there  is 

son.  ilty  in  swallowing. 

22:  In  the  tenth  week  of  her  cerebral  symptoms 
became  comatose,  thp  temperature  rose  to  105°  F.,  and  she 

>•.- — The  bones  of  the  skull  and   the  dura   mater  are 
mil     The  surface  of  the  pia  mater  is  dry  and  lustreless,  its 
blood   vessels  arc  congested.     The  basilar  and   middle  cerebral 
arteries  the  marked  changes  of  chronic  arteritis.     There 

is  softening  of  the  posterior  half  of  the  ventricular  surface  of 
the  left  corpus  striatum,  of  the  entire  left  lenticular  nucleus, 
and  of  the  internal  capsule  between  the  corpus  striatum  and 
optic  thalamus  on  the  left  side.  None  of  the  other  viscera  show 
morbid  changes  of  any  consequence. 


4    Cases  without  a  syphilitic  history,  usually  of  considerable 
duration,  the  symptoms  coming  on  in  attacks,  the  patients  dying 
ittack  or  from  some  intercurrent  disease. 

These  cases  are  often  seen  and  are  of  much  clinical  impor- 
tance, are  at  first  in  the  form  of  temporary  at- 
tacks, which  last  for  hours  or  days  and  then  disappear.  As  a 
rule  each  attack  is  accompanied  by  contraction  of  the  arteries, 

'e  repeated  at  irregular  intervals  during  months 
or  years,  the  patient  presenting  few  or  no  cerebral  symptoms 
during  the  intervals.  As  time  goes  on  the  attacks  become  mow 
aevere  and  more  frequent.  It  is,  however,  possible  for  the  pa- 
tient to  die  during  the  first  attack. 

The   temporary   attacks  are   not   all   of  the  same   character. 
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There  may  be  only  headache  or  anxiety,  restlessness  and  in- 
somnia, or  vertigo,  or  aphasia,  or  hemianopsia,  or  loss  of  con- 
sciousness, or  general  convulsions,  or  spasmodic  contractions  of 
groups  of  muscles,  or  paralysis  of  one  arm,  of  one  leg,  or  of  the 
whole  of  one  side  of  the  body,  or  loss  of  sensation  in  different 
areas  of  the  skin. 

The  first  attack  may  prove  fatal,  hut  the  patient  often  con- 
tinues to  live  for  months  or  years.  Even  after  recovering  from 
the  first  attack,  however,  there  is  a  perceptible  change  in  the 
patient*!  mental  and  bodily  condition,  sometimes  very  marked. 
The  attacks  are  repeated,  until  finally  the  patient  develops  the 
symptoms  of  chronic  meningitis,  or  becomes  completely  hemi- 
plegie,  or  dies  with  general  convulsions  or  coma. 


SB  III.— Male,  38  years  old,  December  29,  1882.  Eighteen 
months  ago  he  had  is  attack  of  paralysis,  and  donee  then  has  at 
times  been  troubled  in  his  speech.  He  recovered  from  the 
paralysis  and  was  able  to  go  back  to  bis  work. 

December  29.  while  at  work,  he  complained  of  headache  and 
dizziness,  and  then  gradually  lost  the  power  of  motion  and 
h  and  became  completely  comatose  with  stertorous  breath- 
i  full,  hard  pulse:  temperature  lot  P. ;  urine  1020,  a  con- 
siderable quantity  of  albumin.  He  remained  completely  coma* 
1<»n,-,  the  temperature  rising  till  it  reached  109°  F,,  and  died  two 
days  later. 

Autopsy. — The  dura  mater  and  pia  mater  are  normal;  the 
brain  tissue  is  normal ;  the  basilar  artery  is  nearly  occluded  by 
the  patches  of  thickening  of  a  chronic  arteritis. 

In  the  lungs  the  bronchi  are  congested  and  coated  with  mucus; 
the  lower  lobes  are  congested,  with  irregular  areas  of  red  hepati- 
zation. 

The  kidneys  show  the  early  stages  of  the  atrophic  form  of 
chronic  nephritis. 


Case  IV.— Female,  69  years  old,  April  14,  1888.  The  pa- 
tient had  a  similar  attack  about  a  year  ago,  from  which  she 
red.  One  week  ago  she  developed  complete  loss  of  motion 
on  the  (eft  side.  She  was  neglected  and  starved,  so  that  when 
she  was  broughl  into  the  hospital  her  general  condition  was 
very  bad. 

There  was  complete  loss  of  motion  on  the  left  side,  but  good 
sensation.     She  was  feeble  and  emaciated;  could  answer  ques- 


tk>n5 .  tempera:  F. ;  urine  1024,  a  trace  of  albumin.     She 

remained  hemiplegia,  but  di>l  not  become  comatose,  and  died 
ten  days  later. 

Autopsy. — The  dura  mater,  the  pia  mater,  and  the  brain  are 
normal.  The  basilar  artery,  both  middle  cerebral  arteries,  and 
both  posterior  cerebral  arteries  have  their  walls  irregularly 
thickened  and  thinned,  with  narrowing  and  dilatation  of  their 
lumen. 

In  the  lungs  there  is  fibrin  on  the  pleura  of  both  lower  lobes, 
there  is  irregular  consolidation  of  the  upper  and  lower  loht^s  of 
the  right  lung.  In  the  heart  the  aortic  valve  is  thickened  with 
vegetations ;  the  mitral  valve  is  thickened  and  stenosed ;  the  left 
Tentricle  is  hypertrophied.  The  whole  length  of  the  aorta  shows 
the  advanced  changes  of  chronic  arteritis. 

The  kidneys  are  atrophied. 

5,  Cases  of  the  same  character  as  those  just  described,  but 
the  fatal  attack  is  accomp^njedwith  softening  of  portions  of 
the  brain  tissue. 

These  cases  cannot  be  distinguished  clinically  from  the  cases 
of  cerebral  arteritis  without  loTtehing.  In  speaking  of  soften- 
ing of  thTliirainTnsToTte*-i^  that  I  made  the  autopsies 
If  a  few  hours  after  death. 


Case  V—  Male.  50  years  old,  September  24,  1882.  The  man 
is  a  sailor.  Ten  days  ago,  while  sitting  on  deck,  he  became  dizzy 
and  fell  down,  but  did  not  lose  consciousness.  After  this  he  felt 
well  again  and  could  go  about  and  up  the  rigging. 

One  week  ago  his  walk  became  affected.  He  would  go  forward 
or  backward  faster  than  he  wished.  lie  had  several  attacks  of 
vertigo,  could  not  go  upstairs  without  falling,  and  complained  of 
frontal  headache. 

Four  days  ago  the  left  foot  began  to  drag,  and  as  he  walked 
he  would  run  into  people. 

Now  he  is  perfectly  conscious  and  walks  with  a  little  assist- 
ance, although  the  left  leg  drags.     He  speaks  with  some  diffi- 
i  there  are  no  physical  signs  of  disease  of  the  heart  or 
lungs;  there  is  a  little  paralysis  of  the  left  side  of  the  face  and 
partial  paralysis  of  the  left  leg.  without  loss  of  sensation ;  urine 
no  albumin  or  » 

-teenth  day :  The  left  leg  is  weaker,  the  left  arm  is  getting 
weak ;  he  talks  with  more  difficulty,  complains  more  of  headache, 
and  is  unable  to  get  out  of  bed. 
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Eighteenth  day:  The  left  side  is  completely  paralyzed  and 
he  is  nearly  coma  I 

Twenty-second  day:  There  is  complete  coma,  with  twitchings 
of  the  paralyzed  muscles. 

Autopsy  (ten  hours  after  death). — The  pia  mater  was  some- 
what congested.  All  the  arteries  at,  the  base  and  their  branches 
present  numerous  points  where  the  wall  of  the  artery  is  thickened 
and  its  lumen  narrowed.  In  the  right  middle  cerebral  artery 
there  is  almost  complete  occlusion.  In  the  tight  hemisphere  the 
white  matter  external  to  the  corpus  striatum  and  optic  thalamus 
is  soft  and  of  reddish-yellow  color.  The  other  viscera  show  no 
lesions. 

Case  VI,— Male,  80  years  old,  November  12,  1883.  Yester- 
day he  began  to  liavt-  severe  headache,  felt  dull  and  stupid,  and 
in  the  evening  lost  consciousness. 

To-day  the  man  is  semi-comatose,  with  complete  left  facial 
paralysis  and  hemiplegia.  The  paralysis  of  motion  is  complete, 
sensation  is  unimpaired,  the  reflexes  are  increased.  Tempera- 
ture 9S.G°  F.„  pulse  70,  In  the  evening  he  was  brighter  and 
Could    answer   i|uestu»n>. 

Fourth  to  the  thirteenth  day  i  The  man  lies  quietly  in  bed, 
stupid,  but  can  answer  questions,  and  can  move  the  left  leg  a 
little. 

Twenty-fifth  day:  The  man  is  sometimes  quite  intelligent, 
smnet irnes  stupid  ;  he  can  move  the  left  arm  and  leg. 

Thirty-sixth  day:  lie  is  nut  of  bed  and  can  walk  a  little. 

Fortieth  day:  He  is  hack  in  bed  again,  very  stupid,  and  the 
left  hemiplegia  has  returned. 

Fiftieth  day :  He  became  comatose  and  remained  so,  without 
of  temperature,  until  he  died  on  the  fifty-sixth  day. 

Avtopty. — The  large  arteries  at  the  base  of  the  brain  showed 
a  number  of  areas  of  white  thickening  and  narrowing.  A  small 
part  of  the  anterior  portion  of  the  right  caudate  nucleus  and 
part  of  the  internal  capsule  beneath  it  were  softened.  The 
other  viscera  were  normal. 

imn\t. — In  the  cases  with  a  distinct  syphilitic  history 
energetic  antisyphilitic  treatment  is  indicated,  especially  the  use 
of  large  doses  of  iodide  of  potash.  In  the  long-continued,  non- 
syphililie  cases  with  repeated  attacks,  a  great  deal  can  be 
done  with  arterial  dilators,  I  have  seen  patients  kept  fairly 
well  for  years  by  the  use  of  nitroglycerine,  chloral  hydrate,  or 
potassium  iodide  whenever  the  arteries  became  contracted  and 
the  cerebral  symptoms  threatening. 
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Thrombosis  of  the  Cerebral  Arteries  axd  Veixs. 

This  is  one  of  the  rare  cerebral  lesions.  The  principal  symp- 
toms are:  headache,  delirium,  stupor,  and  paralyses  of  groups 
of  muscles.  The  eausation  of  the  condition  is  very  obscure.  I 
have  seen  only  a  few  cases,  in  all  of  which  I  made  the  autopsies 
myself. 

Case  L  Thrombosis  of  the  Right  Internal  Carotid  and  Middle 
Cerebral  Arteries.— Male.  46  years  old.  January  19,  1879.  For 
three  months  the  man  has  been  confined  to  bed  with  rheumatism, 
pains  in  the  knees  and  ankles.  Three  days  ago  while  walking 
aeross  the  floor  he  fell  down,  did  not  lose  consciousness,  but  the 
left  arm  and  leg  became  paralysed ;  no  loss  of  speech.  The  next 
day  the  paralysis  was  a  little  better,  the  mind  was  wandering. 
Xow  the  man  is  fairly  nourished,  actively  delirious,  with 
almost  complete  paralysis  of  the  left  arm  and  leg:  the  temper- 
ature normal- 
He  continued  to  be  delirious :  the  urine  and  faeces  were  passed 
involuntarily.  On  February  1  the  temperature  was  103  s  to 
104^c  F„  the  pulse  120  to  170.  the  breathing  36  to  84. 

On  February  2  the  temperature  rose  to  107.8 c  F.  and  he  died. 
Autopsy. — The  arteries  at  the  base  of  the  brain  are  a  little 
thickened.  There  is  a  thrombus  in  the  right  internal  carotid 
extending  into  the  middle  cerebral  artery.  The  white  substance 
of  the  right  hemisphere  beneath  the  two  ascending  convolutions 
and  the  convolution  just  behind  them  is  markedly  softened. 

In  the  lungs  there  is  a  diffuse  broncho-pneumonia:  the  other 
viscera  show  no  lesions. 

Case  II.  Thrombus  of  the  Basilar  Artery. — Male.  45  years  old, 
February  21.  1887.  Three  hours  before  his  death  he  suddenly 
became  comatose,  with  stertorous  breathing,  contraction  of  the 
right  pupil,  no  appreciable  paralysis:  urine  1020.  trace  of  albu- 
min.    He  came  partly  out  of  the  coma  and  then  died. 

Autopsy. — The  pia  mater  is  congested.  The  basilar  artery  for 
its  entire  length  is  completely  filled  with  a  large,  firm  thrombus. 
The  brain  tissue  is  not  softened. 

The  viscera  show  no  lesions,  except  some  old  fibrous  tissue  at 
the  apex  of  the  right  lung. 

Case  III.  Thrombosis  of  the  Straight  Sinus. — Female.  20 
years  old.  June  2.  1871.  On  April  30.  after  exposure  to  the  sun, 
she  suddenly  fell  over  and  became  unconscious.     Xow  she  is 
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comatose,  pulse  72  and  full,  respiration  28,  temperature  99°  F.; 
a  loud  systolic  murmur  at  the  base  of  the  heart;  the  right  arm 
and  leu:  are  paralyzed;  there  is  incontinence  of  urine.  She  re- 
mained in  the  same  condition  until  June  7,  when  the  tempera- 
ture rose  to  103.7°  F.     On  June  8  she  died 

Autopsy, — The  straight  sinus  is  filled  with  a  lanrc,  firm,  white 
thrombus  extending  through  the  smaller  veins  into  the  venae 
(ialeni  and  into  the  branches  from  the  optic  thalaiui  and  corpora 
striata.  The  upper  portions  it  h«»l  >i  eorj>ora  striata,  of  the  left 
optic  thalamus,  and  of  the  fornix  are  in  a  condition  of  red  soft- 
ening. 

The  otlit-t-  viscera  are  normal. 

Case  IV.  Thrombosi*  of  the  Lateral  and  Straight  Sinuses. — 
Female,  23  years  old,  March  4,  1884.  For  two  months  she  has 
complained  of  severe  headache, 

\m\v  she  has  severe  headache  and  vomiting;  she  looks  anaemic; 
she  lies  with  the  eyeei  dotted,  the  pupils  equal  and  active,  quiet 
and  stupid;  \\w  tongue  <\vy  and  coated;  pulse  70,  temperature 
98°  F.;  urine  normal. 

March  6:  She  is  very  restless;  there  are  twitchings  of  the 
muscles  of  the  arms  and  legs.  In  the  afternoon  and  night  there 
are  frequent  attacks  of  contraction  and  rigidity  of  the  muscles 
of  the  arms:  she  is  unable  to  swallow  pulse  9&128,  temperature 
1O0.8VUJ70  P.j  urine  contains  a  good  deal  of  albumin,  hyaline 
and  granular  casts. 

March  7  she  died. 

Autopsy. —There  are  no  marks  of  injury,  no  lesions  of  the 
scalp,  the  skin,  the  cranial  bones,  or  the  neck.  Tn  both  lateral 
sinuses,  in  the  straight  sinus,  and  in  the  vena*  Galeni  are  red  and 
white  thrombi,  which  distend  the  veins.  The  fornix,  the  caudate 
nucleus,  and  the  lenticular  nucleus,  with  the  wThite  matter  between 
them  of  the  right  corpus  striatum,  and  both  optic  thai  ami,  are 
softened  and  full  of  small  extravasations  of  blood.  These 
changes  are  mast  marked  in  the  optic  thai  ami. 

In  the  lungs  there  is  congestion  and  oedema  of  the  posterior 
portions. 

The  livtr  is  small  and  friable,  the  hepatic  cells  are  swollen  and 
granular.  The  stomach  and  intestines  are  normal.  The  kid- 
neys look  normal,  except  that  they  are  pale. 


SB  V.     Thrombose  of   the  Straight   Sinus  and   the  Night 
d  Sinus. — Male,  48  years  old,  a  publisher,  a  man  of  nervous 
and  excitable  temper,  easily  irritated,  sometimes  hysterical,  habit- 
ually overworked,  but  yet  considered  himself  to  be  well. 
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February  26:  He  complained  of  indigestion  and  of  occasional 
headaches  in  the  morning. 

March  3  and  4 :  He  had  severe  supraorbital  and  facial  neural- 
gia of  the  left  side. 

March  7 :  He  complained  of  severe  right  henricrania,  was  anx- 
ious and  hysterica],  but  had  no  fever.  He  continued  to  be  mis- 
erable, with  pain*!  in  the  head  and  nervousness,  but  without 
fever,  until  March  10,  when  lie  developed  alternating  stupor  and 
delirium,  still  without  lever  The  mas  continued  in  the  same 
condition  of  alternating  stupor  and  deli  Hum,  without  any  par- 
alysis but  looking  more  and  more  septic,  until  March  23,  when 
the  temperature  rose  to  100°  F. 

On  March  31  he  died  eom&fc 

/. — In  the  straight  sinus  and  the  right  lateral  sinus 
are  soft,  pinkish  thrombi  not  filling  the  vessels.  On  the  right 
he  posterior  end  of  the  second  frontal  convolution, 
one  of  the  large  veins  of  the  pia  is  distended  with  a  firm  red 
thrombus.  A  part  of  this  convolution  is  mottled  with  small 
extravasations  of  blood.  Over  this  the  pia  is  infiltrated  with 
pus  and  serum,  At  a  number  of  other  points  over  the  convexity 
the  pia  is  infiltrated  with  pus  and  serum, 


Case  Yl      Thrombosis  of  the  Veins  Leading  into  the 

Lo<  /  Sinus,  with  Pachymeningitis. — Male,  32  years  old, 

Jnly  o.  1875.     The  man  had  led  a  wandering  life  on  sea  and 
land,  is  intemperate,  and  has  had  syphilis. 

On  June  15  he  came  from  Maine  to  New  York  to  buy  goods, 
'  ity  for  a  few  days  he  became  iU  with  head- 
ache and  pains  in  his  bones. 

July  2:  He  was  well  enough  to  go  to  Coney  Island  by  the 

mboat.     After  this  day  he  can  give  no  account  of  himself. 
July  6:  H<a  was  brought  into  the  cells  of  the  hospital. 
July  8 :  He  was  removed  to  the  ward.    He  was  very  dirty,  his 
urn  tongue  coated,  swollen,  and  excoriated,  the 

back  of  the  neck  stiff.     He  looked  as  if  he  had 
cerebro-spinal  meningitis  or  typhoid  fever. 

general  hyperesthesia,  constant  muscular 
nid  muttering  delirium. 
July  2!>  lie  died. 

-  I    see  Fig.  17.) 

topsy. — The  inner  sui  the  dura  mater  is  lined  with 

ilar  membrane  like  that  of  chronic  pachymeningitis,  but 

n  usual.     It  is  infiltrated  with  small  blood  clots  of 

brownish  color.     One  of  the  veins  leading  into  the  longitudinal 
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sinus  contains  a  large,  white,  pnriform  thrombus.  The  pia 
mater  is  congested,  the  brain  tissue  is  normal. 

The  same  membrane  lines  the  dura  mater  of  the  spinal  cord. 

In  the  lungs  all  the  bronchi  contain  pus  and  there  are  areas 
of  broncho-pneumonia  in  the  lower  lobes. 

The  other  viscera  are  normal. 


THE  PHARYNX  AND  TONSILS. 


The  nose,  the  pharynx,  and  the  mouth  arc  lined  with  a  contin- 
uous tract  of  mucous  membrane,  which,  on  account  otf  its  situa- 
tion, is  exposed  to  a  greal  variety  of  irritants,  and  is  very  often 
the  seat  of  acute  and  chronic  inflammations.  The  chronic  in- 
flammations are  best  treated  by  the  specialist ;  the  acute  inflamma- 
tions are  usually  left  in  the  hands  fit*  the  general  practitioner. 

Throughout  this  whole  tract  the  structure  ol  the  mucous  mem- 
brane is  essentially  the  same — an  outer  covering  of  epithelium,  a 
vascular*  stroma,  a  large  supply  of  mucous  glands. 

i  hi  each  side  of  the  pharynx  is  a  lymphatic  gland  of  some  size 
— the  tonsil.  The  shape  of  the  tonsils  is  peculiar;  it  is  that  of  a 
flat  mass  of  lymphatic  glandular  tissue  folded  on  itself  so  as  to 
form  a  wrinkled  ovoid  body,  of  which  the  outer  surface  is  covered 
with  a  layer  of  epithelium.  The  wrinkles  are  the  crypts  of  the 
tonsils. 

We  will  consider: 

Acute  catarrhal  pharyngitis. 

Acute  tonsillitis. 

Acute  croupous  tonsillitis. 

Suppurative  tonsillitis. 

Acute  Catarrhal  Pharyngitis. 


This  is  a  simple,  acute,  exudative  inflammation  which  involves 
'■■in" i inscribed  portions  of  the  pharynx,  or  the  entire  throat  with 
tlie  tonsils,  or  extends  also  into  the  nose. 

Lfsioiis. — The  mucous  membrane  is  congested  and  swollen. 
Tin    function  of  the  mucous  glands  is  at  first  arrested,  so  that 
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the  surface  of  th<-  □  dry;  after  some  hum 

motion  of  tt  ida  is  stimulated.    There  ii  then 

an  increased  quantity  of  mueus.   width  h  thin  and  easily  dis- 
charged bom  the  surface  of  the  mucous  membrane,  or  thick  and 
so  that  it  adheres  to  it. 

individuals  and  the  members  of  some  families 
are  especially  tiabl  ite  pharyi  this  liability  is 

marked  in  young  people.    The  inhalation  of  irritating  gases,  or 
instating  substances  floating  in  the  air.  is  m   frequent  OB 
pharyngitis.      E  to    cold    arid    \wl,    disturbances    of 

mnatism  are  ;ds<>  efficient  ca 
with  the  exanthemata  and  with  typhoid  fa 
<ms. — The  symptoms  are  constitutional  and  local.     The 
titutional  symptom   is  a   rise  oj  temperature  from 

to  105°  F.,  with  the  accompanying  ehills.  prostration,  vom- 

i\  pains   Ht   the  limits.      This   fi-wr  often  pr<J- 

jore  throat  and  disappears  before  the  lathi-  has  sub- 

ytnptoms  are  the  ehar&oterifltie  appearand f  the 

throat,  and  1 1 1 « -  pain,  which  is  increased  by  any  movement  oi  the 

-  <>f  the  pharynx    The  pain  is  most  annoying  when  die 

on  involves  the  pillars  of  the  fauces,  the  upper  sur- 

Cra  palate,  and  the  uvula.    Children  often  do  not 

pain  in  the  throat     The  quantity  of  mucus 

ior  surface  of  the  pharynx  is  sometimes  so 

false  membrane. 

The  caa  o  the  height  of  the  temperature  and  the 

tie    constitutional   symptoms,     In   tin*   worst   cases 

atures   the   patients  look  seriously  ill.    The 

inflm&matii  If-limited  one,  lasting  for  from  four  to  seven 

onally  it  continues  for  a  longer  time. 

tnt> — The  besi    local  application   is  a  solulion  of  ten 

s  of  chloride  of  zinc  in  one  ounce  of  a  four  per  cent  solu- 

aine,  put  on  the  throat  with  a  brush.  The  beet  internal 

medication  is  five  grains  of  salicylate  of  soda  with  one  minim  of 

oit.'.  jriven  at  lirst  every  hour,  later  at  longer  iu- 

tls. 
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the  pharynx  and  tonsils. 
Acute  Tonsillitis. 


8 anonyms. — Follicular  tonsillitis,  ulcerative  tonsillitis,  spotted 
sore  throat. 

Ta  sions. — There  i*  a  simple  exudative  inflammation  of  one  or 
both  tonsils.  These  bodies  are  swollen  so  that  they  can  be  seen 
projecting  into  the  throat,  and  are  congested.  The  crypts  are 
rilled  with  little  white  masses  of  mucus  and  epithelium,  which 
contrast  with  the  congested  tonsils.     There  are  no  real  ulcers. 

The  causes,  symptoms,  and  treatment  of  acute  tonsillitis  are 
the  same  as  those  of  acute  pharyngitis. 


Croupous  Tonsillitis. 


Synonyms.— Diphtheritic  sore  throat,  false  diphtheria. 

Lesions. — The  tonsils  are  congested  and  swollen.  Their  sur- 
faces are  partly  or  completely  covered  with  patches  of  false  mem- 
brane. The  false  membrane  is  composed  of  fibrin,  pus,  and  ne- 
crotic epithelium.  The  stroma  of  the  mucous  membrane  is  infil- 
trated with  fibrin  and  pus.  The  lymphatic  glands  in  the  neck 
may  be  swollen. 

In  bad  cases  there  is  gangrene  of  portions  of  the  tonsils  and 
of  the  tissues  of  the  neck. 

Streptococci  and  staphylococci  are  found  in  the  inflamed  tis- 
sues and  the  false  membrane. 

Causes. — This  form  of  tonsillitis  is  due  to  local  infection  with 
streptococci  and  staphylococci.  It  is  a  complication  of  many  of 
the  infectious  diseases,  but  especially  of  scarlet  fever.  Less 
frequently  it  occurs  by  itself. 

Symptoms.— A  croupous  tonsillitis  gives  the  same  symptoms 
as  does  a  simple  tonsillitis,  but  much  more  severe. 

The  temperature  is  higher,  the  prostration  greater,  the  ap- 
pearance of  the  inflamed  tonsils  is  quite  different  The  inflam- 
mation regularly  runs  its  course  within  a  week,  but  the  prostra- 
tion left  after  the  disease  is  more  marked  and  lasts  longer. 

The  gangrenous  forms  are  attended  with  septic  symptoms  and 
are  usually  fatal. 
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tment. — The  most  satisfactory  treatment  is  the  frequent 
and  thorough  irrigation  of  the  throat  with  weak  solutions  of 
bichloride  of  mercury,  peroxide  of  hydrogen,  or  formalin. 


PURATTVE   TONSILIJTIS. 


Synonym, — Quinsy  sore  thiv 

Lesions. — There  is  in  one  or  both  tonsils  an  acute  exudative 
inflammation  with  neurosis,  which  goes  on  to  the  formation  of  an 
abscess  in  the  substance  of  the  tonsil.  A  catarrhal  pharyngitis 
accompanies  the   tonsillitis. 

Causes. — There  is  a  decided  predisposition  in  some  persona 
and  in  some  families  to  this  form  of  tonsillitis.  Apparently 
the  exciting  causes  are  the  same  as  for  simple  tonsillitis,  with 
the  additional  infection  of  the  bacteria  of  suppuration. 

-There  is  a  febrile  movement,  which  precedes  aud 
accompanies  the  tonsillitis.  Accompanying  the  fever  are  chills, 
headache,  vomiting,  pains  in  the  back,  and  prostration. 

The  inflamed  tonsil  gradually  becomes  more  and  more  swollen ; 
it  fills  up  the  pharynx,  pushes  the  soft  palate  forward,  and  pro* 
jects  outward  into  the  neck.     From  the  beginning  there  is  a 
good  deal  of  pain  in  the  throat,  and  as  the  swelling  inert 
the  pain  is  greater,  the  mouth  and  throat  are  constantly  filled 
*u  mucus  and  saliva.     The  patients  can  hardly  swallow  any- 
thing; they  feel  as  if  they  might  suffocate;  they  are  unable  to 
sleep.     If  both  tonsils  are  inflamed  and  the  uvula  swollen,  or  if 
•ieina  of  the  glottis,  there  is  real  danger  of  suffocation, 
the  symptoms  continue  and  increase  until  the  abscess  breaks 
and  the  pus  is  discharged.     Then  there  is  an  abrupt  change  for 
the  better  and  in  a  few  days  the  patient  is  well. 

The  inflammation  regularly  runs  its  course  and  terminates  in 
rapture  of  the  abscess  within  a  week.  If  both  tonsils  are  in- 
flamed successively  the  disease  lusts  two  or  three  weeks. 

lie  patients  almost  uniformly  recover,  but  it  is  possible  for 
rh  to  be  produced  by  oedema  of  the  glottis. 

(. — For  the  first  two  days  the  indications  are  to  apply 
cold  over  the  inflamed  tonsil  and  to  give  aconite  and  the  salicy- 
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late  of  soda  internally.  After  this  it  is  better  to  apply  heat 
over  the  tonsil  and  to  give  enough  opium  to  keep  the  patient 
comfortable.  As  soon  as  the  abscess  can  be  made  out  it  should 
be  opened.  Swelling  of  the  uvula  and  oedema  of  the  glottis  de- 
mand free  scarification. 


THE  LARYNX. 


Laryngismus  Stridulus. 

This  name  is  given  to  two  different  forms  of  spasmodic  con- 
traction of  the  muscles  of  the  larynx. 

1.  There  is  a  spasmodic  closure  of  the  glottis,  which  is  almost 
complete,  lasts  for  a  few  seconds,  and  is  then  followed  by  a  loud, 
stridulous  inspiration. 

This  occurs  in  young  children,  usually  under  two  years  of  age, 
who  are  badly  nourished  or  who  suffer  from  rickets. 

It  occurs  in  attacks,  which  are  repeated  after  short  or  long 
intervals. 

The  child  suddenly  stops  breathing,  the  face  and  lips  become 
pale  or  slightly  livid;  the  appearance  is  almost  that  of  a  dead 
person.  Then,  after  a  few  seconds,  there  is  a  long,  stridulous 
inspiration,  and  the  attack  is  over.  Sometimes  the  attacks  are 
accompanied  by  rigidity  of  the  muscles,  or  by  general  convul- 
sions, or  by  unconsciousness.     Occasionally  the  attacks  are  fatal. 

At  the  time  of  an  attack,  if  it  is  an  alarming  one.  we  may  give 
inhalations  of  nitrite  of  amyl  or  pass  a  tube  through  the  larynx. 

To  prevent  the  attacks  the  nutrition  of  the  child  is  to  be  im- 
proved in  every  possible  way. 

2.  There  is  a  spasmodic  partial  closure  of  the  glottis,  attended 
with  difficult  and  stridulous'  breathing,  which  lasts  for  several 
hours. 

This  occurs  in  young  children  of  all  kinds,  whether  their  pre- 
vious health  has  been  good  or  not.     There  is  a  decided  predis- 
position in  families  and  in  individuals.     Some  of  the  attacks  are 
due  to  indigestion ;  for  others  no  cause  can  be  discovered. 
The  attacks  usually  begin  in  the  night  and  last  until  the  next 
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day.  The  child  wakes  up  in  the  night  with  laryngeal  dyspnea, 
which  after  a  time  is  followed  by  more  or  less  venous  congestion 
of  the  skin.  But  there  is  no  fever,  and,  except  for  the  dyspnoea t 
the  child  does  not  look  ill.  Although  the  dyspnoea  may  appear 
alarming,  it  always  eventually  subsides,  even  if  it  is  left  to  itself , 
but  an  emetic  will  cause  it  to  disappear  more  rapidly.  The  best 
emetics  are  those  which  act  the  quickest;  the  yellow  sulphate  of 
mercury,  apomorphia,  ipecac,  and  antimony  are  those  ordinarily 
used. 

Acute  Catarrhal  Laryngitis. 

Lesions, — The  mucous  membrane  of  the  larynx  is  congested, 
and  at  first  dry.  The  stage  of  dryness  lasts  for  from  twelve  to 
forty-eight  hours,  and  is  then  succeeded  by  an  increased  produc- 
tion of  mucus.  With  the  production  of  the  mucus  the  conges- 
tion and  swelling  of  the  mucous  membrane  diminish.  The  in- 
flammation may  extend  to  tin  trachea  and  bronchi  or  to  the 
pharynx     It  occurs  both  in  adults  and  children. 

1.  L\  Adults.  Cttuses. — The  inflammation  occurs  without  dis- 
coverable cause,  after  exposure  to  cold,  from  the  inhalation  of 
smoke  or  steam,  with  syphilis,  phthisis,  measles,  scarlatina,  vari- 
ola, erysipelas,  typhus  and  typhoid  fevers. 

Symptoms. — In  the  more  severe  cases  there  is  a  febrile  move- 
ment; in  the  milder  cases  this  is  absent. 

The  patients  have  a  laryngeal  cough,  at  first  dry,  afterward 
with  mucous  expectoration.  The  voice  is  husky,  or  stridulous, 
or  reduced  to  a  whisper.  There  is  more  or  less  discomfort  or 
pain  in  the  larynx.  In  some  of  the  cases  there  is  laryngeal  dysp- 
ncea,  continuous,  but  with  exacerbations.  The  most  alarming 
feature  about  this  dyspneea  is  that  occasionally  the  patients  stop 
breathing  suddenly  and  die. 

The  inflammation  usually  runs  its  course  within  two  weeks, 
but  it  may  be  protracted  for  a  much  longer  period. 

Treatment, — During  the  acute  stages  of  the  laryngitis  the  con- 
tinuous application  of  hot  sponges  to  the  neck,  and  the  inhalation 
of  steam,  are  of  decided  service.  The  internal  administration  of 
tartarized  antimony  or  of  the  iodide  of  potash  may  also  be  use- 
ful.   When  the  dyspneea  is  urgent  the  patients  are  to  be  con- 
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stantly  watched,  in  order  tliat  intubation  or  tracheotomy  may 
be  performed,  if  necessary.  If  the  inflammation  is  prolonged 
the  mineral  acidsr  quinine,  iron,  and  change  of  climate  may 
hasten  the  subsidence  of  the  disease.  The  local  application  of 
astringent  sprays  is  of  much  service. 

!Uu>ren. — The  catarrhal  laryngitis  of  children  is  often 
called  catarrhal  croup.     It  is  one  of  the  most  common  diseases  of 
id  hood. 

It  occurs  often  without  discoverable  cause,  sometimes  after 
i-osure  to  cold  and  wet,  from  the  inhalation  of  steam  and  smoke, 
and  as  a  complication  of  measles  and  scarlatina. 

The  disease  is  most  common  in  children  between  the  ages  of 
one  and  five  years.  Ken  frequent  in  older  children.     There  is  a 
! -marked  predisposition  to  the  disease  in  some  children  and 
in 

The  >  in  the  mucous  membrane  of  the  larynx  are  the 

same  m  1  in  adults,  but  the  smaller  size  of  the 

larynx  in  children  causes  the  swollen  mucous  membrane  to  be  a 
Mill  greater  obstruction  to  the  act  of  breathing. 

nptoms.— Tli  symptoms  are:  dyspncea,  which  is  con- 

tinuous, but  with  exacerbations;  in  some  cases  attacks  of  laryn- 
gismus stridulus;  stridulons  voice  or  loss  of  voice;  and  stridulous 
cough. 

The  general  symptom  is  a  rise  of  temperature  with  its  accom- 
panying disturbances.  The  fever  may  precede,  or  follow,  or  be 
simultaneous  with,  the  local  symptoms. 

The  invasion  of  the  disease  is  often  sudden,  and  then  usually 
occui^  is  the  eighty  with  tin-  continuous  dyspnoea  or  an  attack  of 
laryngismus  stridulus  as  the  first  symptom. 

In  other  cases  the  invasion  of  the  disease  is  gradual,  with  a 
croup}"  cough  as  the  first,  symptom. 

The  ordinary  cases  last  for  three  days  and  nights,  the  symp- 
toms worse  during  the  night  and  better  during  the  day. 

The  patients  vary  as  to  the  height  of  the  temperature  and  the 
degree  of  the  dyspncea.  Most  of  the  patients  are  decidedly  bet- 
ter by  the  fourth  day,  the  improvement  beginning  with  the  pro- 
duction of  mucus  from  the  inflamed  membranes.     Occasionally, 
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however,  the  laryngitis  is  protracted  for  one  or  two  weeks,  or  it 
may  be  succeeded  by  a  bronchitis. 

The  Prognosis  is  good;  even  the  severe  cases  are  seldom  fatal. 

Treatment. — For  the  laryngitis  we  apply  moist  heat  to  the 
neck,  and  give  internally  five-  or  ten-drop  doses  of  the  wine  of 
antimony  every  one  or  two  hours.  For  the  attacks  of  laryn- 
gismus stridulus  we  give  emetics.  For  the  fever  it  may  be  proper 
to  give  small  doses  of  aconite  or  of  acetanilid.  The  dyspnoea 
may  be  so  great  as  to  render  intubation  necessary.  But  to 
judge  of  this  we  must  always  listen  to  the  lungs  and  see  how 
well  the  act  of  breathing  is  carried  on.  The  dyspnoea  may  look 
worse  than  it  really  is. 


THE  PLEURA. 


14  The  pleurae  are  serous  membranes  forming  two  shut  sacs, 
quite  distinct  from  each  other,  which  line  the  right  and  left 
sides  of  the  thoracic  cavity,  form  by  their  approximation  in  the 
middle  line  the  mediastinal  partition,  and  are  reflected  each 
upon  the  root  and  over  the  entire  free  surface  of  the  correspond- 
ing lung.  Each  pleura  consists  of  a  visceral  and  a  parietal  por- 
tion. The  visceral  portion,  pleura  pulmonalis,  covers  the  lung; 
and  the  parietal  portion  lines  the  ribs  and  intercostal  spaces 
(pleura  costalis),  covers  the  upper  convex  surface  of  the  dia- 
phragm, enters  into  the  formation  of  the  mediastinum,  and  ad- 
heres to  the  sides  of  the  pericardium. 

"The  upper  part  of  the  pleura,  together  with  the  apex  of  the 
corresponding  lung,  rises  into  the  root  of  the  neck,  reaching  an 
inch,  or  even  an  inch  and  a  half,  above  the  first  rib.  Anteriorly 
the  pleural  sacs  of  opposite  sides  come  nearly  into  contact  be- 
hind the  second  piece  of  the  sternum  and  continue  so  for  some 
distance;  but  opposite  the  lower  end  of  the  sternum  the  right 
pleura  passes  beyond  the  middle  line  or  remains  close  to  it,  while 
the  left  recedes  to  a  variable  distance.  In  the  axillary  line  the 
right  pleura  extends  down  to  the  lower  edge  of  the  ninth  rib, 
while  the  left  pleura  reaches  to  the  lower  edge  of  the  tenth" 
-.  Qua  in  \s  *  *  Anatomy ' ' ) . 

The  structure  of  the  pleura  is  that  of  a  connective-tissue  mem- 
brane. Its  free  surface  is  covered  with  a  continuous  layer  of 
endothelial  cells.  The  membrane  itself  is  made  up  of  fibres  of 
connective  tissue,  reinforced  by  elastic  anastomosing  fibres.  Run- 
ning in  parallel  rows  at  the  edges  of  the  fibres  are  the  fixed 
connective-tissue  cells.  These  cells  have  large  bodies  with 
branching  processes;  they  are  most  numerous  in  the  layers  of  the 
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pleura  just  beneath  the  endothelium.  The  blood  vessels  of  the 
pulmonary  pleura  are  continuous  with  those  of  the  lungs;  those 
of  the  costal  pleura,  with  the  vessels  of  the  wall  of  the  chest.  In 
the  costal  pleura  covering  the  intercostal  spaces  there  is  a  very 
abundant  system  of  lymphatics.  It  is  convenient  to  think  of  the 
pulmonary  pleura  as  a  part  of  the  lung  which  regularly  shares 
in  the  inflammations  which  affect  that  organ.  The  costal,  dia- 
phragmatic, and  mediastinal  pleurae,  on  the  other  hand,  often  be- 
come inflamed  quite  independently  of  changes  in  the  lungs. 


Pleurisy  . 

The  different  forms  of  pleurisy  may  be  classified  according  to 
their  causes,  their  clinical  symptoms,  or  their  anatomical  changes. 
It  is  convenient  to  describe : 

Pleurisy  with  the  production  of  fibrin. 

Pleurisy  with  the  production  of  fibrin  and  serum. 

Pleurisy  with  the  production  of  fibrin,  serum,  and  pus. 

Pleurisy  with  adhesions. 

Tubercular  pleurisy. 

In  pleurisy  with  the  production  of  fibrin  alone,  or  of  both 
fibrin  and  serum,  the  morbid  changes  is  the  pleura  are  essentially 
the  same. 

First,  the  production  of  fibrin  and  a  few  pus  cells,  either  with 
or  without  serum. 

Second,  a  gradual  absorption  of  the  serum  and  a  disappearance 
of  the  fibrin. 

Lastly,  as  the  regular  termination  of  the  inflammation,  the 
formation  of  permanent,  new  connective  tissue  in  the  shape  of 
adhesions  or  of  thickenings  of  the  pleura.  Variations  from  the 
regular  course  of  the  inflammation  are  effected  by  the  excessive 
formation  either  of  the  fibrin,  the  pus.  or  the  serum ;  and  by  the 
failure  of  the  absorption  of  these  inflammatory  products. 

If  we  endeavor  to  follow  out  the  successive  changes  by  which 
the  fibrin,  pus,  and  serum  make  their  appearance  And  then  dis- 
appear, and  the  way  in  which  permanent  new  tissue  takes  their 
place,  we  encounter  several  difficulties. 

It  is  impossible  in  any  ordinary  experience  to  obtain  autop- 
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«es  which  will  give  thp  lesions  belonging  to  each  successive  day 
of  the  chse;  pleura  does  not  really  show  well  if  the  patient 

has  been  dead  more  than  two  or  three  hours  before  the  aut< 
in  most  cases  the  inflammation  is  too  energetic,  its  products  are 
too  abundant,  to  be  easily  studied. 

To  obviate  these  difficulties  we  must  resort  to  the  lower  ani- 
mals. By  injecting  a  saturated  solution  of  chloride  of  zinc, 
with  a  hypodermic  syringe,  into  the  pleural  cavity  of  a  dog,  we 
can  excite  a  pleurisy  exactly  resembling  that  which  we  see  in 
the  human  subject.  By  varying  the  amount  of  fluid  injected, 
and  by  injecting  it  into  one  or  both  pleural  cavities,  we  can 
obtain  pleurisies  of  different  degrees  of  intensity,  and  with  dif- 
ferent quantities  of  products  of  inflammation.  By  using  a  num- 
ber of  animals  we  can  observe  the  course  of  the  inflammation 
from  hour  to  hour  and  from  day  to  dag \ 

The  very  first  change  we  observe  in  such  an  artificial  pleurisy 
is  a  simple  congestion.     The  parietal  pleura  is  of  a  uniform, 
•^d  color;  its  surface  is  shining,  and  moist  as  in  health. 
There  is  no  serum  and  no  fibrin.     Minute  examination  shows 
th  endothelial  cells  have  fallen  off  in  patches,  and  that 

where  they  have  thus  fallen  off  the  superficial,  connective-tissue 
is  are  swollen  and  multiplied,  and  there  are  some  pus  cells* 
This  is  all  that  takes  place  for  from  half  an  hour  to  six  hours 
after  the  injection  has  been  made. 

The  next  step  in  the  inflammatory  process  is  the  appearance 
of  serum  and  fibrin  in  variable  amounts.  The  serum  collects  in 
the  bottom  of  the  pleural  cavity.  It  is  usually  slightly  turbid 
from  the  admixture  of  red  blood  ceils  and  pus  cells.  The  fibrin 
coats  the  whole  surface  of  the  pleura.  There  may  be  so  little  of 
it  that  it  cannot  be  seen  with  the  naked  eye,  or  the  quantity  may 
be  considerable. 

The  surface  of  the  pleura  loses  it*  natural,  glistening  appear- 
ance in  proportion  to  the  quantity  of  fibrin  coating  it.  The 
fibrin  appears  first  in  the  form  of  little  knobs  and  strings,  or  of  a 
thin  layer  of  granular  matter.  Where  the  endothelium  still  ad- 
heres the  edges  of  the  cells  are  separated  from  each  other  by 
granular  matter.  A  few  pus  cells  are  seen  entangled  in  the 
fibrin    and   embedded    in    the  pleura.     The   swelling  and   new 
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vvth  of  the  fixrtl  connective  -i  issue  cells  is  now  very  marked. 
The  branching  bodies  of  the  old  cells  jut  readily  teen.  The  Ben 
cells  are  <d  different  shape  from  the  old  ones.    They  are  poly* 

gonal  cells,  with  a  distinct  l.ndy  and  nucleus,  and  are  arranged 
m  rows  parallel  with  the  course  of  th*j  connective-tissue  fib 
These  n«w  cells  give  tin  impression  of  being  formed  is  tome  way 
m  the  old  ftzed  eelja,  lmt  precisely  bow  1  an  unable  to  Bay 
The  time  varies  from  half  an  hoar  to  seven  hours  before  these 
changes  i ; i k  By  the  end  of  twenty-four  hours  they  are 

always  fully  developed. 

<mi  the  » i<!  day  of  the  pleurisy  tin*  moss  and   minute  ap* 

angedj  only  the  Layer  of  fibrin  is  thicker  and 
th<n  is  more  serum.  Dp  to  this  time  the  lymphatic  vessels  and 
spaces  can  still  be  demonstrated  with  nitrate  <d  silver,  and  are 

en  i  ply. 

On  tin*  third  day  in  sum'-  oases,  not  until  the  fourth  in  others, 
the  growth  of  new  cells  has  become  well  marked.  The  layer  of 
fibrin  on  the  pleura  js  more  consistent  j  the  serum  is  still  abun- 
dant or  has  begun  to  disappear.  The  new  sells  present  s  great 
variety  of  shapes,    They  are  abundant  in  the  superficial  layers 

'h    pleura,  hut  not  in  the  deeper  layers,     Thr;  I  so  pres- 

ent in  large  numbers,  entangled  in  the  iayer  of  fibrin  coating 
the  pleura,  and  in  the  adhesions  <>f  fibrin  between  the  pulmonary 
and  eostal  pleurae 
Ely  the  fourth  or  fifth  day  new  blood  vessels  make  their  ap- 

pearanee  in  the  layer  Of  fibrin  and  cells.  These  vessels  can  be 
injected  bom  the  aorta;  they  are  continuous  with  the  old  vessels 
of  the  pleura*  At  the  same  time  the  fibrin  begins  tn  disappear, 
and  the  new  cells  form  s  more  continuous  layer\ 

By  the  sixth  day  the  layer  of  fibrin  and  new  tissue  nn  the 
surface  of  the  pleura  is  more  adherent.     It  begins  to  form  a  part 

of  the  pleura. 

The  serum  has  by  this  time  disappeared,  and  the  quantify  of 
fibrin  is  l«-ss.     The  new  cells  are  still  numerous,  and  they  are 
becoming  arranged  into  two  drrirrionn    n  superficial  layer, 
setnbling  the  «>ld  endothelium,  and  a  deeper  layer  *d  fusiform  and 
branching  cells. 

After  this  time  the  quantity  of  fibrin  continues  to  diminish. 
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I   by  the  f«»urt«  it  has  entirely  disappeared     01  Afl 

erfidal  layer  gradually  a  oontinuous 

helium;  in  the  deeper  layer  the  rounds^  and  poly- 
gonal cells  an-  not  as  numerous,  while  there  are  many  large  ami 
small  fusif'Tin  ami  branching  cells.  Gradually  a  basement 
rob-.  tfl  appearance  between  fche  cells,  at  first  homo- 

geneous, afterward  fibrillated. 

hanges  continue,  until  by  the  cud  <»f  three  weeks  the 
ura  lias  its  normal  appearance,  except  thai  it  is  thickened 
i  that  there  are  adhesions  between  the  costal  and  pulmonary 
irae. 

ions  of  human  pleurisy  are  substantially  the  tame  as 
i     The  only  din  i  that  the  fibrin,  pus. 

and  serum  dueed  in  mueh  larger  quantities  and, 

orption  of  these  products  and  the  forma- 
ii  of  ne  follow  more  slowly. 

We  may  then  draw  the  following  conclusions: 

1.    In  pleurisy  with  the  product  inn  of  fibrin  alone.  OT  of  ; 

and  serum,  two  distinct   pathological   processes  regularly  take 
place.     The  blood  vessels  become  c  >l.  and  through  their 

wall*   t  thi-  plasma  of  the  blond   and  a   few  white  blood 

the  plasma  appears  as  serum;  part  of  it  eon1 
stances  which  rj  formed  into  fibrin.     At  the  very  com- 

icemeiu  inflammation  the  superficial,  fired  connective* 

tissue  cells  also  begin  to  increase  in  size  and  number. 

The  products  of  the  first  of  these  processes,  tlm  fibrin  and 
serum,  are  regularly  reabsorbed.     \n  many  patients,  how 
the  course  of  the  d  irregular,  and  these  products  remain 

for  a  kmg  nun  . 

:r  Tli»'  product  of  the  second  of  these  processes  regularly  in- 
creases.     The  raw  cells,  formed  in  the  superficial  layers  of  the 
r  into  the  fibrin,  coating  the  pleura  and  forming 
adhesions,  and  there  grow  and  multiply.     Xew  blood  vessels  and 
a  n<  r<T  substance  are  formed  between  these  cells. 

4,    Tha   natural  termination  of  such  a  pleurisy  is  the  ahsorp- 
of   the  fibrin  and  serum  and  the  formation  of  new  t 
coating   tlv«j  pleura  and  forming  adhesions. 
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Lesions. — The  inflammation  may -begin  in  the  pulmonary,  cos- 
tal, or  diaphragmatic  pleura,  according  to  the  cause  which  pro- 
duces it.  The  pleurisies  beginning  in  the  pulmonary  pleura  are 
always  secondary  to  changes  in  the  lungs.  Those,  on  the  other 
hand,  which  begh)  Is  the  OOital  pleura  are  often  quite  indepen- 
dent nf  any  inflammation  of  the  lungs.  Usually  only  a  cir- 
cumscribed portion  of  the  pulmonary,  costal,  mediastinal,  or 
diaphragmatic  pleura  is  involved,  but  sometimes  the  entire  pleura 
of  one  side  of  the  chest  is  inflamed.  The  inflammation  regularly 
extends  to  the  portion  of  pleura  opposite  to  it.  The  inflamed 
pleura  is  coated  with  fibrin,  and  bands  of  fibrin  form  adhesions 
between  the  opposed  pleural  surfaces.  As  a  rule  the  layer  of 
fibrin  is  thin,  but  there  are  rare  cases  in  which  the  quantity 
of  fibrin  is  enormous  and  the  lung  is  compressed  by  it  as  if  by 
fluid. 

When  the  inflammation  has  subsided  the  fibrin  is  absorbed, 
but  permanent  connective- tissue  thickenings  and  adhesions  are 

toft, 

Causes. — The  pleurisies  which  originate  in  the  pulmonary 
pleura  are  caused  by  changes  in  the  lungs.  Lobar  pneumonia  is 
i:<;irl\  always  accompanied  by  dry  pleurisy,  broncho-pneumonia 
less  often.  The  tubercular  inlhnnmat  ions  of  the  lungs,  both  acute 
and  chronic,  are  frequent  causes  of  dry  pleurisy,  and  this  is  the 
case  even  when  the  tubercular  inflammation  of  the  lungs  is  of 
small  ana  and  doefl  n«»t  extend  directly  up  to  the  pleura.  Often, 
indeed,  a  dlj  pleurisy  is  the  first  thing  to  tell  us  that  there  is  a 
tubercular  iiiflaiimialion  of  the  lung. 

The  inflammations  which  begin  in  the  costal  pleura,  on  the 
other  hand,  are  seldom  caused  by  tuberculosis.  Most  of  them 
occur  during  the  cold  and  damp  seasons  of  the  year  and  are 
apparently  caused  by  exposure.  Some  persons  evidently  have 
an  individual  predisposition  to  this  form  of  pleurisy  and  suffer 
fn.iii  a  number  of  attacks.  We  also  see  dry  pleurisy  with 
wounds  of  the  chesl  wall,  with  peritonitis,  with  rheumatism,  and 
with  the  infectious  diseas.  dally  with  influenza. 


As  most  persons  recover  fruni  primary  dry  pleurisy,  but  little 
is  known  about  its  bacteriology. 

Primary  dry  pleurisy  is  a  disease  of  ordinary  occurrence  in 
York;  every  wint  —e  many  cases  in  all  classes  of 

ier 

Symptom*. — The  most  constant  physical  sign  is  a  friction 
sound.  The  sound  is  of  a  rubbing  or  grazing  quality,  or  it  has 
the  character  of  a  crepitant,  subcrepitant,  or  mucous  rale.  The 
friction  sound  is  heard  directly  over  the  inflamed  portion  of  the 
pleura.  It  cannot  be  heard  if  only  the  diaphragmatic  or  medias- 
tinal pleura  is  inflamed.  It  is  heard  only  with  inspiration,  or 
with  expiration  also  j  it  sounds  as  if  it  were  close  under  the  ear. 
It  can  be  heard  best  after  deep  breathing  or  coughing. 

In  some  cases  there  is  alsu  dulness  over  the  inflamed  portion 

ira. 

In  a  dry  pleuri^  panying  lobar  and  broncho-pneumonia 

The  friction  Bound  is  heard  when  the  inflammation  reaches  the 

face  of  the  lung.     It  has  the  characters  of  a  crepitant  or  sub- 

crepitant  rale.    The  pleurisy  seems  to  be  responsible  for  the 

pain  from  which  these  patients  suffer. 

th  acute  or  subacute  miliary  tuberculosis  of  the  lungs  a  dry 
pleurisy  may  either  mark  the  invasion  of  the  tubercular  inflam- 
on  of  the  lungs  or  it  may  be  repeated  from  time  to  time  as 
the  tuberculosis  goes  on.     A  friction  sound,  pain,  and  a  rise  of 
jperature  regularly  accompany  these  attacks, 
"Whenever  a  patient  has  the  ordinary  symptoms  of  dry  pleurisy, 
and  at*  lays,  with  a  clean  tongue,  a  fair  appetite,  and  no 

great  feeling  of  illness,  there  is  a  regular  rise  of  temperature 
(irobable  that  the  pleurisy  marks  the  in- 
liary  tubereul  -is  «>|  the  lungs. 
The  dry  pleurisy  which  accompanies  the  acute  tubercular  in- 
Binations  of  the  lung  which  cause  consolidation  behaves  like 
the  dry  pleurisy  of  broncho-pneumonia. 

Epidemic  influenza  furnishes  us  with  a  considerable  number 

cif  cases  of  dry  pleurisy,  and  the  inflammation  of  the  pleura  may 

be  developed  at  any  time  in  the  course  of  the  influenza,     Not 

infrequently  the  whole  of  the  pleura  on  one  side  of  the  chest  is 

.Ived. 
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the  primary  dry  pleurisies  involving  the  costal  pleura,  the 
eases  vsfy  as  to  the  extent  of  pleura  involved.    With  mflamma- 

lion  of  B  small  portion  of  the  pleura  the  friction  sound  is  cir- 
cumscribed, the  pain   is  not    great,   the  temperature   is   not    high 

or  remaiwj  normal,  the  patient  is  not  confined  to  bod,  the 

pleurisy  runs  its  course  within  a  week.  With  nam*  extensive 
pleurisies  the  friction  sound  ean  he  heard  over  the  wln.U-  of  the 
posterior  wall  of  the  chest,  the  pain  is  more  severe,  the  tempi-ni- 
ture  is  higher,  tin1  patient  may  be  confined  to  bed  far  one  or  1\\o 
weeks.     In  some  of  the  cases  then  it  I  «liy  cough. 

While  the  pain  is  regularly  d  to  the  position   of  the 

inflamed  pleura,  exceptions  to  this  rule  are  not  QXlCOmmOI!. 
uy  patients  refer  the  pain  to  the  lumbar  region  (it  may  be 
founded  frith  the  pain  of  lumbago  Of  Of  renal  eolie);  smrp 
refer  it  to  the  abdomen  and  some  to  the  opposite  sol**  of  the  eheet. 
The  pain  of  dry  pleurisy  is,  as  a  rale,  Leei  severe  than  that  of  an 
acute  pleurisy  with   elTusion. 

A  diy  pleurisy  OOOlned  to  the  upper  sin  Tar.-  of  thfl  diaph- 
may  simulate  an  acute  periloniiis.     There  are  pain  anil  tender- 

m  over  Ihe  upper  part  of  the  abdomen,  with  a  febrile  mo 

men!  and  considerable  prostration,  while  do  friction  sound  can 

be  heard. 

There  are  eases  of  pleurisy  with  a  fihriim-pui -uleut  exudation 
whicli  behave  \.  f\  differently  from  ordinary  eases  of  dry  pleu- 
risy.    They  seem   to  he  due   to   in  feet  ion    with   streptococci   or 

pneomooocei     Tin*  inflammation  involves  ooe  pleura,  or  both 

pleura1,    or    both    pleura-    and    the    pericardium.     The    inflamed 

membranes  are  sotted  with  a  layer  of  fibrin  Infiltrated  with 
leucocytes  Tin-  symptoms  v< -semhle  thooe  of  lobar  pneumonia 
or  of  Bepsis.  The  physieal  simrs  are  only  those  of  dry  pleurisy. 
The  diagnosis  is  extremely  difficult.  These  e&eeo  are  apt  to  end 
fatally. 

i:  I.— .Male,  88  year*  old,  December  21,  1898.  Four  days 
ago,  in  the  evening,  was  taken  suddenly  with  a  chill  followed  by 
fever,  marked  prostration,  eouph  with  scanty  mueniis  SipectOI 
tion  and  a  sharp  pain  in  the  right  side,  made  worse  by  eOttgfe  and 
inspiration.  Theae  symptoms  have  eontinued  up  to  the  present 
time. 
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Now,  on  the  fifth  day,  prostration  is  marked,  the  breathing  is 
not  labored,  urine  1022,  a  considerable  quantity  of  albumin. 
Over  the  whole  right  lung,  in  front  and  behind,  there  are  crepi- 
tant and  suberepitant  friction  sounds.  Over  the  right  lung 
behind,  from  the  angle  of  the  scapula  down,  there  is  dulness 
on  percussion.  The  heart's  action  is  rapid  and  regular;  the 
apes  is  in  the  fifth  space,  just  inside  the  nipple;  there  is  no 
murmur. 
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5 

i 

7 

e 

9 

J  0 

11 

R£5P 

PULSE 

TEMP 

U 

t 

M 

E 

M 

E 

M 

E 

M 

E 

M 

E 

M 

E 

M 

E 

75 

ISO 

108 

JO 

6 

10 

e 

iQ 

B 

'9 

& 

I 

JQ 

170 

►  0  7 

10 

7 

10 

i 

10 

7 

ro 

65 

(60 

■  06 

■  0 

e 

10 

& 

»0 

e 

f 

15 

6 

60 

>50 

10  5 

10 

5 

iO 

5 

* 

( 

10 

5S 

1*0 

10  4 

ID 

Jr 

10 

4 

* 

7 

4 

50 

130 

103 

Iff 

J 

2 

_<o 

^J 

10 

3 

10 

t5. 

|Z0 

(Of 

|0 

I 

""" (0 

2      . 

iC 

;2 

*o 

1(0 

(0  i 

yik 

1 

/N 

?" 

10 

» 

10' 

31 

{00 

10  0 

0 

f 

U 

to 

^ 

\/ 

10 

0* 

If 

D 

39 

90 

9  9 

9 

V 

9 

* 

9 

9 

9 

9 

ag 

bo 

SB 

? 

g 

1          ! 

9 

B 

9. 

6 

20 

70 

97 

B 

7 

e 

7 

9 

7 

9 

J5 

60 

96 



Temperature   blark ;   pulse  red;   respiration   blue. 


Ninth  day:  The  man  has  been  gradually  losing,  the  breathing 
•id  and  shallow,  he  is  becoming  delirious.    He  continued  in 
condition  until  he  died  on  the  eleventh  day. 
barl  of  <  a&   1.  see  Fip.  18 
Autopsy.— The  entire  right  lung  and  the  lower  lobe  of  the  left 
d  with  a  thick  layer  of  fibrin;  the  bronchi  contain 
{his.  there  is  no  exudation  in  the  lungs  themselves.     The 
pericardium  d  with  a  thin  layer  of  fibrin. 

ow  the  lesions  of  acute  degeneration. 
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The  cases  with  very  large  quantities  of  fibrin  are  of  rare  occur- 
rence.    Tlic  following  is  an  example: 


I  11.  A  man,  39  years  old,  always  strong  and  healthy,  < m 
May  4  Pell  into  the  river.  The  next  day  he  was  attacked  with 
symptoms  of  pneumoniae  I  saw  him  first  on  the  fourteenth  day 
of  his  disease.  At  that  time  there  were  the  physical  signs  of  eon* 
sol idation  of  the  entire  Left  hum:,  with  rahcrepitant  rales  at  the 
bate  of  the  eight  Long.    The  temperature  was  105°  F.T  the  breath- 

,  the  piiis.-  120.  Be  continued  with  the  same  physical  signs, 
and  temperatures  between  102fl  and  1^4  F.,  until  the  twentieth 
day,  when  he  died  rather  suddenly, 

After  death  it  was  found  that  the  left  costal  and  pulmonary 
pleura?  were  coated  with  an  enormously  thick  layer  of  fibrin, 
which  compressed  the  lung:  against  the  spine,  as  if  by  a  large 
serous  effusion.  The  lower  lobe  of  the  right  lung  was  congested 
and  (Edematous. 


Most  cases  of  dry  pleurisy  recover  after  a  short  time,  but  the 
patient  is  Left  with  permanent  thii  and  adhesions  of  the 

pleura,    Such  adhesions  maj  give  no  further  trouble,  except  fot 

occasional    pain:   or   they   may   form    the   Starting    point    for   a 

chronic  pleurisy  with  adhesions,  followed  by  interstitial  pneu- 
monia and  chronic  bronchitis. 

In  a  tew  Bases  the  i\r\  pleurisy  is  succeeded  after  several  dayi 
pleurisy  with  effusion. 

In  a  moderate  number  of  eases  one  or  more  attacks  of  dry 
pleurisy  are  followed  by  tubercular  inflammation  of  the  lungs. 

Trtotnu  si, — The  more  severe  oases  are  glad  to  go  to  bed  and 
stay  there,  but  many  of  the  milder  eases  continue  at  their  work, 
do  not  feel  sick,  and  are  unwilling  to  be  confined  to  the  house.  It 
seems  prudent,  however,  to  keep  even  the  milder  cases  in  the 
house  until  the  friction  sound  has  disappeared.  The  pain  can 
sometimes  be  relieved  by  strapping  the  chest  with  adhesive  plas- 
ter: in  other  eases  it  is  necessary  to  use  opium. 

The  pleurisy  really  runs  its  own  course  and  takes  care  of  itself, 
but  it  is  customary  to  employ  dry  cups  or  blisters  over  the  in- 
llauied   pleura. 
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Pleurisy  with  the  PftODUCnoN  of  Fibrin  and  Serum.     Pleu- 
risy with  Effusion. 


—The  inflammation  is,  as  a  rale,  nut  circumscribed, 
but  involves  the  greater  part  of  the  costal  and  pulmonary  pieunu 
cm  one  side  ol  the  ehest. 

Sometimes,  however,  the  extent  of  the  mllamed  pleura  is  but 

small,  and  the  inflammatory  products  are  shut  in  by  adhesions. 

>   the  pleura*  of  both  stiles  of  the  chest  are  iutlanied.  and 

when  this  is  the  ease  I  here  is  apt   to  be  also  pericarditis.     This 

i  true  <<f  the  pleurisy  which  can  be  produced  experimentally 

If  we  irritate  the  pleura-  mi  both  sides  of  the  ehest, 

in  addition  to  the  double  pleurisy  then1  will  be  pericardii 

The  surface  of  lie-  inflamed  pleura  is  coated  with  fibrin,  and 
bands  of  fibrin  join  together  its  opposed  rarfaeea.    The  serum 

is  clear  OT  turbid;  it  contains  a  few  leucocytes.  Red  blood  oaUfl 
are  not  usually  present,  unless  the  pleurisy  is  tubercular  or 
caused  by  a  new  growth  or  by  an  injury.  But  there  an  a  Bew 
cases  which  do  not  differ  froxa  the  ordinary  eases,  except  that 
the  serum  is  bloody.     As  a  rule  no  bacteria  are  present  in  the 

BL     The   fluid   collects   in   the    mosl    dependent   part    D 
pleural  cavity,  unless  it  is  shut  in  by  adhesions.     The  quantity 
ounces  tn  a  quantity  so  Large  as  to  completely 

1  and  distend  the  pleural  cavity.     The  degree  of  eompro 
»f  the  lung  varies  with  the  quantity  of  the  fluid.     In  the  extreme 
and  long-continued  cases  the  lung  is  almost  unaerated. 

After  the  inflammation  has  subsided  the  serum  and  fibrin  are 
absorbed,  and  thickenings  and  adhesions  of  connective  tkane  are 

The  compressed  lung  expan  completely,     Ac- 

cord the  expansion  of  the  lung  there  is  left  moi  a  re- 

of  the  affected  side  of  the  che>i 
— The  pleurisies  with  effusion,  like  the  dry  plcm 
ite  in  the  pulmonary,  costal,  or  diaphragmatic  pleura. 
Lobar  pneumonia,  broncho-pneumonia,  and  the  tubercular  in- 
flammations of  the  lungs  are  of ten  accompanied  by  pleurisy  with 
effusion.  The  poisons  of  rheumatism,  of  influenza,  and  of  the 
infeetio,  >es  are  causes  of  pleurisy.     Wounds  of  the  wall* 
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of  the  chest,  fracture  of  the  ribs,  and  blows  on  the  chest  cause 
pleurisirs  with  effusion,  which  are  often  hemorrhagic.  Abscesses 
of  the  right  lobe  of  the  liver  may  cause  effusion  into  the  right 
pleura.  The  new  growths  of  the  pleura  are  regularly  attended 
with  large  effusions  of  semni  into  the  pleural  cavity. 

Pleurisies  with  effusion  which  exactly  resemble  the  ordinary 
pleurisies  of  human  beings  can  be  produced  by  injecting  chloride 
of  zinc  into  the  pleural  cavities  of  dogs. 

Of  late  years  it  has  become  the  fashion  to  regard  nearly  all  the 
primary  cases  of  pleurisy  with  effusinu  as  of  tubercular  origin. 
I  must  confess  that  this  view  seems  to  me  erroneous.  There  is  a 
true  primary  tubercular  inflammation  of  the  pleura  which  it  is 
important  to  recognize.  The  prognosis  nnd  results  of  treatment 
are  entirely  different  from  those  of  ordinary  pleurisy  with  ef- 
fusion. The  lesions,  symptoms,  and  course  of  a  pleurisy  with 
effusion  are  those  of  a  simple  exudative  inflammation. 

The  behavior  of  the  acute  cases  is  such  as  to  make  it  probable 
that  infection  by  the  pneumococcus  is  the  cause  of  the  inflamma- 
tion, and  this  belief  has  been  confirmed  in  a  considerable  number 
of  cases.  But  in  a  large  number  of  cases  the  fluid  is  found  to  be 
sterile.  The  most  difficult  eases  to  account  for  are  those  which 
begin  insidiously  and  run  a  subacute  course. 

Symptoms,  Physical  Wpn*.~- At  the  beginning  of  the  inflam- 
mation, when  the  pleura  is  coated  with  fibrin  and  but  little  serum 
has  been  exuded,  there  is  a  friction  sound,  which  is  a  rubbing 
sound,  or  a  crepitant  Or  subcrepitant  rale.  After  the  fluid  hat 
been  absorbed  there  is  again  a  friction  sound— a  subcrepitant  or 
coarse  rale,  or  a  creaking  sound. 

Wlini  |  considerable  quantity  of  fluid  has  accumulated  in  the 
pleural  cavity  there  are  physical  signs  due  to  the  presence  of  the 
fluid  and  tie-  oomproacop  of  the  lung. 

Below  the  level  of  the  fluid  there  is  flatness  on  percussion,  ab- 
sence of  voice,  of  breathing,  and  of  vocal  fremitus.  The  fluid 
eeenmnlaAea  in  the  lower  part  of  the  pleural  cavity,  compressing 
the  lung  upward  and  against  the  vertebral  column;  or  in  the 
posterior  part  of  the  pleural  e.n  ity.  compressing  the  lung  against 
the  anterior  wall  of  the  chest;  or  it  may  be  shut  in  by  adhesions. 
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The  compression  of  the  lung  is  in  proportion  to  the  quantity  of 
the  fluid. 

the  level  of  the  fluid  there  is  dulness  on  percussion  and 
phony. 

Above  the  level  of  the  fluid,  ever  the  compressed  lung,  the  per- 
cussion resonance  is  pulmonary,  or  exaggerated  and  high-pitched, 
or  tympanitic.  The  breathing  is  pulmonary,  or  exaggerated,  or 
broncho-vesicular,  or  bronchial. 

The  affected  side  measures  mor^tban  the  opposite  side  of  the 
chest,  the  diaphragm  is  pushed  down,  the  intercostal  spaces  may 
be  forced  outward,  the  heart  may  be  displaced  toward  the  oppo- 
site side  of  ihe  eh 

As  tfce  fluid  is  absorbed  and  the  voice  and  breathing  can  be 
beard  lower  and  lower  down,  the  flatness  disappears,  but  d illness 
on  percussion  remains  for  some  time  after  all  the  fluid  has  been 
absorbed* 

Exceptional  Physical  Signs, — The  vocal  fremitus  may  not  be 
lost  below  tbi  of  the  fluid. 

Bronchophony   alone,   or  both  bronchial  voice  and  bronchial 
bo  heard  below  tl  rt  the  fluid,  espeeiall 

the  quantity  of  fluid  is  large  and  the  lung  compressed.     These 
physical  signs  are  BO  often  pi  nat  itifl  hardly  proper  to  call 

them  exceptional. 

Above  the  levfel  of  the  fluid,  over  the  compressed  lung,  there 

pus  breathing  and  gurgling  riles.     Walshe  says 

thai   he  baa  once  heard  the  dracked-pot  sound  in  the  first  and 

second  --es  during  the  height  of  effusion,  and  once  a 

loud  nibbing  friction  sound  above  the  clavicle. 

repitanl  rale  may  be  heard  below  the  level  of  the  fluid, 
lev.  l  be  1  by  the  aspirator.    This  is  often  a 

very  d<  It  is  difhrnlt  to  believe  thai  fluid  is  present 

when  st  a  subcrepitanl  i;'de  over  it. 

The  sacculated  effusions  give  irregular  physical  signs,  which 
vary  with  the  position  of  the  fluid.  The  effusions  are  most 
easily  made  out  if  they  are  in  contact  with  the  wall  of  the  eh 

t  of  the  sacculated  pleurisies  I  have  seen  have  been  situated 
about  the  root  of  the  lung,  gave  the  maximum  flatness  at  some 
point  between  the  scapula  and  the  vertebral  column,  and  were 


10J 


THE   PLEURA. 


Mpirated   at   the   point   of  maximum   flatness.      In   some  of 

these  easea  there  waa  ftatnefw  laid  absence  of  breathing  over  the 
fluid;  hi  some,  flatness  with  bronchia]  voice  and  breathing 
Boxne  there  waa  pulmonary  resonance  with  bronchial  voice  nnri 


Hated  pleurisy  with  effusion.  Over  the  inside  half-circle,  flatness  on  per- 
cussion, bronchial  voice,  and  broncho- vesicular  breathing.  The  cross  marks  the 
point  of  asp  1  rat  ion. 


breathing  over  the  lower  part  of  the  cheat  where  there  was  no 
fluid. 

[gee  Fig.  19.) 
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Less  frequently  I  have  seen  the  rluid  sacculated  in  the  upper 
part  of  the  chest 

The  most  troublesome  cases  to  make  those  with  sen 

collections  of  fluid  ihul  in  in  different  parts  of  the  chest. 

of  thi   Disease. — Prom  a  clinical  point  of  view  it 
nt  to  <\  three  forms  of  pleurisy  with  ef- 

>n. 
1.  The  acute   form.     The  symptoms  of  the   invasion   and  of 
il  two  days  are  the  same  ae  those  of  -i  lobar  pueumonia,  and 
give  une  tin  a  pneumoeoccus  infection  winch  has 

l  the  pleura  I  of  the  hang.     The  patients,  often 

well-marked  exposure,  are  attacked  with  chills,  a  rapid 
iperature  up  to  103    or  1<>4     F.,  toll  ami  frequent 
pulse,   pains  in  the  head  and  limbs,  vomiting,  and  prostration. 
The  breathing  is  frequent,  shallow,  and  difficult.     The  patient  is 
much  distressed  by  the  pain,  which  is  increased  by  evesry  move- 
ment of  the  body.     The  pain  is  referred  to  the  inflamed  pleura, 
■me  point  in  the  back,  or  in  the  abdomen,  Of  even  to  the 
the  chest.     It  usually  becomes  less  severe  with  the 
^cumulation  of  serum  in  the  pleural  cavity. 
While  the  constitutional  symptoms  are  going  so  the  serum  is 
being  rapidly  transuded.     Within  three  days  the  pleural  cavity 
is  often  half  full,  sometimes  even  distended  by  the  fluid. 

The  febrile  movement    regularly   runs  Its  «-<>urse  and  nearly 
les  within  two  weeks.     Mow  long  the  fluid  remains  in  the 
with  an  afternoon  fever,  depends  largely  upon  the  treat- 

Although  the  patients  are  very  seriously  ill.  yet,  as  a  rule,  they 
Bu1  there  are  cases  which  terminate  fatally,  and  some 
>f  thesi  d  suddenly,  without  anything  at  the  autop- 

ipt  the  pleurisy 


:   ill.— Female,  22  years  old,  November  17,  1896.    Y 

►ruing  had  a  chill;  pain  in  the  left  chest,  made  worse  by 

breathing  and  motion;  fever,  headache,  and  marked  prostration. 

T"  <i  :  and  nutrition  fair;  tongue  moist  and  clean;  pain 

the  left  si<|e:  no  cough;  marked  prostration;  urine  1010.  no 

albumin  or  casts. 

>r  the  lefl  chest  behind,  from  the  angle  of  the  scapula  down, 
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there  is  flatness  on  percussion,  witli  absence  of  voice  and  breath- 
ing.    The  heart  is  normal. 

Tenth  day:  Aspiratiun  i>(  twenty- four  ounces  of  clear  serum. 

Twenty-fifth  Jay:  The  patient  is  well. 

(For  chart  of  Case  III,  see  Fig.  20.) 


Case  IV.  Suddt  n  Death.— Mile,  38  years  old,  March  10,  1887. 
For  two  weeks  past  has  been  sick  with  fever,  cough,  dyspnoea,  and 
pain  in  left  chest. 

To-day:  Pulse  140,  breathing  48,  temperature  103.6°  F.;  urine 
1015,  albumin  and  casts. 

Left,  chest  half  lull  of  fluid. 

Fifteenth  day:  In  the  morning  sat  up  a  few  minutes;  went 
back  to  bed  and  at  10.25  a.m.  suddenly  died. 

Autopsy  (seven  hours  after  death), — The  left  pleura  was  half 
full  of  turbid  serum;  the  pleura  was  coated  with  fibrin;  the  lung 
was  somewhat  compressed,  but  still  aerated,  neither  congested  nor 
cedematous.  The  right  lung  was  large,  over-inflated,  congested, 
with  pus  in  the  small  bronchi. 

The  kidneys  Were  of  normal  size,  their  surfaces  smooth,  the 
em-lex  thickened.  The  brain,  heart,  liver,  spleen,  stomach,  and 
intestines  showed  no  lesions. 

Case  V,  Sudden  Death  after  Aspiration,— -Male,  70  years 
old,  September  26,  1872.  The  man  has  had  bronchitis  for  some 
time,  but  was  able  to  work  until  one  week  ago.  Then  he  was 
attacked  with  severe  dyspncea  and  sharp  pain  in  the  left  side  of 
the  chest. 

To-day :  Marked  dyspncea,  severe  pain  in  left  chest.  Over  the 
entire  left  chest  flatxten  on  peraunOQ,  absence  of  voice  and 
breathing,  bulging  of  intercostal  spaces;  the  left  side  measured 
one  inch  more  than  the  right.     There  is  a  mitral  systolic  murmur. 

Tenth  day:  In  the  morning  thirty-two  ounces  of  clear  serum 
rated  from  the  left  chest.  At  B  o Vlock  that  evening 
he  died  suddenly. 

Autopsy. — The  left  pleural  cavity  is  partly  filled  with  clear 
serum,  the  pleura  i*  congested  and  coated  with  a  thick  layer  of 
fibrin,  the  lung  is  compressed.  The  right  lung  is  emphysematous ; 
the  lower  lobe  is  congested  and  cedematous.  The  mitral  valve  is 
somewhat  thickened  and  the  left  ventricle  a  little  hypertrophied. 
Large  white  kidneys  and  a  fatty  liver. 

2.  There  are  cases  of  pleurisy  with  effusion  In  which  the  inva- 
sion is  acute,  and  yet  not  violent,  while  the  transudation  of  serum 
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is  rather  slow,  The  patients  have  a  temperature  of  from  100°  to 
203°  F.,  higher  in  the  afternoon  than  in  tiie  morning.  They 
feel  ill,  but  do  not  always  go  to  bed.  They  have  more  or  less 
pain  in  the  side,  cough,  and  dyspnoea.  If  the  patients  are  left 
to  themselves  the  fluid  in  the  chest  may  continue  to  increase  for 
several  weeks.  In  some  of  these  patients  there  is  a  curious 
absence  of  pulmonary  symptoms — no  cough,  no  dyspnoea,  no 
pain  in  the  chest ;  very  little  to  observe,  except  a  febrile  movement 
and  the  physical  signs.  While  many  of  these  patients  do  well 
with  almost  any  treatment,  others  continue  to  have  the  pleurisy 
until  the  chart  is  efficiently  aspirated. 

-«■:  Vfs—. Male,  31  years  old,  February  19,  1885.  Eleven  days 
ago  the  man  was  attacked  with  pain  in  the  left  side,  chill,  fever, 
headache,  dyspnea,  and  a  dry  cough. 

To-day:  Pulse  94,  temperature  101.8°  F.;  urine  1014,  no  albu- 
min.    Over  the  left  lung  behind,  from  the  angle  of  the  scapula 
there  is  dulness  on  percussion,  absence  of  breathing  and 
bronchial  voice. 

Eighteenth  day:  The  temperature  has  continued  between  100° 
and  102°  F. ;  the  fluid  has  increased  in  quantity,  so  that  there  is 
now  tlatness  on  percussion  and  absence  of  breathing  over  the 
whole  left  chest  behind. 

nty~eighth  day:  The  man  has  continued  with  temperatures 
!«D  !>9     and  101°  F. ;  the  fluid  has  decreased,  so  that  the 
chest  is  only  half  full  of  fluid. 

A  small  syringeful  of  clear  serum  was  drawn  off  on  the 
forty-eighth  day.  He  left  the  hospital  with  the  chest  still  half 
full  of  fluid.  He  received  only  medical  treatment  and  could 
probably  have  been  easily  cured  by  aspiration. 

k  VH.    PU  sion,   Sacculated. — Male,    47 

years  old.  November  24.  1896.     The  man  had  pneumonia  three 

For  five  ,1a\s  he  has  had  occasional  chilly  sensations,  with 
cough,  headache,  and  pain  in  the  lower  part  of  the  chest  behind. 
There  has  also  been  some  nausea  and  vomil 

Now  he  does  not  look  very  sick ;  the  tongue  is  moist  and  coated ; 
ire  101.4°,   pulse  112,  breathing  28;  urine  1028,  no 
albumin  or  casts. 

r  the  left  lung  behind  there  is  an  area  about  eight  inches 
in  diameter  over  which  there  is  bronchial  voice  and  i,   See 

Fig.  19. 


i 
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Ninth  day;  Five  hundred  find  fifty  cubic  centimetres  were 
aspirated  at  the  point  shown  in  the  photograph. 
Eleventh  day :  The  temperature  was  normal. 
Twentieth  day:  The  man  was  discharged  cured. 


X.  There  are  cases  in  which  the  invasion  is  so  slow  and  insidious 
that  it  is  difficult  to  tell  the  precise  date  of  the  beginning  of  the 
inflammation.  Many  of  the  patients  aiv  si<k  for  weeks  or  months 
before  they  seek  medical  advice.  For  a  long  time  they  are  not 
confined  to  bed;  they  often  continue  at  I  heir  ordinary  occupa- 
1 3< mis  :  some  even  do  laborer's  work.  But  the  quantity  of  fluid  in 
the  chest  slowly  increases,  the  appetite  fails,  the  patients  lose 
flesh  and  strength  and  become  amemie.  The  pulmonary  symp- 
toms are:  pain  in  the  side,  dyspnoea  on  exertion,  and  a  dry 
cuiich.  But  it  is  not  uncommon  to  iee  persons  who  complain  of 
nothing  but  the  loss  of  flesh  and  strength,  and  the  diagnosis  has 
to  be  made  by  the  physical  sitrns.  An  afternoon  fever  of  from 
100°  F,  to  103°  F.  is  regularly  present,  sometimes  followed  by 
i ting  at  night 

It  seems  to  be  possible  in  any  of  these  forms  of  pleurisy  to 
have  a  later  infection  with  streptococci  and  a  change  of  the 
inflammation  into  a  purulent  one. 

alter  recovery  from  pleurisy  with  effusion,  there  are  left 
behind  changes  in  the  cheat  which  are  in  proportion  to  the 
quantity  of  fluid  and  the  hmgth  of  time  it  remains  in  the  pleural 
cavity. 

The  expansion  of  the  lung  is  complete  or  incomplete.  If  in- 
complete  the  wall  of  ihe  chest  is  retracted  and  tin-  heart  pulled  to 
ride. 

Thr  adhesions  which  are  left  behind  often  give  occasional  pain 
lot  many  months.  They  may  cause  chronic  pleurisy  with  adhe- 
sions, or  chronic  bronchitis,  or  interstitial  pneumonia. 

In  a  moderate  number  of  patients  pleurisy  with  effusion  is 
Followed  by  tubercular  inflammation  of  the  luniks,  But  the  inter- 
val between  the  two  may  be  of  months'  or  years'  duration,  and 
is  no  evidence  that  the  two  are  in  any  way  related  to  each 
other. 

The  displaced  heart  may  n  turn  to  its  natural  position,  it  may 
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remain  displaced  and  fastened  by  adhesions,  or  it  may  be  drawn 
toward  the  retracted  side  of  the  d 

SB  Till.     Subacute  Pit  i/a<i/- Male,  34  years  old,  Novem- 
ber bout  a  month  the  man  has  been  losing  appe- 
riesh,  ai               -tb. 
For  three  weekfl  he  has  hid  fliy  cough,  pain  in  the  left  side  of 
the  chest,  and  dyspnoa.  hut  eon  tinned  at  work  until  three  days 
ago. 

Pulse  108,  breathing  36.  temperature  102.6°  F,;  urine 
1018.  no  albumin. 

r  the  left  chest  behind,  from  the  angle  of  the  scapula 
down,  there  is  flatness  on  percussion,  absence  of  vocal  fremitus, 
bronchial  voice,  and  bronchial  breathing. 

Thirty-eighth  day :  The  fluid  in  the  chest  has  increased  in 
quaii ;  clear  serum  were  drawn  off. 

Fifty  first  day:  There  is  no  more  fluid  in  the  chest;  the  man 
is  well. 


><u  ute   1  - »/    Tn  — Fe- 

male. 19  year-  -ember  22,  1886.    Five  months  ago  she  be- 

i"  n  in  the  left  aide  and  she. 

months  the  pain  in  the  left  ride  has  been  more  con- 
it,  there  has  heen  dyspncea  on  exertion,  and  she  has  felt  hot 
and  thii 

Now  sh.  ge,  stunt  girl,  somewhat  anemic,  with  no  appe- 

mperature  99°  F. ;  urine  1030,  no 
albumin  or  cast  the  entire  left  chest  there  is  flatness  on 

pei  behind  there  is  bronchial  voice  and  breathing;  the 

heart  is  pushed  to  the  right. 

was  put  on  solid  diet,  one  pint  of  milk  a  day,  no  other 
:  five  grains  of  chloride  >i  sodium  three  times  a  day. 
December  24:  Twenty-five  ounces  of  clear  serum  were  aspi- 
rate 

January  1 :  She  is  only  passing  twelve  ounces  of  untie  a  day. 
She  is  now  to  take  all  the  fluids  she  wants  and  the  compound 
diuretic  pill. 

January  4  to  G :  She  is  passing  from  ten  to  twelve  ounces  of 
urine  a  day. 

luary  6:  She  is  given  three  grains  of  caffein  four  times  a 
day. 

Jauuar  is  beeu  passing  from  twenty  to  thirty-five 

ounces  of  urine  a  day:  the  fluid  in  the  chest  has  diminished;  the 

bruary  3:  There  is  no  more  fluid  in  the  chest. 
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In  patients  with  small  effttttQ&g  in  the  bottom  of  the  chest  the 
diagnosis  is  sometimes  difficult.  The  percussion  note  is  dull  rather 
than  flat;  the  breathing  can  be  heard,  but  the  voice  is  usually 
diminished.  It  is  hardly  possible  to  be  sure  of  them  without  the 
needle. 

It  is  also  to  be  noted  that  some  pferaom  have  several  attacks 
of  pleurisy  with  effusion,  first  on  one  side,  then  00  the  other. 

Treatment* — The  ordinary  treatment  oj  pleurisy  with  effusion 
at  the  present  time  is  to  try  some  plan  of  medical  treatment  for 
two  or  three  weeks,  and  if  the  effusion  increases,  or  does  not 
decrease  sufficiently,  tin  n  to  resort  to  aspiration.  Salicylate  of 
soda,  iodide  of  potash,  and  the  diuretic  art  the  drugs  usually 
given;  counter-irritation  is  employed  over  the  ebeot,  and  some- 
times the  quantity  of  fluids  ingested  is  very  much  restricted. 

My  own  belief  is  that  the  best  treatment  for  pleurisy  with 
effusion  is  by  the  early  aspiration  of  the  fluid  without  the  use 
of  drugs. 

When  I  began  to  practise  medicine  in  1866  the  routine  treat- 
ment in  New  York  was  to  give  [JOfftHHllllll  iodide  internally  and 
to  apply  repeated  blisters  over  the  affected  side  of  the  chest. 
When  the  chest  was  extremely  distended  the  fluid  was  drawn  off 
with  a  trocar  and  canula.  The  patients,  as  a  rule,  did  oot  die. 
but  they  were  sick  for  a  long  time.  The  extensive  pleuritic  ad* 
hesions  and  the  long-continued  compression  of  the  hmg  left  the 
patients  liable  to  interstitial  pneumonia,  chronic  bronchitis,  and 
pulmonary  tuberculosis. 

As  late  as  1881  I  taught  as  follows; 

"In  those  cases  in  which  the  invasion  of  the  disease  is  acute 
the  treatment  varies  according  to  the  rational  symptoms.  If  the 
patient  is  strong  and  robust,  as  a  rule  considerable  relief  may 
be  afforded  by  apply ii  mps  over  the  affected  side  of  the 

fchor&X  If  the  patient  is  not  strong  and  vigorous,  dry  cups  or 
blisters  may  be  used.  To  relieve  the  pain  and  diminish  the  fever 
opium,  aconite,  and  liquor  ammonii  aeetatis  are  given.  After 
the  acute  symptoms  have  subsided  the  question  of  getting  rid  of 
the  fluid  in  the  thoracic  cavity  comes  up. 

"In  those  oases  in  which  the  invasion  is  medians  there  are  two 
indications  to  be  met.     In  the  first  place  the  fluid  should  be  re- 
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moved  from  the  pleural  cavity,  and  in  the  second  place  the  nutri- 
tion of  the  patient  must  be  improved.  The  exact  way  in  which 
these  cases  of  subacute  pleurisy  are  to  be  treated  depends  on  the 
general  condition  of  the  patient.  If  his  nutrition  has  not  suf- 
fered up  to  the  time  he  comes  under  treatment,  your  attention 
should  be  principally  directed  to  the  removal  of  the  fluid  by 
means  of  persistent  irritation  of  the  skin  of  the  chest  by  blisters, 
and  by  the  internal  use  of  the  iodide  or  acetate  of  potash.  It, 
however,  when  the  patient  comes  under  observation,  his  nutrition 
is  impaired  and  he  is  emaciated  and  anemic,  less  attention  should 
be  paid  to  the  fluid  in  the  pleural  cavity. 

4  The  principal  effort  should  be  directed  to  the  improvement  of 
his  general  health.  Such  a  patient  will  not  bear  blisters,  nor  can 
his  condition  be  improved  by  the  use  of  diuretics.  Iron,  quinine, 
and  the  mineral  acids  should  be  administered  together  with  cod- 
liver  oil  or  cream. 

"'It  may  be  necessary  to  send  the  patient  to  a  warm  climate, 

4 'Besides  these  means  of  treatment  the  question  of  mechanical 
removal  of  the  fluid  from  the  pleural  cavity  presents  itself.  In 
regard  to  the  advisability  of  aspirating  the  thorax  there  is  still 
a  considerable  difference  of  opinion  in  the  profession.  It  is, 
however,  generally  agreed  that  when  the  <1  is  so  great  as 

to  threaten  the  life  of  the  patient,  and  when  the  fluid  in  the 
ot  diminish  within  a  reasonable  length  of  time,  it  is 
uxpeditMii  >rm  the  operation.     The  treasons  iriven  for  nut 

aspirating  are:  That  in  a  considerable  number  of  cases  a  single 

ttion  is  of  very  little  service,  for  after  the  fluid  has 
drawn  off  it  will  reaccumulate  and  other  aspirations 
sary ;  that  with  a  number  of  aspirations  there  is  danger  of  puru- 
lent infection;  that  a  number  of  sudden  deaths  have  occurred 
in  twenty-four  hours  after  aspiration.'1 
h  a  plan  of  treatment  as  is  outlined  above  is  still  followed 
by  many.     It  has  been  somewhat  modified  by  the  "thirst  cure'* 
and  by  the  use  of  the  salicylate  of  soda,     The  radical  objection 
to  tin  is  the  intolerable  length  of  time  cluring  which  the 

patient  remains  sick.     Deaths,  indeed,  are  few,  hut  two  months 
is  an  ordinary  duration  and  six  months  is  not  uncommon, 

.Still  further  than  this,  the  longer  the  pleurisy  lasts  and  the 
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loagST  the  lung  is  compressed,  the  greater  is  the  extent  of  the 
pleuritic  adhesions  and  tin  greater  the  vulnerability  of  the  lung 
to  tubercular  inrlaniniatmiL 

As  fciine  baa  B -  uti  I  have  been  so  thoroughly  impressed  with 

the  idea  that  aspiration  is  the  only  treatment  needed  for  pleurisy 
with  effusion  that  I  have  thought  it  worth  while  to  tabulate  two 
hundred  ordinary  hospital  eases  of  pleurisy  with  effusion  occur- 

Crom  tin-  year  1886  to  1901. 

In  the  first  82  cases  of  the  table,  besides  the  aspiration,  medical 
treatment  was  employed;  iu  the  subsequent  eases  aspiration  was 
the  only  treatment 

It  will  be  noted,  in  the  first  place,  that  none  of  the  patients 
died,  none  Of  them  were  injured  by  the  operation,  and  in  none  of 
them  was  the  chest  infected. 

In  all  of  the  patients  the  quantity  of  fluid  in  the  chest  was 
considerable  and  occupied  the  I  nun   part  of  the  pleural  cavity. 

The  fluid  taken  from  the  ehest  was  bloody  in  25  eases,  turbid  in 
18  cases,  and  clear  serum  in  the  rest.  The  character  of  the  fluid 
seemed  bo  make  no  difference.  Those  with  bloody  or  turbid 
serum  did  as  well  as  those  with  dear  serum. 

In  121  of  the  eases  the  pleurisy  waa  <m  the  left  ride,  Is  79  on 
right  side. 

The  quantities  of  fluid  aspirated  were  as  follows:  Six  cases 
3,000  to  8,600  c.c,  twenty-three  cases  1,50Q  to  2,000  e.0.,  fifty-five 
cases  1,000  to  1,506  e.c.,  forty-nine  eases  500  to  1,000  c.c,  thirty 

eases  It  HI  to  400  u.c. 

Of  the  200  eases  liS  tefl  the  hospital  entirety  cured  j  6  left  the 
hospital  within  ton  days  after  the  aspiration  and  probably  re- 
covered; 6  left  the  hospital  at  periods  of  from  seventeen  to  thirty- 
six  days  after  the  aspiration — -the  pleurisy  was  better,  but  the  re- 
sults were  uncertain!  6  left  the  hospital  ai  the  end  of  from 
twenty-four  to  thirty-eight  days,  not  at  all  improved, 

Of  the  1S2  oases  which  were  eured,  the  Length  of  tone  which 
elapsed  from  the  beginning  of  the  pleurisy  bo  the  day  of  aspi- 
ration was  as  follows: 

Sereu  months,  one  ease. 

Ninety  days,  live  •■ 

Nru -nty  to  serenty-ilYe  days,  three  cases. 
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Sixty  to  seventy  days,  nine  cases. 

Fifty  to  sixty  days,  six  cases. 

Forty  to  fifty  days,  nine  cases. 

Thirty  to  forty  days,  fifteen  cases. 

Twenty  to  thirty  days,  thirty-nine  cases. 

Ten  to  twenty  days,  seventy-one  cases. 

Five  to  ten  days,  twenty  cases. 

Four  days,  two  cases. 

Three  days,  one  case. 

It  will  be  seen  that  in  more  than  one-half  the  cases  the  dura- 
tion of  the  pleurisy  before  aspiration  was  between  ten  and  thirty 
days. 

In  all  of  the  cases  the  pleurisy  was  going  on  as  an  inflammation 
up  to  the  time  of  the  aspirations ;  the  patients  had  not  been  at  all 
unproved,  either  by  nature  or  by  the  different  medicines  which 
they  had  taken. 

The  length  of  time  which  elapsed  from  the  aspiration  to  the 
entire  cure  of  the  patient  was  as  follows : 

Within  a  week,  64  cases. 

Within  two  weeks,  138  cases. 

Within  three  weeks,  158  cases. 

Within  four  weeks,  169  cases. 

Within  six  weeks,  179  cases. 

As  to  the  number  of  aspirations :  the  operation  was  done  once 
in  142  cases,  twice  in  45  cases,  three  times  in  9  cases,  and  four 
times  in  4  cases. 

In  private  practice  the  results  are  better  than  in  the  hospital. 
In  the  fortunate  cases  within  twenty-four  hours  after  one  aspira- 
tion there  is  no  more  fluid  and  no  more  pleurisy. 

In  a  large  number  of  cases  the  pleurisy  is  cured  within  a  week, 
and  none  of  them  ought  to  be  sick  longer  than  two  weeks. 
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Cases  op  Pleurisy  with  Effusion  Treated  by 

Aspiration  at  tot 

Roosevelt  Hospital,  from  188fl  to 

1901, 

No,  of  days 

Condition  of  the 

Day 

Character  of 

Subsequent 

Oilier 

from   first 
tapping  to 
end  of    _ 

chest  oq  admission. 

Lapped. 

the  flutd. 

lappings. 

treatment . 

i 1 

pleurisy 

1  Left chest  two-thirds 

Wth  day 

Reddish 

None. 

Acetate     of 

38  days. 

full  of  nuid. 

Mtaa 

potash  and 
digitalis, 

leoocc. 

calomel. 

K.juilis,  and1 

digitally 

strapping 

the  u  best. 

ii 

i  Half  full  of  fluid. 

15tb   '* 

Clear  serum 
14O0C.C 

M 

Calomel, 
squills,  and 
dtgUaltn. 

8     " 

a* 

»  Left  chest  two-thirds 
full  or  flutd. 

120th  " 

Clear    serum 

IfiOO  CO. 

«• 

IfOBB. 

Went   home 
on  9th  day 
with  chest 
still    hold- 
ings little 
fluid. 

4S 

»  Left  chest  three- 

50th  " 

Clear   serum 

it 

Digital!  u. 

14  days. 

fourths  full  of  fluid, 

5ft 

4  Lef  t  cheat  thre-e- 
fnurthafuilof  fluid. 

10th  M 

Clear    MflUB 
MOOo.c. 

4. 

None* 

14     " 

•  1 

B  Left   chest      full     of 

nut,! 

50th  ■ 

Clear    MIHB 

laoocc 

One  400  c.c. 

" 

24     M 

7* 

ft  Right  chest  half  full 

■i   mil, J. 

83th   ll 

Clear    serum 
three  pints. 

One  975  c.c 

M 

IS     *' 

8  3 

8  Right  che*t  three- 

hx  full  of  fluid. 

0th    " 

Dark    serum 

None. 

rt 

U     " 

0000  c.c. 

OS 

7  Left  chest  two  third* 
full  of  fluid. 

21st    " 

Clear    serum 
11001 

ii 

Dlgilfllin 

:     h 

10  2 

3  Left  cbest  half    full 

Uth  ■■ 

Clear    serum 
10000*0. 

M 

■  > 

0     lv 

its 

7  Left    chest     full    of 
fluid. 

Reddish   ser. 
1150  CO 

" 

" 

20     *• 

III 

S  Right    chest   full   of 
fluid. 

90th  M 

Clear   serum             " 
24  ounces. 

** 

19  days; 
J  in  proved. 

(I) 

1  Left    chest     full    of 

l«th  M 

Dark  red  ser. 

•• 

IMtje, 

fluid. 

on* 

Ml 

1  Right  chest  half  full 
or  fluid 

8th  " 

Clear   serum 
2100c.c 

It 

Potassium 
imllde. 

u    M 

15  H 

12  Left   cbest   half  full 
of  fluid, 

Uth  « 

Clear   serum 
8  »fi  C.C. 

•  « 

None. 

o    « 

til 

r>  Right  chesl  half  full 
of  fluid. 

mi  - 

Clear   serum 
1750CC 

•  • 

lOtNM 

salicylate, 
strapping 
the  chest 

N'Ulr. 

5      * 

tl 

h  Right  chest  two- 
thirds  full  of  fluid. 

14th  " 

Reddish  ser. 

|l 

16      '■ 

i  uiioOOO. 

8  Right  cheM  two- 

Wk  >l 

Clear  serum 

M 

Digitally 
drarel 

4     ,4 

tbirds  full  or  fluid. 

240U. 

19  t 

tl  Right  chest  half  full 

14th   M 

Clear   serum 

Bloody    ser. 

pills. 

i 

26     " 

of  fluid. 

106-1. 

900  c.c. 

squills, 

strychnia; 
strapping 
the  cheat. 

90  i 

ft  Left  chest    half  full 
of  fluid. 

42d     " 

Clear   serum 
100  c.o. 

None. 

DigiUlin. 

7      - 

21  1 

15  Left    chest     full    of 
fluid. 

i&th  M 

Brown  serum 
8200c  c 

u 

Son.-. 

to    •• 

28  5 

15  Left  chest   half    full 
or  fluid 

Uth  M 

Gtaw   Nrttt 
aoooc.c. 

" 

" 

10     ■• 

0! 

K>  Right  cheat   bslf  full 
of  fluid 

28th   ■• 

Clear   serum 
750  c.c. 

1    800  c.c. 
90  C 

575  .  ■ 

Digitalin. 

n    m 

Mi 

19  Left    chest    full     of 
fluid. 

Hth   " 

Clear   serum 
SOOOcc 

>"■■: 

None. 

a    •• 

©- 

11  Lert  chest   one  third 
full  or  fluid. 

Uth  " 

Ckflr    scrum             ♦' 
ItfOOcc 

Digitalis, 
squills,  and 

o    M 

M 

n  Right  chest  half  full 

Uth  « 

Clear   serum 

strychnia. 

7     M 

or  fluid. 

800  C.C. 

97! 

*T  Right  chest  one- 

21st    " 

Clear    me  rum 

(                       " 

Strapping 
the  cbest. 

5     M 

tfaird  full  of  fluid. 

1020  co. 

! 

j 
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No.  0l  days 

6 

p     Condition  of  the 

j£    chest  on  adm. 

Day 

icter  "1 

,  Subsequent 

1  ither 

flrst 

lapping  to 
end  of 

K 

!  tapped. 

the 

I     tapping*. 

■ 

pleurisy. 

25  Left   chest,    half   ful 

J  ilst    day 

Bloody     s>-r 

None. 

None. 

18  days; 

improved. 

98 

85  Rlkrht  chest  half  fu) 
of  Hi 

1  m  ■    " 

Clear   seruiu 
800  c.c. 

"• 

Diuretic  pill 

8  days. 

to 

14  Left    chert    full     0 
fluid. 

nath    M 

Clear   serum 
1800  c.c. 

" 

None. 

11     H 

tl 

*  Left  chest   half    ful 
Sold. 

1    7th     H 

serum 
I860  c.c. 

Diuretic  pill 

,   5     ** 

M 

81  Right  chest  One- 
full  of  fluid. 

eoth    * 

Turbid     eer. 
860  c.c. 

' 

Potassium 

tl     » 

N 

Bfi  Ritfht  ob est  half  r/ul 
laid. 

m*  - 

Turbid     ser. 
H  donee* 

41 

Potassium 
Iodide. 

18     " 

84 

31  Rleht  chest  half  ful 

42d       *' 

dear   serum 

"' 

Potassium 

10     * 

Of  fluid. 

UoOac. 

iodide 

■ 

is  Riffbt  chest 

SI  St     •♦ 

Clear  serum.  Clear   serum 

Potassium 

80   y 

ihlrdi  full  of  fluid. 

180OC.C. 

Iodide. 

86 

■>!  I>ft  che*l  thret*- 

fourtbttfuilof  fluid 

SStll     " 

Clear   serum1  Clear  serum 
1800  c.c.            1780  c.c. 

Dlgitelltt, 

24     4i 

87 

M  RifChl  chert  lialf  ful 
or  fluid. 

tith    " 

Clear  serum 
760  c.c. 

None. 

11 

9      ,l 

88 

U  Ripht  chest  half  full 
1illd. 

Wth     " 

Clear    vnim 

Potassium 
iodide 

0      " 

80 

M  Left  chest  two-third* 
full  of  fluid 

14th     " 

CPMf    berum 

M 

Potassium 

iodide 

n    " 

40 

at  Riirht  ches 

thirds  full  of  fluid. 

75th     " 

Clear    serum 
1875  c.c. 

tl 

Potassium 
acetate  and 
digitalis. 

Potassium 

18     " 

41 

17  Left   chest  half   full 

18th     M 

Reddish  ser. 

M 

18     « 

of  Sold, 

900  c.c 

acetate  and 
alia, 

FNmrlum 

48! 

M  Left  cheat    half  full 

i  1st     ■< 

Clear   serum 

11 

u    " 

"f  fluid. 

800. 

acetate  and 
digitalis, 

Potassium 

43: 

»  Lert  cheat  three- 

60th     ** 

Reddish  ser. 

•  i 

sj    •• 

founhs  full  of  fluid. 

800  fl 

acetate  sud 

•iis. 

Diuretic  pill. 

449 

uBijrht  chest  thn-<- 
1    fourths  full  of  fluid 

Htb     M 

Clear   serum 

1. 

v\     •■ 

1075  1 

88 1] 

best  tbree- 

1    fourths  fall  or  fluid. 

10th     " 

Clear   serum 
1675  c.c. 

M 

Root. 

|     ■■ 

48) 

1    chest     full     uf 

4th     * 

Reddish  ser 

860.  1 

M 

Potassium 
Iodide, 

11     ,4 

47* 

»  IWt  1  i 

fourths  full  of  fluid 

l«th     " 

Clear   serum 

aootj 

' 

PofasBium 
Iodide. 

to    u 

H  Left  chest  half  lull  of 
fluid. 

iath    »■ 

Clear  serum 

soo> 

11 

Potassium 
acetate  and 
dleltalta. 

8     ■• 

«t  a 

8  Left  chest  half  full  of 
fluid. 

8Hth     M 

Turbid     ser, 
1400  CO. 

" 

None. 

15     " 

80  e 

est  half  full 
or  fluid. 

8th     M 

Clear  serum 
575  '- 

" 

Potassium 
Iodide. 

i     " 

.11  s 

1  chest  balfrullnf 

2Sth     ■■ 

Reddish  ser. 

II 

Potssslum 

18       • 

11  Mi'l 

1808 1 

iodide 
■  -  _  •  .  ,.  1 t  0 

Ml 

8  Rhrhtebert  two 

thirds  full  of  fluid. 

36  th      *» 

Clear  serum 
18*8  c.c, 

U 

uiifitaiifi. 
PouuBiom 

iodide    and 

dhrltsliK. 
Potassium 

4     * 

0  Rlnht  cheM 

14th     " 

Poddtsh  set. 

it 

88     " 

thirds  full  of  fluid. 

1 100  c.c. 

acetate  end 
digitalis. 

Dl^italui 

Ml 

two-thirds 

M     ■• 

Clear  serum 

Clear  serum 

88  days; 

full  or  fluid 

:50  c.c. 

880  c.c. 

lmprf^ved. 

881 

tust  half  full  of  11th     •• 

Clear   serum 

Noue. 

14  days. 

fluid 

1800  c.c 

884 

B  Left    chest    full     of   8th    " 

Clear  serum 

p 

8     M 

fluid 

8700 

chest     full     of 
fluid 

llth      " 

Clear  serum 
875  c.c. 

Jlear    Kfruru 
800  c.c. 

" 

80     M 

awe 

llOlf   ftill  4-f 

lOtfc     « 

Turbid      ser. 

None. 

ill*, 

J7     ,4 

' 

888 

1  HlKht  .-best  half  full 

Hold 

*'!st        ■ 

Die sr  serun  1 
1000  c 

a 

None. 

18     " 

008 

D  Rleht    ebert    rull   of 

7th     " 

Clear   serum 

N 

Potassium 

17     ,l 

fluid. 

30OU  c.c. 

iodide     and 
digitalis. 

u 

i 
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No.  of  days 

6 

fi 

Condition  of  the 

Day 

Character  of 

Subsequent 

Other 

from  first 
end  or 

* 

< 

chart  on  admission. 

tapped. 

the  fluid 

tappiojes. 

treatment. 

01 

l*> 

pleurisy. 

Lef  t  cheat  three 

Ktth  dmj. 

Clear  serum 

None. 

Potassium 

0  days. 

fourtbs  full  of  fluid. 

8800  c.e. 

iodide    and 
digitalis 

m 

1 

Left  chest  half  full  of 
fluid 

3d      ■ 

Clear  serum 
074  c.c. 

Potassium 

and 
dim  La  Us. 
None. 

IS     - 

68 

N 

Lett  chest  half  full  of 

7th     « 

Clear   serum 

ii 

ll     ' 

fv«.a 

700  CO. 

04 

so 

Rhrht     chest    full    of 
fluid. 

rib    <* 

Clear   serum 
i;ov 

000  c.c. 
50\i  c.c. 

10     •* 

05 

ii 

Left  chest  half  full  of 
fluid. 

BM     " 

Turbid     ser. 
850  c.c. 

None. 

9     *' 

ait 

n 

Left  cheat  half  full  of 

lfith     l' 

Clear  serum 

1*50  c.c. 

Potassium 

n   » 

IS  old. 

750  cc 

i.  did*,   and 
duett  alts. 

o; 

« 

Klffht     cheat    ful 

42d        b| 

Clear  serum 

■  ii*. 

DlgHAUv 

o     *. 

OS 

■3 

Let!  chest  full  of  fluid. 

14th       * 

Clear   serum 
IBOOcc. 

800  c.c. 

Nooe. 

o    -k 

08 

*3 

Left  chest three- 

fourili*  full  of  fluid 

7th  mo. 

Char    aortlflO 

lMki:nlio. 

IS      " 

N 

riest  full  of  fluid. 

SOth  day 

(.  lear   serum 
1786  cc. 

Clear   serum 
8000  c  Q. 

48     " 

thirds 

ftft     •• 

Clear  serum 

None. 

*• 

10     " 

ii-l. 

1  NO  c.c. 

78  ar  ! 

14th     M 

Bl.«*iy     Mr. 

■• 

None. 

N    - 

f . oirt h*-  full  of  fluid. 

800  c  c. 

« 

•J 

Lett  cheat  full  of  fluid. 

Ith     ' 

Clear   serum 
lOuOcc 

1500  c.c. 

Digitalta. 

10    ** 

M 

IP 

Right  cheat  two-thirds 
full  of  fluid. 

12th     " 

Clear  serum 

None. 

Diuretic  pill 

15     " 

TS 

4T 

Left  chest  half  full  of 

15th     rt 

Clear  serum 

IBUOec. 

Potassium 

Wdays; 

fluid. 

a:;,  i  . 

:.  pill 

not      im* 
prorrd. 

TO 

Bl 

Rhcht  chest     rull    or 
fluid. 

Uth      " 

Clear   serum 

Nooe. 

Diuretic  pill. 

8  days. 

* 

Rurht  cheat  half  rull  of 

1st     " 

*erum 

Dlur- tic  pill. 

8     " 

fluid 

<7u  C 

t 

naif  full  of 

10th    •' 

Bloody    s©r. 

«« 

DlureticpiU 

0     M 

2  ,-unoea 

n 

■ 

R lK' lit    chrst   half  lull 
of  fluid. 

tut    •* 

s ■-.',-  E 

•• 

Diuretic  ,ii    , 

1 

M 

..it  half  full  of  loth     " 

Clear  serum 

»> 

that, 

Bold 

M  DM  OWL 

Bl 

.  he*i  half  fall  of 

18th    " 

Clear  serum 

■  ■ 

Diure« 

11     *' 

fluii! 

■ 

1  chest  half  full  of  81  at      M 

Clear  serum 

■i 

Dlum 

flu  id. 

xu  ounces. 

m 

L  both    " 

Bloody     ser. 

1850  i- 

None 

48     * 

mn  c.c. 

15w0  c.c. 
Turbid      ser. 

ft! 

«5  Richt  cb»-*t  three- 

*5th    " 

Purulent  ser. 

11     " 

fourths  full  of  i' 

tfMOc.c. 

500  « 

-•■ 

-:  half  full  nf  nth     " 
fluid 

Turbid     »er. 

«8Cu 

ROM 

6     *' 

86 

SO  Left  ch*st  half  full  of  i8d 

• 

M 

» 

fluid 

.;C- 

-: 

«•  Lett  chest  hair  full  or 
Bold 

loth    •• 

Clear  serum 

*»cc 

• 

4     M 

MBMBUhtChsit  half  fun  or  BM 

Cle*r  serum 
lOrsi 

it 

M 

6     ' 

•»t  two  thirds  15th    ■ 

Clear  serum 

*' 

•  » 

N 

ru  t  of n 

8780  c.c. 

■ 

H  chest  full  of  fluid.  ]4th     " 

Gwar  wui 

- 

serum 

885  c.c. 

•  • 

10 

81 

best  half  full  of 

2*1      N 

Nooe. 

1     "• 

riuj-i 

ISOuc.c. 

81 

-lit  chest  half  full  of 

8th    N 

Clear  serum 

H 

7      - 

Bald 

BBOJDi 

yfl  H  RUM  efeMl  u<r.v 

nh    •• 

Clear  sarmu 

•4 

M 

10     " 

[    fourth*  full  of  fluid 

IBMfeA 

«4 

si  half  full  or  30th    •' 

rurhM     Mt 

1* 

«» 

BOM, 

cc. 

M 

» 

he«  half  full  of 
fluid 

nth    ■ 

Clear  serum 
» lOi." 

•■ 

i» 

- 

m 

Bl 

beat    two-thirds 

«th    » 

Clear  serum 

M 

|     « 

full  of  fluid. 

700  ■ 
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No.  of  day» 

6 

< 

Condition  of  the 

Day 

Character  of 

Sunaequeut 

Other 

from     first 
tapping   to 
m  of 

R 

chest  on  admission. 

tapped. 

the  fluid. 

tappings 

treatment. 

87 

_ 

H 

pleurisy. 

Left  cheat  half  full  of 

10th  day. 

Clear   serum 

None. 

None. 

8  days 

fluid. 

BOOc 

08 

M 

Left  ehest  two  thtnl> 
full  of  fluid. 

Iflth     M 

geruan 

itOOCO. 

a 

u 

4     " 

M 

M 

fourths  full  or  fluid 

10th     " 

Clear   aerutn 

" 

t. 

8     M 

100 

10 

Ri£ht    chest    full    of 
fluid. 

10th     ' 

Clear   serum 
*700  i 

u 

o     .. 

101 

19 

Left     cheat     full    Of 
fluid. 

60th     " 

Clear   scrum 
e. 

•  i 

•  l 

10      " 

Ml 

■ 

\j>tt    chest    full     of 
Buld. 

tm    " 

Clear  serum 
MOOcc. 

II 

16      '• 

109 

'2] 

■  •heat  half  full 
of  dull 

Clear  aorani 
c. 

M 

6     " 

Mi 

N 

Left  client  half  full  of 
fluid. 

inn   ■ 

OJuar  iserum 
IttOoa 

Clear  aerutn 
1800  c.c 

18     *k 

105 

to 

Left  chest  half  fullof 

fllikl. 

Goth     * 

Clear   serum 

itoo 

Clear    seruui 
1000-  . 

" 

18     '■ 

100 

18 

•!.-st  half  full 
of  fluid. 

19th     '* 

t'H-HI 

LflOOi 

Itloo.iv     aer. 

101 

■  . 

0      " 

107 

i',i 

Richt  cheat  half  full 
Bald. 

TiUth      " 

-erum 

'O.C, 

ii  ir    seruui 
lOOo  i 

0      M 

toe 

a 

Left  client  two-thirds 

43d      " 

serum 

Clear   serum 

18     »• 

full  or  fluli  1. 

BOOc 

100 

80  Left  ebe*t    ou*  thin! 
aid. 

00th     M 

t-rum 

Clear 

|        « 

-i    one- third 

BOtfc     M 

Clear  N»rum 

None. 

•  4 

4      " 

full..; 

III 

-:T 

kitMit  OheHt  tWO* 

full  of  fluid. 

0*     " 

CSeor  serum 

" 

" 

t     " 

tit 

n 

L»*ft   chest  onto  third 
fluid 

10th     - 

Clear   serum 
000  ce. 

lOd  «>-: 
improTrd 

IN 

M 

'»••  third 
thud 

mt  h 

Bloody     aer. 
1000 1 

todays. 

114 

■ 

Right   chest   half  full 

•ud. 

Clear    serum 
OOfK 

Clear   serum 

9     " 

115 

10 

beat    run   of 
fluid. 

esth  " 

Clear  serum 
tlOOec, 

|       H 

no 

37 

eat  hair  rull  of 
fluid. 

lllh     " 

Blood  j 

100. 

" 

niscbariiefl; 

117 

->t  half  fullof 
HUM 

15th      + 

Clear   serum 

Clear  serum 
7  so  e.c. 

il- 

RI*bt   chest  hair  full 
officii 

BOUi    N 

rieur   seruui 

None 

7      •' 

HO 

heat  half  full 

0th      " 

dear   -crum 

Clear  serum 

** 

Oday*; 

ot  fluid 

100  ec. 

154i  ce. 

improved 

m 

M 

fuiiof  nuij. 

Idth     M 

near   serum 

None. 

6  days. 

191 

|j 

Loft   idu»Hi  one-iblrd 

ISth     •♦ 

Clear    *erum 

UOOCO, 

17     '* 

121 

N 

Left  .dust  half  full  of 

13th     " 

Clear   serum 
ItOOfl 

1 

" 

80  days; 
Improved. 

1«3 

M 

Left  chest    one- third 

17th     M 

Blood  3 

Clear   serum 

tl 

fullof  fluid. 

lOftCC 

100  6.0, 

•*ed. 

IW 

P 

Left  Ohe**t  two-thirds 

full  Of  fluid 

17th     " 

■ 
lift*' 

1H»>C.C. 

1100  ( 

ii 

185 

c 

Ki^ht  cheat  one-thinl 

83d      <f 

Bloody     aer, 
1000  CO. 

None. 

•  > 

6     " 

1* 

■ 

>*Ot    one-third 
full  of  fluid. 

84ih     " 

Clear  serum 

0.0, 

" 

ii 

0     " 

187 

r 

Left   cheat    one-third 

i  fluid. 

17th     * 

Turbid     ser 

|| 

n  •• 

1*1 

R 

heat     fuil     of 

0th     " 

Clear  serum 
176i 

Clear   serum 
1100 

ii 

0      M 

m 

0 

L"ft   chest    one-third 

I  fluid 

17th     •• 

1800  c.e. 

Clear    serutu 
000  c.c. 

' 

1-J     ■ 

iao 

n 

'Rurht  Cheat  two 

fOtfl     ■• 

C'ear    <erum.       None. 
1160  c 

M 

It    " 

1*1 

'-• 

best     full     of 

fluid. 

Clear   seruiu  Clear  aerum 
lOOflco.             IIOOC.C. 

0  days; 
«**ed, 

ne 

ii 

iath    »• 

i nic     *er 

400. 

None. 

i. 

81  days 

it) 

i 

Right  ••!..     t  two. 

lilU  Of  flid.i 

lint      " 

Otter   serum 
e.c 

" 

" 

8    " 

131 

u 

full      of 
fluid. 

loth     ' 

Clear  serum 
iilOftc.C, 

9    M 
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N-»  of  days 

o 

< 

OonditloB  of  the 

!     Day 

diameter  of 

Subsequent 

Other 

first 
lapping;  to 
end  of 

8 

chest  on  admission. 

l.tpjM'd 

the  fluid. 

tappings. 

treatment. 

ins 

fl> 

iMmrisy. 
ttfftf*. 

?best  half  full 

3-.Mli  daf. 

Bloody     aer. 

None. 

N..ne 

U  tltiid. 

muses. 

136 

fB 

Bight  chesr  two            ISOth     H 
thirds  full  of  fluid.    l 

Green  lib  »ser 

1500  c.c. 

* 

H 

7     " 

137 

m 

Left  .  hert  half  full  of  10th    " 
Bold. 

Brownish  ser 

M 

k 

r     « 

138 

*> 

Right   cheat  half  ful]|83d       M 

of   ftlljd. 

t'h'iir    >erum 
600  c.c. 

" 

8     " 

139 

i; 

Lf ft  chert  hair  full  of  Slut     " 
fluid 

Cleur   <-erum 

900. 

l  1 

4     -1 

HO 

M 

Right  chest  iwii- 
thu  Is  full  of  fluid. 

87th    4' 

greenish  Her 
9010  c.c. 

" 

20     " 

HI 

ii' 

Rttrtlt  chert  three* 

fourths  full  or  fluid. 

40th    M 

Clear   serum 
If  10  J 

23      " 

Nfl 

Ml 

Left  chert  two  thirds 

full  0< fluid. 

12th     " 

Clear  serum 
T     unees. 

'5  days; 
Improved. 

m 

50 

I  .en  Cheat  half  full  of 

fluid. 

,20th     " 

Bloody     ser. 

flOOc.c. 

3  days. 

144 

n 

Right  chest  two- 
thirds  tall  of  fluid. 

na    H 

Clear   serum 
900  cc. 

" 

7     " 

Ml 

IS 

Right  che*t  two- 

thirds  full  of  fluid 

17th     " 

draff   serum 
300  ao. 

M 

4     M 

146 

M 

■<M  half  full  of 
fluid, 

nd    " 

Clear   serum 

" 

M 

17      " 

H7 

■ 

l>ft  cheat  half  full  of 
fluid. 

M      " 

Clear   MCino 
1250  c»c. 

Clear   serum 
lioOcc 
1000  c.c. 

10     m 

MB 

M 

Right  chest  half  full 

of  flu  til 

24  th     M 

BfOWB      ser. 

lOUe.o. 

tfoas. 

*" 

0     " 

HO 

a 

Right  chest  three- 
foiirilm  full  of  rlui.l 

80th     " 

Clear  ser  urn 
900  cc. 

»• 

11 

rt      ■ 

m 

IK 

Right  che^t  half  full 
of  fluid 

onth    M 

Clear   serum 

leooi 

*« 

22     " 

161 

n 

Left  chert  two-thirds 
full  of  fluid 

6!st     " 

Clear  serum 

Clear  serum 
750  c.c. 

it 

10      M 

158 

IS 

l>«f  t  cheat  half  full  of 
fluid. 

43d      " 

Clear   serum 
1000  e  e 

None. 

i. 

4      ** 

153 

N 

Left  chert  half  full  of 
fluid. 

nth    M 

Clear   serum 
1KM*. 

450. 

111       u 

154 

,T 

Bight  cheat  i «.. 

i N  ■  i»d  of  fluid. 

17th     tl 

*erurn 

•  -,e. 

None. 

" 

•    •' 

165 

81 

Right  cheat  half  full 
of  fluid. 

11th    M 

Clear   serum 
1000  c.c. 

850  c.c. 

O 

13      H 

15ft 

M 

Right  chest  two- 
thirds  rull  of  fluid. 

15th     " 

Clear   scrum 
000 1 

H00  C.c. 

II 

30     '• 

167 

ir, 

Kuril'    chest    Imlf  full 
of  fluid 

20tb     M 

Clear   serum 
1*00  c.c. 

♦80  ex. 

ti 

20      » 

in 

M 

Right   chest  balf  full 
id  fluid. 

8th    " 

Clear   serum 
900. 

" 

18     ** 

in 

II 

Left  chest  half  full  of 
fluid 

12th     M 

Clear   serum 
1850  c.c. 

1350. 

•  • 

16     M 

m 

i" 

Left  chest  half  full  of 
fluid. 

43d       " 

Turbid      ser 
500  c.c. 

i«ft 

*' 

7      - 

161 

»• 

Right  chest  two- 
thirds  full  of  fluid. 

91st     •' 

Cleiir    serum 
700  c.c. 

20  c.c, 

M 

ft     " 

Mi 

1 

Left  chert  hair  full  of 
fluid. 

Hth     M 

Clear   serum 
1000  c.c. 

None. 

• 

1      " 

183 

M 

Left  chert,  two-thirds 
full  Of  fluid 

17th     " 

•i-rum 
l.w 

04  c.c 

*' 

0     " 

Ml 

4',' 

Left  ciiert  two-thirds 
tall  of  fluid. 

I7ih     " 

Clear  serum 

1850  c  c. 

0       ' 

105 

n 

Right  chert  two- 

.  full  of  fluid. 

54th     " 

Clear   serum 
1980  c.c. 

480. 

*" 

ft      '• 

ISO 

H 

Rlpht  chest  half  full 
of  fluid. 

12th     m 

Bloorly    ser. 

840  i 

None, 

" 

5     " 

137 

Left  chert,  two- thirds 
full  of  fluid 

23d      " 

Clear    serum 
1728  ee. 

188  c.r. 

7     ,l 

138 

•  thirds 
full  of  fluid. 

Hth    " 

Turbid     ser. 

None. 

" 

8     " 

Ml 

on 

Right  ehcM  i»m 
thirds  full  of  fluid. 

19th     " 

Clear  serum 
1990  cc. 

H 

■  » 

8     « 

170 

•- 

hlght  chest  half  full 
of  fluid 

28d      M 

Turbid     ser. 
400  cc. 

ii 

»♦ 

17  days; 
Improved. 

171 

H 

chest  two- 
thirds  tall  of  fluid. 

131  h     M 

Turbid      ser. 
1400  c.c. 

il 

" 

2  days. 

178 

M 

Left  cheat  half  full  of 

51St     M 

Id      ier. 

500. 

U 

|     ' 
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No  of  days 

& 

< 

Condition  - 

Day 

Character  of 

Subsequent 

Other 

from    first 
tapping  to 
end  of 

m 

chest  on  admission 

tht*  HuM. 

tappings. 

treatment 

173 

B 

ulauitJjr. 

Left     chest     full    of 

15th  day 

Clear  uanHB 

None. 

None. 

1  day. 

fluid. 

800  c.c 

39  Lc 

33d      '* 

Cl«-ar   serum 

>» 

•* 

2  days. 

fluid 

8898  eo, 

R 

L«*ft  chest  two-thirda 
full  .  f  fluid 

51st      " 

Clear  serum 

1800  cc 

M 

r,     •■ 

178 

Left  chest  hair  full  of 

fluid. 

|4tst      " 

Clear   serum 
147." 

None. 

lday. 

177 

18 

Left  chest  half  full  of 

fluid. 

88th     M 

Turhid     ser. 
800  c.c 

" 

8  days. 

178 

80'Left  chest  tWO-thlrds 

Wh     " 

serum 
1180 

ii 

N 

«     •' 

179 

SCMRJghr 

14th     '• 

v     ser. 

•  i 

M 

a    M 

Lhird  ruU.d  rluid. 

81 

Left  cheat  half  full  of 

fluid. 

Wth     " 

serum 

u 

" 

1  day. 

.If  full 

list    y 

c. 

M 

" 

l     " 

..lit  chest  full 

Slid 

Turhid     ser. 

1800  c.c. 

H 

ndtji* 

90ft  i 

Mi 

Ri«ht  cheat  two- 
full  or  fluid. 

Clear    -crum 

woo  ex. 

** 

18      '• 

1CH 

2T, 

Left  chest  half  full  of 

7rh     " 

•  > 

*t 

10      »• 

100(1 

m 

» 

half  full  SSd      " 

t.Var    Mcrutn  100  - 

8      ll 

ml 

V*IH'  1 

188 

8} 

Left  •  d 

--full  of  fluid. 

Nth      ' 

Clear  serum  890 

tOO  c.u 

" 

80     w 

187 

■ 

Left     chest    full    of 

Mtt   M 

Clear   *erurn 

ftJOOcc. 

»i 

84  days; 

fluid 

1100  e,e 

4V0  C.C. 

improved. 

189 

n  n 

nil  of  fluid 

58th      » 

■ 
1100  ce 

" 

15  days. 

188 

■thirds 

28d      " 

14 

10     » 

full  of  fluid. 

980  c.c. 

180 

■ 

heat  twg 

ihtrds  rull  of  fluid. 

mt   • 

C'Vnr    scruoj 

41 

15     M 

1850  c.c 

191 

K 

L«ff  chest  two -tiiiiita 

9lst      " 

Clear  serum 

8400  c.c. 

'* 

M  day*;: 

1100  6.0 

1480  c.c. 
885  cc. 

uapi  •> 

mm 

-t  hair  full  of 
fluid 

sth     "' 

Clear  wrum 
1800  < 

None. 

7  days 

mm 

st  half  full  of 
fluid. 

Ilih     " 

Cl^ar    ^nim 
1800  c.c. 

400  c.c 

8     M 

191  *2 

Loft  •■tiest  two-thirds 

7th     « 

GtosV   serum 

150  c.c 

M 

11     " 

full  of  fluid. 

1800  cc. 

!95  35  Ripht  chest  half  full 

89th     M 

Clear  serum 

Noik'- 

41 

n   ■■ 

I    of  fluid. 

19871,  Right  chest  half  full 

Sth     M 

Clear   *erum 

M 

14      " 

..f  fluid. 

1160  ae. 

197  87;  Left  chest  half  full  of 

J8d      * 

Clear   serum 

'* 

•* 

43  days: 

550  cc. 

Improved. 

198  88  Bight  chest  half  rail 

17th    " 

Clear   seruni 

400  c.c 

•  < 

4.1  days. 

300  c.c, 

chest  two  thirds 

iMth    M 

Clear  serum 

BOO  cc. 

•  4 

f  4  days. 

full  of  fluid. 

.100  c.c. 

550  cc 

improved. 

300 .89  Left  cheat  two-third* 

wth     " 

Clear  serum 

1660  c.c. 

*' 

38  days. 

full  of  fluid, 

1150. 

850  cc. 

Improved. 

THE    PI  El 


I'i.iii  iMBSf  with  the  Production  of  Serum,  Fibrin,  and  Pus. 

Em i  \i:ma. 

ions. — The  inflammation  i-Ljularly  involves  the  whole  of 
the  pleura  on  one  side  of  the  chttt,  l<-ss  frequently  a  eireum- 
scribe<l  portion  of  the  pleura.  Tin*  intiammation  follows  two 
different  forms: 

1.  The  pleura  is  coated  with  fibrin  and  pus,  and  its  cavity 
contains  purulent  serum,  but  the  pleura  itself  is  but  little 
ehatiii'  1. 

This  form  is  must  OommOB  in  children. 

'2.  The  pleura  is  coated  with  fibrin  and  pus,  its  cavity  contains 
purulent   serum,   ami    in    addition    the   pleura   itself   is   much 
ged.     It  is  split  up  by  great  numbers  of  new  cells,  so  that 
it  n-vmbles  granulation  tissue. 

In  either  case  the  fluid  accumulates  in  the  lower  part  of  the 
pleural  cavity,  pushing  the  lung  upward  and  toward  the  verte- 
bral column;  or  in  the  posterior  part  of  the  pleural  cavity,  push- 
16  lung  forward;  or  it  is  sacculated  in  any  part  of  the 
iral  cavity. 
The  lung  is  usually  much  compressed.     In  old  cases  the  pleura 
•  s  much  thickened,  and  may  be  infiltrated  with  the  salts 
of  lime. 

The  suppurative  process  may  extend  from  the  pulmonary 
pleura  to  the  lung,  and  the  pus  then  escape  at  intervals  from  the 
tmmehi;  or  it  may  extend  from  the  costal  pleura  to  the  wall  of 
the  chest  and  the  pm  escape  »'\t«rnally. 

In  a  few  eases  the  inflammatory  products  and  the  superficial 
lay*  pleura  beeome  gangrenoni. 

The  micro-organisms  regularly  found  are  either  itreptOOOeei 
or  pneomocoed.     There  seems  I"  be  no  special  difference  in  the 
a!  symptoms  whether  the  infection  is  effected  by  one  or  the 
Other  of  these  organisms. 

nftuiis. — The    Inflammation   may  be   primary,  after  expo- 
sun*  tO   eold,   Or   without   discoverable  cause.     The  patients   iifv 
uly  attached  with  chills,  a  high  temperature,  marked  pros- 
tration, headache,  pains  in  the  back  and  limbs,  pain  over  the 
inflamed  pleura,  shallow  and  painful  breathing,  sometimes  cough. 


THE   PLEURA. 
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ymptoms  may  continue  acutely  and  the  patients  die  in  a 
short  time,  or  they  may  subside  and  the  inflammation  pass  into 
the  chronic  condition. 

It  is  difficult  to  distinguish  this  form  of  empyema  from  lobar 
pneumonia.  It  is  apt  to  occur  at  a  time  when  pneumonia  is 
prevailing;  the  constitutional  symptoms  are  tin  same  ;  tin- patients 
are  too  sick  to  admit  *>\'  a  thorough  examination  of  the  chest, 
and  the  physical  signs  are  often  misleading.  When  the  empyema 
is  sacculated  the  physical  si-ns  arc  especially  nhseure. 

x,    Aouii    Empyema;  Death. — V  <'ars  old, 

January  3,  1879.  She  was  well  until  one  week  ago;  then  she 
had  pain  in  the  right  side,  cough,  chill  and  fever.  To-day  her 
temperature  is  104,5°  F.,  her  pulse  120,  her  breathing  36. 

On  the  right  side  there  are  bronchial   breathing  and  coarse 
rales  over  the  upper  part  of  the  chest,  flatness  and  abeence  of 
e  and  breathing  over  tin1  lower  part. 
Seventeenth  day  she  died. 

/.—The  right  pleural  cavity  was  two-thirds  full  of 
turbid  serum;  the  pleura  was  mated  with  pus  and  fibrin:  the 
bronchi  of  both  lungs  were  congested  and  full  of  pus. 


I.    Acute  Empyema;  Pericarditis;  8udden  Death, — 

Ml  -trs  old,  January  27,  1SS2.     Eight  (lays  ago  the  man 

WBS  attacked  with  chill,  cough  and  yellow  expectoration,  pain 
low  down  in  the  right  side,  fever,  sleeplessness,  and  dyspmra. 

II e  is  a  Large,  strong  man,  the  face  flushed,  the  tongue  coated; 
temperature  99.3°  F.,  pulse  124,  breathing  52, 

Tenth  day:  Sixteen  ounces  of  thin  pus  were  aspirated  from 
ntb  space,  just  in  front  of  the  right  axillary  line. 

Fifteenth  day:  Pulse  120,  breathing  44,  temperature  103°  F. 
the  right  side  in  front  there  is  flatness  from  the  second  rib 
down,  Behind  there  is  flatness  from  the  top  ol  the  lung  to  the 
angle  of  the  scapula. 

Twenty-seventh  day:  Pulse  108,  breathing  4*.  temperature 
1«>I     F      The  man  sits  up,  eats  solid  food,  but  sleeps  badly. 

Thirty-first  day:  The  man  sat  up  all  day  and  at  10  o'clock  in 
tli*'  evening  suddenly  died. 

Autopsy. — The  visceral  and  parietal  pericardium  were  thick* 
ened  and  coated  with  fibrin.  The  valves  of  the  heart  were 
nab 

There  was  a  sacculated  collection  of  pus  occupying  the  upper 
part  of  the  right  pleural  cavity,  extending  from  the  second  to 


120 

the  fifth  rib, 
were  norma I. 
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Both  lungs  were  OBdema&oua;  the  other  viscera 


Tliere  are  eaaea  in  which  the  empyema,  although  extensive, 
only  one  of  the  evidences  of  a  general  streptococcus  or  pneu- 
-i us  poisoning,  and  yel  do  original  focus  for  the  poisoning 

can  be  found. 

» 

1:  XII. — A  girl,  3  yen  is  old,  is  said  to  have  been  well  until 
tie-  morning  of  September  16.  Then  she  had  a  convulsion,  and 
m  the  afternoon  a  Beoond  convulsion.  After  the  second  convul- 
sion sin  w;iv  aemi-eomatos  me  *:»0°  P.,  pulse  192, 
breathing  48;  urine  1032,  no  albumin.  In  the  evening  she  had 
iw<                onvulsions,  one  of  them  I, rim-   for  twenty  minutes. 

On  the  eecond  day  she  became  Qoneefarca,  temperature  99*  F., 
puke  168,  breathing  36. 

On  the  third  day  she  passed  one  round  worm  after  taking  a 

naif-age;  temperature  97,5  to  97.6°  F.,  pulse  !>".<;  to  144, 
I  hing  36  to  is ;  a  little  ooughi 

Fourth  day:  The  temperature  rose  to  102*   F.,  and  afterward 

ranged  between  I*-"'  and  ii>l  F.;  the  pulse  and  breathing  eon* 
tinned  in  be  rapid,     There  wen  Eie  mure  eerehral  symptoms. 

ath  day   there   were   found   the   physical  situis  <>f 
fluid  in  the  right  cheat 

On  the  eleventh  day  the  child  died. 

Autopsy. — Both  the  brain  and  the  pie  mater  are  conge 
with  soni''  inereaae  at  serum.    The  pericardium  is  coated  with 
fibrin  and  contains  purulent  serum.     Bolb   pleura]  cavities  are 
about  half  full  of  purulent  serum,  the  pleura1  are  ooated  with 
fibrin,  the  In  compressed  but  not  inflamed.     All  the  other 

era  normal,  nor  could  any  lesions  he  found  in  any  other  part 
of  the  body. 

The  empyema  may  be  seoondary  to  a  pleurisy  with  effusion. 

The  elmraeter  of  the  inflammation  change!  slowly  or  rapidly  as 
the  pus  cells  are  added  to  the  fibrin  and  serum. 

The  temperatures  run  higher  and  the  patients  lose  flesh  and 
strength  rapidly. 

As  early  aspirations  with  clean  instruments  haw  become  more 
common  this  change  in  the  character  of  the  inflammation  is  get- 
ting to  be  less  frequent. 

Case  XITI.     Empyema  Platrisy   with   Effusion. — 

Mai-  trs  old,  March  11,  188L     Six  and  one-half  weeks  ago 
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Vafl  exposed  to  cold  and  wet,  and  had  a  cold  in  the  h- 
Nine  days  after  this  he  had  a  single  chill,  followed  by  pain  in 
the  left  chest,  and  fever  with  delirium.  These  acute  eympti 
only  lasted  a  few  days,  but  he  did  not  afterward  regain  his 
strength.  Five  weeks  ago  the  chest  was  aspirated  and  eles? 
serum  drawn  off.  After  this  he  was  better  for  a  tgm  days,  but 
then  became  much  worse,  with  loss  of  appetite  and  strength 
1  profuse  sweating. 

Now  the  roan  is  emaciated;  over  the  whole  left  chest  behind 
there  is  flatness  on  percussion*,  bronchial  voice  and  bivatl. 
from  th<j  spine  of  the  scapula  to  its  angle;  below  this  the  voice 
and  breathing  are  absent.  In  front  there  is  dnlnesa  inn  a  the 
clavicle  to  the  third  rib.  The  apex  of  the  heart  is  ;m  inch  and  a 
half  to  the  right  side  of  the  right  nipple.  Pulse  150,  breathing 
4<>.  temperature  103°  R 

March  12:  Aspirated  thirteen  ounces  of  thin  pus.  After  this 
the  man  did  well,  with  normal  temperatures,  until  March  19, 
when  it  was  found  that  the  chest  had  filled  op  with  fluid.  After 
this  the  man  had  nearly  normal  temperatures,  was  doing  well, 
i  out  of  bed  until  April  3.  Then  the  temperature  rose  to  103° 
P,,  and  an  abscess  was  forming  beneath  the  skin,  just  below  the 
alible  of  the  scapula, 

After  this  the  man  grew  rapidly  worse  until  April  6.  Then 
an  Opening  was  made  in  tlnj  cheat,  in  the  eighth  interspace,  B 
little  to  the  left  of  the  scapula,  A  second  opening  was  made 
in  the  seventh  interspace,  an  inch  in  front  of  the  axillary  line; 
about  ninety  ounces  of  pus  escaped-  A  targe  drainage  tube  was 
passed  through  the  chest,  emerging  from  each  opening. 
il  15.  The  man  sits  up  to-day  for  the  first  time. 

May  22:  The  tube  has  been  removed  and  both  openings  in  the 
have  closed. 

June  10:  Thp  man  is  discharged  well. 


After  lobar  pneumonia  it  is  not  uncommon  to  have  a  purulent 
urisy,  and  in  New  York  this  disposition  is  decidedly  more 
marked  during  some  winters  than  it  is  in  others.  The  pleurisy 
is  regularly  developed  as  the  pneumonia  is  subsiding,  or  a  few 
days  after  defervescence.  As  the  pleurisy  is  developed  the  tem- 
perature goes  up  again  and  the  patients  begin  to  run  down.  The 
ph}  :is  are  ihe  regular  oops  of  fluid  in  the  pleural  cavity, 

or  they  are  irregular.     The  irregular  physical  signs  are:  either 
t   we  hear  bronchial  voice  and  breathing  and  rabcrepitant 
rah  flip  level  of  the  fluid,  or  that  with  sacculated  oollec- 


122 


THE  PLEURA. 


turns  of  purulent  fluid  the  signs  of  fluid  in  the  lower  pari  of  the 
pleura]  cavity  are  absent 

In  the  broncho-pneumonia  of  children  a  very  small  collection  of 
pus  at  the  root  of  the  lung  will  keep  a  child  sick  for  weeks  and 
months. 


i;  XIV.    Empyi  ma  after  Lobar  Pneumonia;  Impnwemt  ni 
and  Sudden  Death. — Male,  26  years  old,  January  8,  1886.     A 

healthy,  temperate  young  man* 

Two  days  ago'  he  was  suddenly  attacked  with  dyspmea,  pain 

in  the  rigjhl  side,  and  great  prostration. 

Now  the  man  is  well  nourished,  taee  flushed,  ton pue  coated,. 
pain  over  tower  part  of  the  right  ehest,  and  great  dyspnoea. 
Pulse  1.14.  breathing  M\.  temperature  W2°  F. 

Over  the  lower  part  of  the  right  chest,  behind,  dnlness.  sub- 
crepitant  rales,  bronchia]  voice  and  breathing. 

Fifth  day:  Breathing  38,  temperature  105*  F.T  dulness  and 
crepitant  rales  over  the  right  middle  lobe. 

Eighth  day:  Temperatnre  101°  F.,  delirious.  Over  the  whole 
of  the  right  lung,  behind,  flattie  ici  of  voice  and  breathing. 

Fourteenth  day:  Aspirated  twenty-seven  ounces  of  purulent 
serum  from  the  right  Bide  of  the  cheat 

Seventeenth  day:    Aspirated  eleven  ounces  of  purulent  serum. 

Twentieth  day:  Aspirated  twenty-one  ounces  of  purulent 
serum. 

Twenty-seventh  day:  Aspirated  thirty-eight  ounces  ol  puru- 
lent serum. 

Thirty-eighth  day:  Aspirated  fifty-six  ounces  of  purulent 
serum. 

During  all  this  time  the  man  was  septic,  with  high  tempera- 
tures, sweating,  rapid  and  feeble  pulse,  dry  tongue,  delirium, 
and  rapid  emaciation, 

Thirty-ninth  day:  An  opening  was  made  in  the  eighth  inter- 
space, in  the  line  of  the  angle  of  the  scapula,  and  a  drainage 
tube  wafl  put  in. 

After  this  the  man  improved  rapidly,  gained  flesh  and  strength, 
and  was  up  and  out  of  doors,  but  the  wound  was  not  closed. 

One  hundred  and  fourteenth  day :  While  the  house  physician 
was  dressing  the  wound,  and  the  patient  was  talking  cheer  fully 
laying  he  had  gained  ten  pounds  in  the  last  week,  he  sud- 
denly fell  forward  and  was  dead. 

y, —  The  brain  and  its  membranes  were  normal.  The 
left  rung  was  a  little  congested;  the  right  lung  was  completely 
adherent  to  the  ehest  wall  and  diaphragm,  except  along  the  line 
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of  tli-  tube.     The  upper  and  middle  lubes  were  weU 

The  lower  lobe  whs  dense  and  imperfectly  aerated. 

There  was  no  cavity  left  in  tlu*  pleura,  except  a  narrow  tract 
nd  the  drainage  tube. 

The  heart:  bath  right  and  left  ventricles  were  dilated,  with 
thin  walls.  The  valves  were  normal.  All  tin-  cavities  were  dis- 
tended, with  red  and  yellow  clots. 

The  liver  was  large  and  oongested 

The  spleen  waa  Large  and  congested, 

The  stomach  and  intestines  were  normal. 

The  kidn  in  a  condition  of  chronic  congestion. 

There  is  a  form  of  empyema  which  is  rare  and  not  well 
understood.  There  seems  to  be  an  additional  infi-etion  Ul  the 
one  Causing  the  purulent  Inflammation,  whieh  produces  gangrene 
of  the  inflammatory  product*,  The  patients  give  the  most 
narked  evidence  of  septic  poisoning. 


i;  XV.    Gangrenoui   Empyema, — Female,  22  years   old, 
October  27,  L897      Thri  •  da}  \n  to  have  pain  in  the 

left   side  of  the  chest,   but   continued  to  work   until   yesterday, 
when  the  pain  was  so  severe  ihat  she  went  to  bed.     There  was  no 
h  and  no  chill. 
Now  patient  is  well  nourished,  with  moderate  prostration  and 
modern te  dyspnoea. 

Over  the  left  lung,  behind,  from  nudaeapnla  to  base,  there  is 
dulness  on  percussion  ami  diminished  breathing. 

hteenth  day:  She  looked  septic;  the  expectoration  has  a 
gangrenous  color;  there  is  flatness  over  the  lower  part  of  the 
left  long. 
Twentieth  day  :  Aspirated  800  e.c.  of  very  foul  pus. 
Twenty-second  day:  Resected  six  inches  of  the  eighth  rib  on 
the  left  side  and  put  in  a  drainage  tube,     After  this  she  steadily 
improved. 
Fiftieth  day    The  drainage  tube  was  removed. 
tieth  day:  She  was  discharged  cured. 

Abv-  i   the   wall   of   the   thorax,   in  the   liver,   in   the 

abdominal  cavity,  or  in  the  lung  may  rupture  into  the  pleural 

ip  a  purulent  inflammation. 

The  physical   signs  of  empyema  are  the  same  as  those  of 

isy  with  effusion,  but  sacculation  of  the  fluid  and  irregular 

physical  signs  are  more  common. 


Tilt:  l'U-.i 


The  Course  of  fin  Disease. — Of  the  acute  primary  eases  a 
considerable  number  go  on  rapidly  and  terminate  fatally  within 
a  short  time,  but  besides  these  there  are  others  in  which  the  first 
acute  symptoms  subside  and  the  disease  pursues  a  chronic 
course. 

Of  the  secondary  cases  the  larger  number  pursue  a  subacute 
course,  with  afternoon  fever,  dyspnoea,  cough,  and  gradual  loss 
ol  flesh  and  strength.  In  some  the  lung  is  perforated  and  the 
pus  coughed  up  from  time  to  time  through  the  bronchi;  in  some 
the  wall  of  the  chest  is  perforated  and  the  pus  imperfectly 
evacuated. 

Recovery  with  absorption  or  with  perforation  is  very  in- 
But  in  some  patient*  there  is  a  partial  recovery,  most  of  tin-  pus 
is  absorbed,  but  there  is  set  up  an  interstitial  pneumonia,  with 
more  0t  less  hnmehitis,  which  goes  on  indefinitely. 

On  the  other  hand,  recovery  after  a  proper  surgical  operation 
is  almost  the  rule. 

Treahnt  at. — Twenty-five  years  ago  the  treatment  of  empyema 
was  very  unsatisfactory  and  the  mortality  of  the  disease  large. 
Some  of  the  patients  were  allowed  t<>  go  on  under  medical  treat- 
ment for  months  and  years.  Then  we  saw  the  eases  with  great 
thickenings  of  the  pleura,  with  calcific  plates  in  the  pleura,  with 
spontaneous  openings  through  the  chest  wall,  with  secondary 
tubercular  inflammations  of  tin-  Lung,  and  with  waxy  defenera- 
tion of  the  liver,  spleen,  and  kidneys.  The  attempts  at  sin 
interference  were  also  unsatisfaetnry.  because  it  was  not  recog- 
nized that  the  patients  were  usually  reinfected  after  the  oper- 
ation. 

At  the  present  time  the  rules  for  treatment  are  definitely  deter* 
mined  and  give  satisfactory  results. 

In  children  under  ten  years  of  Age  a  Certain  Dumber  of  eases 
can   he  enred  by  aspiration  alone.      If,  however,   lie    inllnmiiia- 

tion  continues  after  three  aspirations,  Hie  chest  inusi  l pensd 

and  drained.     It  is  not  usually  necessary  to  remove  any  of  the 
ribs. 

In  sacculated  purulent  pleurisy,  if  it  is  of  small  size,  aspira- 
tion alone  will  often  effect  a  cure.     It  is  curious  to  see  the  com- 
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plete  cessation  of  serious  symptoms  ;ti'i<T  the  ajpfratioi]  of  only 
half  an  ounce  of  pun. 

In  adults  wiiii    in  .in]  se  the  cheat  tonal  be 

opened  and  <lr;tm.-«i  and  one  rib  n  Wfltrtnl  surgeons 

haredi  ills, 

if  tl  tint  pein 

As  I  ha  ;  y<arti  i  on,  it 

hits  seemed  to  me  t)  sfld  MTrongeat  chests 

are  obtained  by  rat  rib  below 

tlie  angle  of  I  ila. 

ceeasful  discharge  sh 

nearly  cease  by  the  ^nd  of  a  week,  and  the  drainage  tube  b 
moved  at  the  end  of  four  weeks. 

The  principal  danger  after  operation  is  that  of  reinfecti 
the  pleura. 

If  there  is  any  purulent  discharge  from  the  pleura  at  the  end 
of  f  ks  the  drainage  tube  should  not  be  allowed  to  remain, 

bat  another  rib  should  be  resected. 

The  case*  of  empyema  I  hate  already  given  show  the  poor 
<  tite  earlier  inefficient  treatment.     The  following 
*qpssnples  of  routine  treatment  at  the  present  time 


1      Empyema  after  Pneumonia. — Male,  21  years  old, 
'7, 
veks  ago  he  was  siek  with  pneumonia  of  the  left 
day*.     Following  this  the  cough  and  pain  continued. 
cMUv  feelings,  sweating,  and  Urn  of  strew 
an  m  pale,  emaciated,  tempera  tur 
28.    Over  the  upper  lobe  of  the  left  (nag,  in  front 
there  is  d  nines*  on  percussion,  with 
Oner  the  lower  part  of  the  left 
with  ihseace  of  tok*. 
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Twenty-seventh  day  After  operation:  The  dressings  changed 
the  fourth  time  and  the  other  tube  removed. 


Empyema   nfter   pn<Mun"Dln.      Appcai"  feted    wound 


Fortieth  dav  after  operation:  Discharged  enml, 
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Empyema.     Appearance  of  heated  wound. 

Till:    I'U-.I   KA. 

i    XVII,     Wmpy***— Mde,  4s  yrars  ..Id.  Oei  U,  L897, 

One  month  before  admission  he  had  sharp  pain  in  the  right 
M«li •,  Lasting  for  one  day.  Since  thru  the  eough  has  been  trouble- 
si  niir.  he  lias  had  irregular  chilly  feelings,  and  loss  of  flesh  and 
ngth. 

Two  weeks  ago  a  needle  in  the  right  chest  brought  out  semi- 
purulent  fluid, 

October  1  i:  The  man  is  well  nourished;  no  dyspnoea;  temper- 
ature 101  P.,  pulse  <SS  breathing  24,  Over  the  right  chest, 
behind]  from  one  inch  below  the  spin*1  of  scapula  down,  absence 
of  voice  and  breathing  and  of  vocal  fremitus. 

I  totober  16 :  Aspirated  500  cc.  thick  p 

October  IT:  Resected    four  inches  of  the  right  seventh  rib. 

sixth  day  after  operation:  Dressing  changed  for  the  first  time 
and  the  cavity  washed  out. 

Tenth  day  after  operation:  Dressing  changed  for  the  second 
time  and  cavity  washed  out. 

Eighteenth  day  after  operation:  Dressing  changed  for  the 
third  time. 

Twenty-fourth  day  after  operation:  Dressing  changed  for  the 
t mirth  time:  One  tube  removed. 

Twenty-ninth  day  after  operation:  Dressing  changed  for  the 
fifth  lime;  a  second  tube  removed. 

Fnrt.v-fourth  day  after  operation:  Discharged  cured.  (See 
Pig.  220 

m  XVII I  Sacculated  Empyema, — A  girl,  4  years  old, 
October  29,  1897. 

Five  weeks  BOO  she  began  to  OGUgh  and  complain  of  pain  in 
the  left  aide.    She  was  chilly,  feverish,  and  short  of  breath. 

October  29:  Temperature  108"  F.,  breathing  44,  pulee  L60, 
On  the  left  Bide,  between  the  scapula  and  tin*  vertebral  column, 

s  and  absence  of  voice  and  breathing.    Below  the  scapula, 
pulmonary  resonance  and  absence  of  breathing.      Set 

Xoveml"  ited  250  e.c  of  thick  pus  in  the  lifth  inter- 

.  between  the  scapula  and  the  vertebra, 
November  11:  Resected  One  ineh  of  the  fifth  rib  between  the 
lis  and  the  vertebra?. 

--ill li  day  after  operation:  The  tube  was  remtf 
Thirty-second  day  aft  at She  was  discharged  cured. 

CHBONIC  Pleobisi  witu  Adhesions. 


This  is  a  form  of  pleurisy  which  is  not  usually  described.     I 
do  not  mean  by  it  the  old  adhesions  which  are  found  at  so  many 
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The  lungs:  The  bronchi  are  congested  and  coated  with  muco- 
pus.     In  the  right  lung  there  are  small  areas  of  red  hepatization. 

The  left  lung  is  compressed,  the  lower  two-thirds  of  the  pleural 
cavity  is  rilled  with  reddish  serum.  The  pulmonary,  costal,  and 
mediastinal  pleura?  are  thickened,  studded  with  white  miliary 
tubercles,  and  coated  with  a  thick  layer  of  fibrin.  Vertical  sec- 
tions of  the  costal  pleura  show  the  tubercles,  for  the  most  part, 
in  the  outer  layers,  next  the  ribs.  The  whole  pleura  is  thickened, 
with  many  small  polygonal  cells  in  rows. 

The  liver  weighs  five  and  one-half  pounds;  small  nodular  cir- 
rhosis. 

The  spleen  is  large  and  soft. 

The  kidneys  are  normal. 

The  stomach  and  small  intestines  are  pale  and  covered  with 
mucus. 


The  Primary  Xkw  I  ii;«i\vTH8  op  the  Pleura. 


The  bibliography  of  endothelioma  of  the  pleura  is  given  by 
Gloekuer.  ZeiUchrift  der  Ke&kunde,  xvii.,  p.  209. 

The  number  ol  rases  rf  primary  tumors  of  the  pleura  so  far 
reported  is  small,  s<>  that  I  think  it  is  worth  while  to  report  four 
cases  which  have  been  under  my  own  observation. 

It  is  generally  agreed  that  these  tumors  are  endothelial  growths 
which  originate  in  the  lymphatics  of  the  pleura.     There  is  a  new 
h  of  cells  from  the  endothelium  of  the  lymphatic*  and  an 
increase  in  the  size  and  number  of  the  lymphatics.     At  Hip  same 
time  the  pleura  itself  is  split  up  by  an  extensive  new  growth  of 
cell*,  and  there  is  a  large  transudation  of  blood  serum  rich  in 
fibrino-plastic  substances.     In  the  earlier  stages  of  the  growth 
there  are  no  tumors,  only  a  diffuse  thickening  ol  tin-  pleura,  and, 
embedded  i'i  this,  tubules  Lined  or  tilled  with  endothelial  cells. 
Later  tumors  are  formed  of  different  sizes,  projecting  in 
composed  of  a  basement  substance  containing  tubules  or  irreg- 
avities  tilled  with  polygonal  cells.     The  pleura  is  coated 
with  fibrin,  and  large  quantities  of  serum  coDect  in  the  pleural 
The  inflammatory  changes  in  the  pleura  are  *<>  marked 
that  they  may  easily  mask  the  new  growth.     In  its  taires 

the  real  diameter  of  the  lesion  may  be  overlooked. 

The  new  growth  and  the  inflammatory  changes  may  be  confined 
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to  "in-  pleura,  they  may  involve  both  pleura?,  or  the  peritoneum 
also  may  be  affected  in  tin  way. 

The  history  is  that  of  a  pleurisy  with  effusion,  which  is  un- 
usually severe  ami  which  terminates  fatally. 

During  the  first  weeks  it  is  hardly  possible  to  distinguish  these 
eases  from  ordinary  east's  of  pleurisy  with  effusion.  The  story 
ot  the  invasion,  the  hi-havim-  of  the  patients,  the  physical  signs 
are  all  the  same.  Daly  the  bloody  serum  and  the  low  tempera- 
tures are  auspieioua. 

But  as  tlic  weeks  follow  eaeh  other,  the  loss  of  flesh  and 
gth  and  the  appearance  of  the  patient  make  one  think  more 

and  more  of  malignant  disease. 

k  XXI.  Primary  Endothelioma  of  tht   rhura. — Female, 
us  uldt  September  K>.   Isso.     Four  weeks  ago  she  caught 
cold.     Since  that  tune  die  has  had  a  cough  with  scanty  expecto- 
ration, has  been  chilly  and  feverish,  with  dysprtira,  pain  and  op- 
pression right  Bide,  and  loss  oj  Beafa  and  strength. 

She  is  now  feeble  and  emaciated,  with  a  Little  COUgh,  dyspnoea, 
and  pain  and  oppression  over  the  right  chest;  pulse  100,  breath- 
inn  24,  temperature  98*  V. ;  urine  1024,  no  albumin  or  casts.  The 
physical  sijjrns  ;nv  those  of  Huiu  in  the  left  pleural  cavity. 

September  18:  Fifty-five  ounces  of  clear  serum  were  aspirated 
from  the  left  pleura]  cavity;  temperature  99°  F. 

<  Ictober  12 :  The  woman  feels  better  and  is  out  of  bed, 

member  19:  A    quantity   of  dark-brown,  slightly  purulent 

Bnid  was  aspirated  from  the  left  *  i 

December  14*  The  eheel  wae  again  aspirated  and  the  same 
dark-brown  fluid  drawn  off, 

December  21  :  She  died  rather  suddenly. 

Autopsy, — The  brain  was  not  examined.  The  heart  was  nor- 
mal ,  it  was  displaced  to  the  right  of  the  sternum. 

The  right  lung  was  normal. 

The  left  pleural  cavity  was  nearly  full  of  bloody,  purulent 
serum.  The  Lung  was  eompreeeed  against  the  vertebral  column. 
The  pleura  waa  thickly  eoated  with  fibrin. 

the  eostal  pleura  show  on  the  inner  sur- 
iarc  a  Layer  of  fibrin  and  pus.  Beneath  this  is  a  layer  of  reticu- 
late.! connective  tissue.  Fn  ihis  are  tubules  tilled  with  largo, 
polygonal  nucleated  ci  e  Fb_r,  25.  j     Beneath  this  layer  is 

the  pleura  itself,  its  cells  increased  in  size  and  number.  In  flat 
sirtiuns  tlie  '  k  like  lymphatics. 


x'lloaift  of  the  pleura.      Vertical  section  allowing  the  thickening 
of  the  pleura  and  the  tubules  of  the  new  growth. 
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The  liver  and  spleen  are  normal. 

The  kidneys  are  of  medium  size,  their  capsules  adherent,  their 
Burfii'-rs  lonilv  n< idnlar. 


Fkjdre  26. 


Primary  endothelioma  of  the  pleura.     Vertical  section  of  a  small  nodule  of  the 
new  growth. 


Case  XXII  Primary  Endothelioma  of  the  Pleura. — Male, 
63  years  old,  June  V2,  1883. 

Two  weeks  ago  he  caught  cold  and  had  cough;  pain  in  the  right 
side  of  the  cheat 
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He  eettie  into  the  hospital  with  these  symptoms  and  with  a 
friction  sound  over  the  lower  lobe  of  the  right  lung, 

He  remained  in  the  hospital  until  June  16  and  was  then  dis- 
charged improved. 

July  25  he  was  readmitted.     The  pain  in  the  right  side  has 
mied  and  he  has  had  to  stop  work.     There  is  flatness  on 
percussion,  with  absence  of  voice  and  breathing  on  the  right 
side  of  the  chest  I'mm  the  angle  of  the  scapula  down. 

i>er  15:  A  little  bloody  serum  was  aspirated  from  the 
right  chest. 

October  3:  Thirty-seven  ounces  of  bloody  serum  were  aspi- 
rated from  the  right  chest. 

ter  this  the  man  steadily  lost.  tiVsh  and  strength  until  Oc- 
tober 8,  when  he  died. 

Autopsy. — The  brain  was  not  examined. 

The  heart  was  normal. 

The  left  lung  was  emphysematous. 

The  right  lung  was  confined  by  old  adhesions  to  the  upper 
third  of  the  thorax ;  the  lower  lobe  was  compressed. 

The  low  of  the  pleural  cavity  was  full  of  bloody  serum. 

The  costal,  pulmonary,  and  diaphragmatic  pleurae  are  coated 
with  fibrin,  thickened  and  studded  with  small  and  large  white 
nodul  Pig.  26.     The  nodules  are  composed  of  a  connec- 

Btroma   enclosing  irregular  cavities  tilled   with  Hat. 
nucleated  e«?lls. 

The  liver  is  fatty. 

The  stomach,  intestines,  and  spleen  are  normal 

The  show  the  changes  of  chronic  nephritis  with  com- 

n  l:  atrophy 

Cask  XXIII.  Primary  Endothelioma  of  the  J'I'-ura.— Male, 
60  years  old.  November  27,  1884. 

The  man  says  that  he  was  at  work  until  six  weeks  ago.  Then 
he  began  to  have  pain  on  both  sides  of  the  chest;  dyspnoea  on  ex- 
ertion;  cough  with  mucopurulent  and  bloody  sputum,  and  occa- 
sionally vomiting. 

is  feeble,  emaciated,  stupid;  pulse  94,  breathing  18. 

temperature  98°  F.     There  is  ilatness  and  absence  of  breathing 

ovr  hole  right  lung  and  behind.     The  man  lay  quietly  in 

i,  growing  more  feeble  and  emaciated  every  day,  until  De- 

r  11,  when  he  died, 

\opsy-  The  left  pleural  cavity  contains  a  little  serum. 
The  left  lung  is  coated  with  old  adhesions,  aud  there  are  small 
white,  flat  nodules  in  thi  lary  pleura. 

The  right  pleural  cavity  is  distended  with  bloody  serum.     The 
lung  is  compressed  against  the  vertebral  column.     The  costal  and 
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diaphragmatic  plcunr  are  thickly  studded  with  large  and  small 
white  nodules. 

The  growth  in  the  pleura  if  composed  of  polygonal  cells,  ar- 
ranged iu  tubules. 

The  pleura  is  spill  up  and  tilled  with  conneetive-tissue  cells. 
Then*  marked  changes  in  the  endothelium  of  the  costal 

pleura.     The  cells  look  like  cylindrical  cells  and  are  in  masses. 

The  heart   is  small;  the  aortie  arul  mitral  valves  are  calcified. 

The  livers  There  are  old  adhesions  ever  its  entire  surface.  It 
contains  several  large  white  nodules,  some  oi  them  continuous 
with  nodules  in  the  diaphragm. 

The  spleen  is  large  and  Sna;  it  contains  a  large  white  nodule. 

The  peritonea]  eavitj  contains  bloody  serum.  There  are 
nodules  oi  new  growth  in  the  omentum  and  the  mesentery. 

The  stomach  u  small  and  congested. 

The  intestines  are  normal. 

The  kidneys  are  norm; 

Case  XXIV,    Primary  Endothelioma  of  the  Plattra.— Male, 

45  years  old,  June  6,  1884. 

Three  w  in  to  Loae  appetite  and  feel  weak.  One 

week  later  lie  had  dyspiupa  on  exertion,  slight  cough  with 
mucous  expectoration,  and  pain  in  the  cheat. 

June  6:  There  is  flatness  mi  permission  and  absenee  of  voice 
and  breathing  over  nearly  the  whole  oi  ihe  right  cheat 

June  15:  Nineteen  minces  of  bloody  serum  were  drawn  off 
from  the  right  pleural  cavity.  His  temperature  has  ranged 
from  VH°  to  100°  P. 

June  17,  lie  died  suddenly. 

Autopsy. — The  brain  was  not  examined, 

The  heart   was  normal. 

The  right  lunp  was  compressed  against  the  vertebral  column. 
The  pleura]  cavity  was  distended  with  bloody  serum.  The  sostal 
and  diaphragmatic  pleura*  are  Irregularly  thickened  and  there 
small  white  nodules  in  the  costal  and  pulmonary  pleura, 

The  left  pleural  cavity  is  half  full  of  bloody  serum.  The 
eoata]  pleura  is  thickened  and  congested;  there  are  small  white 
nodules  in  the  pulmonary  pleura. 

The  costal  pleura  id  tile  right  side  is  thickened  and  converted 
Into  granulation  tissue  with  numerous  blood  vessels,  [n  the 
deep  layers  of  the  pbura  are  small  cavities  filled  with  nucleated 
polygonal  cells;  in  other  places  the  cavities  are  larger  and  occupy 
mosi  of  the  thickness  of  the  pleura. 

The  liver,  spleen,  and  kidneys  are  normal. 

The  peritoneal  cavity  oontains  turbid  serum  and  the  perito- 
neum is  thickly  studded  with  small  white  nodules. 

The  intestines  are  normal. 


BRONCHITIS. 


Causes. — Inflammation  of  the  bronchi  occurs  at  all  ages. 
The  acute  form  is  more  common  in  children;  the  chronic  form 
is  more  common  with  emphysema,  with  heart  disease,  and  in  old 
persons.  Persons  living  in  cities,  those  who  are  much  confined 
to  the  house,  and  those  whose  health  has  been  enfeebled  are 
especially  liable  to  the  disease. 

There  is  in  some  persons  a  very  well-marked  predisposition  to 
inflammation  of  the  bronchi.  This  is  especially  marked  in  chil- 
dren and  in  young  persons,  in  whom  there  seems  to  be  a  peculiar 
vulnerability  of  the  mucous  membrane  of  the  bronchi,  so  that 
year  after  year  they  suffer  from  attacks  of  acute  bronchitis.  As 
they  grow  older  this  condition  may  disappear. 

As  exciting  causes  of  bronchitis  we  recognize  exposure  to 
cold  and  wet,  the  inhalation  of  irritating  gases  and  dusts,  and 
of  the  vegetable  substances  and  odors  which  cause  hay  fever. 

Measles,  whooping  cough,  and  many  of  the  infectious  diseases 
are  often  complicated  by  bronchitis. 

At  the  present  time  a  large  number  of  the  cases  of  bronchitis 
seem  to  be  caused  by  the  poison  of  influenza. 

1.  The  Acute  Catarrhal  Bronchitis  of  Adults. 

Definition. — An  acute  exudative  inflammation  of  the  mucous 
membrane  of  the  bronchi. 

Lesions. — The  inflammation  involves  the  trachea,  the  larger 
bronchi,  and  the  medium-sized  bronchi,  not  as  often  the  smaller 
cnes.  As  a  rule  the  bronchi  of  both  lungs  are  equally  inflamed. 
The  mucous  membrane  of  the  bronchi  is  congested  and  swollen; 
at  first  it  is  dry,  afterward  coated  by  an  increased  production 
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of  mucus.  There  are  also  desquamation  of  the  epithelial  cells, 
emigration  of  white  blood  cells,  diapedesis  of  red  blood  ceils. 
The  lumen  of  the  bronchi  may  be  narrowed  either  by  the  con- 
gestion and  swelling  of  the  mucous  membrane  or  by  the  con- 
traction of  the  muscular  coat. 

Symptoms, — The  mild  eases  of  acute  bronchitis  are  attended 
with  cough  accompanied  by  scanty  mucous  sputa,  by  paiu  over 
the  sternum  and  a  moderate  feeling  of  indisposition.  There 
may  be  no  physical  signs,  or  a  few  eoawe  rales,  or  sibilant  and 
sonorous  breathing.  The  natural  duration  of  the  inflammation 
seems  to  be  about  a  week,  but  it  is  often  prolonged  for  a  much 
longer  time. 

In  the  more  severe  cases  there  is  a  troublesome  cough  with 
mucous  or  mucopurulent  sputum,  often  streaked  with  blood, 
In  some  cases  the  invasion  is  acute,  with  lever  and  sometimes 
chills;  in  others  it  is  gradual,  the  cough  preceding  the  fever  by 
several  days.  The  febrile  movement  is  regularly  lower  in  the 
morning  and  higher  in  the  afternoon,  running  between  100° 
and  1Q2°F.  The  patients  complain  of  more  or  less  pain  about 
th«'  sternum  and  Ibe  I'mul  rf  the  chest.  This  pain  seems  to  be 
due  partly  to  the  bronchitis  and  partly  to  Ihe  muscular  e 
of  coughing.     In  the  bad  eases  there  may  be  severe  dyspnoea. 

The  physical  sinus  are:  harsh  breathing,  sibilant  and  sonorous 
breathing,  and  coarse  and  subcrepitant  rales.  The  rales  are 
either  diffuse  over  both  lungs  or  localized. 

L  A  mild  bronehitis  lasts  for  about  two  wei'ks.  the  eough  con- 
tinuing longer  than  the  fever. 


I.  Acvti  ttroncltitis,  J/ /M.— Male,  20  years  old,  Feb- 
ruary 22,  1S9G. 

Ten  days  before  his  admission  he  was  attacked  with  chill, 
general  muscular  soreness,  cough  with  profuse  mucous  expec- 
toration, and  slight  dyspnoea. 

Now,  temperature  100°  Fv  pulse  60.  breathing  20.  There 
is  harsh  breathing,  with  suberepitnnt  rales  over  both  lower 
lobes. 

The  man  was  put  lo  bed,  on  a  milk  diet,  with  one-quarter  grain 
of  ipecac  every  hour  for  six  doses.  This  medication  was  re- 
peated for  two  days. 

Fourteenth  day:  He  was  discharged  cured. 
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Case  II.  Acute  Bronchitis,  Mild. — Female,  15  years  old, 
March  18.  1896. 

On  the  day  of  her  admission  she  began  to  have  chilly  feelings 
and  muscular  pains,  with  coryza  and  headache.  Temperature 
100°  P.,  pulse  114,  breathing  24.  Over  both  lungs  sonorous 
breathing  and  subcrepitant  rales. 

She  was  put  to  bed.  on  a  milk  diet. 

Fourth  day :  She  was  discharged  cured. 

This  ordinary  picture  of  an  acute  bronchitis  is  often  modified 
in  a  variety  of  ways. 

2.  There  are  cases  with  higher  temperatures,  more  marked 
prostration,  and  of  longer  duration.  Many  of  these  cases  have 
the  bronchitis  as  the  lesion  of  epidemic  influenza,  and  the  tem- 
perature and  prostration  belong  partly  to  the  influenza. 

Case  III.  Acute  Bronchitis,  More  Severe. — Male,  41  years 
old,  April  16,  1896. 

On  the  day  before  admission  he  had  a  chill,  followed  by 
cough  with  scanty,  mucous  expectoration  and  pain  in  the  right 
side. 

Now,  temperature  103°  F.,  pulse  90,  breathing  28.  Over  the 
right  lower  lobe  subcrepitant  rales. 

Third  day:  Temperature  102°  F. 

Fourth  day:  Temperature  102°  to  100°  F. 

Fifth  day:  Temperature  100°  F. 

Sixth  day :  Temperature  normal. 

The  man  was  put  to  bed,  on  a  milk  diet,  and  had  no  other 
treatment. 

Seventh  day:  He  was  discharged  cured. 

Case  IV.  Acute  Bronchitis,  More  Severe. — Female,  18  vears 
old,  May  4,  189G. 

Four  days  ago  she  began  to  have  headache,  nausea  and  vomit- 
ing,' and  cough  with  mucous  expectoration.  Now  she  feels 
quite  ill;  temperature  102°  F.,  pulse  120,  breathing  24. 

Over  both  lungs  subcrepitant  rales. 

Sixth  day:  Temperature  101°   to  99°   F. 

Seventh  day:  Temperature  100°  to  99°  F. 

After  this.,  temperature  between  99°  and  100°  F.  until  the 
twelfth  day. 

She  was  put  to  bed,  on  mj|frM(fce,tT  with  no  treatment. 

Twelfth  day:  SITe  was  discharged  curea. 
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r,\sE  V.     Brow  ith    AstlutuL — Female,    2b*   years    old, 

November  18,  1B07, 

For  the  last  four  years  she  has  had  an  attack  of  asthma  every 

fall.     Each  attach  lias  bean  accompanied  with  bronchitis.    Two 

ago,  after  getting  her  feet  wet,  she  awoke  in  the  ni-jht  with 

spasmodic  asthma  and  cough  with  mucous  expectoration.    The 

dyspmea  has  continued,  with  exacerhations  at  nluht.  Now  llic 
temperature  is  !»S  F.,  pulse  lull,  breathing  :hi.  Over  both  lungs 
sibilant  and  sonorous  breatfai&g  and  auherepit&nl  rales. 

While   she    was   in    the    hospital    she    took    nitroglycerin,   eir- 

physi una  mixture,  ipeeae,  and  the  Iodide  of  potash. 

Fifteenth  day:  She  was   discharged,   with  no  cough  and  no 
dyspnoea. 

i 

3,  There  are  cases  characterized  by  the  production  of  very 
large  quantities  of  mucus,  pus,  and  scrum  from  the  bronchi. 
During  each  twenty-four  hours  the  patients  cough  up  as  much 
as  a  pint  of  nineo-purulent  matter,  and  they  continue  to  do  so 
day  after  day.  In  these  patients  the  course  of  the  disease  II 
tally  severe  and   protracted. 


VI.     Ati'tr  Bronchitis;  Profuse  Muco-Purtrfent  Eip<i 
{oration. —  Male,  o4  years  old,  December  27,  1893. 

On  December  2o  he  had  a  chill,  followed  by  fever,  OOUgh, 
dyspna-a,  pain  over  the  front  of  the  chest,  and  diarrhoea, 

Now  the  tongue  is  moist  and  clean  ;  there  ifl  OOUgh  with  pro- 
fuse, white  mucous  sputum;  urine  L021,  a  trace  of  albumin.  All 
over  the  chest   is  exaggerated  resonance  and  sibilant   and  sonor- 

<»us  breathing. 

lie  is  given  one-fourth  of  a  grain  of  ipecac  every  hour  tot 
six  do 

Fifth  day:  The  sputum  is  still  very  profuse  and  now  contains 
a  good  deal  of  pus. 

Seventh  days  The  sputum  is  still  very  profuse  and  purulent; 
given  live  grains  of  potassium  iodide  ami  twenty  minims  of 
tinctura  DUcia  vomica'  four  times  a  day. 

Ninth  day:  The  sputum  is  still  abundant,  but  not  as  purulent, 
lie  is  put  on  the  continuous  inhalation  of  creosote. 

Twelfth  day:  The  man  is  out  of  bed,  with  very  little  cough 
or  expectoration. 

The  temperature  ran  from  100°  to  102°  F.,  the  pulse  from  80 
to  SH),  and  the  breathing  from  20  to  24  up  to  the  eleventh  day. 

Seventeenth  day:  There  are  no  cough,  no  sputum,  no  physical 

na,  and  the  man  is  discharged  cured. 
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Task   VII.      A,  ah      Bronchitis,      PrOtfUCtOd, — State, 

old,  January  2,  1897. 

Thro.-  weeks  ago  he  began  to  feel  chilly,  to  have  cough,  expee- 
ion,  at  first  mucous,  afterward  nraod-prarulent,  with  | >:■  i 1 1 
I'limti  and  considerable  dyspmea,     Now  the  color 
and  nutrition  are  good,  cough  with  uiuco-puruleut  expectoration, 
the  left  Lung  subcrepitant  rales  and  diminished  breathing. 
Tin*  man  was  put  upon  the  inhalation  of  oreosotft. 
Tliirty -eighth  day:  He  was  discharged  nearly  well. 
(For  chart  of  Case  VII,  see  Fig. 


4.  The  inflammation  extendi  down  tn  .  many  of  the 

small  bronchi,  so  that  they  contain  minus  and  pus.  This  gives 
an  abundant  auhefrepitant  rale  over  the  whole  of  both  lungs. 
The  act  of  breathing  js  seriously  interfered  with.  In  some  of 
the  pat  mn is  there  is  an  evident  attempl  to  overcome  the  ob- 
struction; they  breathe  with  difficulty,  but  with  a  pood  deal  of 
effort.     In  others,   however,  with  an  eipial   amount   of  obstruc- 

quiet  and  feeble.    This  form  of  bronchitis 

is  son iet  i i nes  fatal. 


Case  VIII.  AcuU  Bronchituj  Death, — Female,  44  years  old, 
February  26,  1898. 

She  has  had  several  attacks  of  rheumatism, 

has  had  dyspnoea  on  exertion  for  the  past   five  years. 

Four  weeks  ago  she  began  to  haw  eough  with  profuse  yellow 

expectoration,  and  a  good  deal  of  dyspnoea.     Now  the  color  and 

nutrition  are  poor;  there  is  |  good  deal  of  dyspmca.     Over  both 

s  silulant  breathing  and   coarse  and  subcrepitant   rales. 

Sin"  eoiitinu  until  the  end  of  the  fifth 

of  her  attack,  when  she  died. 

topsy. — The  body  is  well  nourished. 

In  both  lungs  there  is  a  large  quantity  ol  mneo-pui  in  the 
bronchi.  The  lungs  are  emphysematous.  There  are  i  few  old 
miliary  tubercles  in  the  upper  and  lower  lobes  of  the  right  lung. 

The  heart:  There  is  hypertrophy  of  the  wall  of  the  left  ven- 
tricle, without  dilatation. 

The  spleen  is  soft. 

The  kidneys  are  in  condition  of  acute  degeneration. 

The  liver  is  covered  with  old  adhesions. 

There  are  old  adhesions  in  the  lower  part  of  the  peritoneal 
cavity. 
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5.  The  bronchitis  is  mild,  but  the  patients  have  high  temper- 
atures and  seem  quite  ill  because  they  have  epidemic  influenza. 

Case  IX.  hitis;  fyiftu  Kemale,   26   years 

old,  February  28,  1895, 

On i*  go  she  began  to  eongh  without  expectoration.   Two 

days  ago  began  to  In  iiml  bodily  pains  and  headache. 

Now  her  face  is  Hushed,  herpes  on  the  lips.  moderate  prostra- 
tinn ;  urine  1026,  a  considerable  quantity  of  albumin  and  granu- 
lar ough  with  mucous  sputum.  Over  both  lungs  there  is 
sibilant  and   sonorous  breathing  and  coarse  rales. 

She  gradually  improved  and  was  discharged  cured  on  the 
renth  day. 
i  eharl  of  Caae  IX.  ice  Vvi.  28.) 

aaea  there  is  an  unusual  congestion  of  the 
bronchi,  with  bleeding  and  transudation  of  serum.  Tlic  sputum 
is  abundant  and  contains  ;i  good  deal  of  blood  and  serum.  The 
faculty  in  breathing  is  considerable,  bo  that  the  patients  may 
become  cyanotic.  There  are  a  great  many  subcrepitarit  rales 
to  be  heard  all  over  the  chest.  While  the  congestion  continues 
condition  of  these  patients  is  often  very  alarming.    They  d 

7    In  many   patients  bronchial   asthma  is  more  distn 
!i   the  bronchitis.     The  patients  suffer  from  all   the  diacom- 
forts  which  belong  to  the  spasmodic  dyspnese. 

onchitis;  Protracted  Asthma. — Female,  25 

old,  November  24,  L89 1. 

Three  di  n  to  cough  and  to  have  dyspnosa.  The 

sputum  was  bloody.     Now  the  tongue  is  thickly  coated;  there 

ked  dyspnoea;  there  is  cough  with  bloody  expectoration. 

<  ►vet  both  chests  there  is  sibilant  and  sonorous  breathing  and 

►crepitant 

renth  day:  The  dyspnoea  is  much  hett. 
The  sputum  is  mucous/  without  blood. 
She  continued  to  improve  until  the  fifteenth  day,  when  there 

igh,  no  more  sputum,  and  no  more  dyspnoea. 
She  was  discharged  from  the  hospital. 

liter  leaving  the  hospital  the  dyspncBa   returned, 
ind  scanty  mucous  expectoration. 
Thirty-seventh    day:  She   has   marked    asthmatic   breathing, 
with  sibilant  ami  sonorous  breathing  over  both  hn 
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Thirty-ninth  day:  The  asthmatic  breathing  continues  and  she 
lis  up  a  Little  blood. 

Forty-second  day:  The  dyspnoea  continues,  with  considerable 
muco-purulent  and  bloody  sputum. 

jjeventy- fourth  day:  She  has  gradually  improved,  until  there 
is  no  more  asthma  ana  bill  wry  little  ooogh  and  expectoration. 

Case  XL    Acuie    B  H$j    Asthma, — Female,    32    years 

old,  November  1,  1893, 

Two  weeks  ago  she  began  to  have  cough  with  muco-purulent 
lectoration. 

A  week  later  she  began  to  have  continuous  dyspim-a,  with  ex- 
acerbations at  night. 

Now,  temperature  90°  F.,  pulse  112T  breathing  24,  Cough 
with  inocous  expectoration;  marked  dyspnoea.  Sibilant  and 
sonorous  breathing  over  both  Inn 

Eighteenth  day:  The  cough  and  expectoration  have  dimin- 
dj  she  has  no  more  asthma. 
er  this  she  had  no  more  asthma  ;  the  eough  and  expectora- 
tion gradually  diminished,  and  on  the  twenty-seventh  day  she 
was  discharged  cured. 

In  the  course  of  the  bronchitis  then1  is  developed  a  broncho- 
pneumonia. This,  as  a  rule,  is  not  extensive  and  results  in  the 
isolidation  of  only  a  small  part  of  one  hug,  The  are*  ol  hep- 
atization is  so  small  that  the  physical  signs  are  nol  pronovftOfd; 
a  little  dulness,  broncho-\«'sieular  breathing,  and  a  loader  voir,- 
all  that  we  can  expect  to  get.  The  most  noticeable  feature 
of  the  clinical  symptoms  is  that  the  patients  do  not  get  better 
a]  their  bronchitis  within  the  ordinary  time,  but  continue  to 
eongh  and  have  an  afternoon  fever, 


Case  XII.    Acuti  Bronchitis;  3r^mca(>-PiiW4mo»*a.--Fomalef 

.is  old,  September  20,  I 

Two  weeks  ago  sin-  began  to  have  cough,  mucous  sputum, 
pain  in  the  left  side,  headache,  and  vomiting, 

Two  days  Later  she  wenl  to  b 

One  wt .  .-hill,  followed  by  sweating,  and  began 

to  lose  flesh  and  strength  pretty  rapidly. 

Now.  temperature  99     pulse  132,  breathing  28.    She  is  pale, 

has  no  appetite;  the  tongue  is  dry  ai  is  cough 

with   mucous  sputum.     Over   both   lungs  there  is  sibilant   ami 

thing.     ( >ver  tin-  lower  part  of  the  left  lung  there  is 
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a  circumscribed  area  where  there  is  d  illness  on  percussion  and  a 
crepitant  rale. 

The  temperature  continued  not  above  99°  P.,  the  pulse  80,  the 
breathing  20, 

The  cough  was  no  bettor  until  the  twenty-second  day.  after 
that  it  improved,  and  by  the  twenty -sixth  day  there  was  no  more 
bronchitis. 

!'.  There  are  case*  in  which  the  cough,  with  mucopurulent 
sputum,  an  afternoon  fever  with  sweating  at  night,  and  gradual 
loss  of  flesh  and  strength  continue  for  Greeks  sod  months. 
These  patients  may  become  so  enfeebled  as  to  cause  great  anx- 
iety. It  is  QfiQBSBSry  to  be  very  careful  to  exclude  the  presence 
of  broncho-pneumonia  and  to  examine  the  sputum  repeatedly 
for  tubercle  bacilli. 

Cask  XIII.  Acute  BronchOu,  PratrocM. — Female,  33  vears 
old,  June  6,  1 

On  March  21  she  bad  an  attack  of  influenza  witli  bronchitis. 
Bines  that  time  she  has  continued  to  have  cough  with  muco- 
purulent sputum  Hi'l  some  dyspncea  on  exertion.  On  one  occa- 
SIOD  rhore  was  ft  small  haemoptysis.  She  has  lost  twenty  pounds 
in  weight  and  is  quite  feeble. 

Now,  temperature  9§°  F„  pulse  88,  breathing  36. 

There  an*  no  Jiiarked  physical  tag 

Th<*  Sputum  was  i examined  sevmd  times  for  tubercle  bacilli 
and  Dens  were  found. 

She  -'ontinued  to  have  cough  and  muco-purulent  sputum,  and 
finally  left  the  hospital  on  July  5,  in  very  much  the  same  condi- 
tion as  when  she  entered  it,  nearly  four  months  after  the  begin- 
ning of  the  bronchil 


Case  XIV,     Aevtt    9ronckUi$t  Prelwwied.— Male,  35   j 
old,  January  28,  1897. 

Three  months  ago  be  caught  cold  and  began  to  cough,  with 
ime-oiis  sputum;  lie  also  had  headache  and  night  He 

continued  to  work  until  two  days  ago,  but  lost  strength  and  was 
short  of  breath. 

Now,   temperature  102°   F.,   pulse  80,  breathing  24;   1 
breathing  and  subcivpitam  rales  twrer  both  lungs. 

No  tubercle  bacilli  were  found  in  the  sputum. 

lie  was  put  on  inhalations  of  terebene  and  the  internal  use  of 
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hydriodic  acid.  He  improved  rapidly  and  was  discharged  cured 
on  February  9,  after  a  bronchitis  of  nearly  four  months'  dura- 
tion.  "    """ 

Treatment. — The  mild  cases  of  bronchitis  easily  get  well  with- 
out treatment;  but  the  severe  cases,  the  protracted  cases,  the 
cases  with  asthma,  the  cases  with  epidemic  influenza,  are  very 
different.  If  left  to  themselves  they  continue  indefinitely  or 
even  prove  fatal ;  if  they  are  properly  treated  they  do  very  well. 

In  any  severe  bronchitis  with  congestion  and  oedema  of  the 
lungs,  thorough  dry-cupping  of  the  whole  chest  should  always 
be  done. '"  " 

The  drugs  which  are  of  real  service  for  bronchitis  are :  ipecac, 
potassium  iodide,  nux  vomica,  and  creosote. 

Those  which  control  bronchial  asthma  are:  nitroglycerin, 
chloral  hydrate,  potassium  iodide,  belladonna,  and  the  fumes  of 
stramonium  and  the  nitrite  of  potassium. 

These  drugs  can  be  given  separately  and  in  various  combi- 
nations. 

Ipecac  is  given  by  itself  in  doses  of  from  one-tenth  to  one- 
quarter  of  a  grain  every  hour,  or  combined  as  follows. 

For  a  simple  acute  bronchitis  of  the  larger  and  smaller 
bronchi  the  following  formula  will  be  found  of  service : 

3 

Extracti  belladonnae gr.  ^ 

Pulveris  Doveri gr.  ^ 

Pulveris  ipecacuanhas grr.  ^ 

Quininse  sulphatis gT.   f 

Owe  such  pill  or  tablet  every  hour. 

If  the  small  bronchi  are  involved  or  if  the  bronchitis  has 
continued  for  more  than  a  week,  the  following  formulae  are  used : 

B 

Extracti  belladonna gr.       \ 

Pulveris  ipecacuanhas   gr.      \ 

Potassii  iodidi grs.    v 

One  such  capsule  every  three  hours. 
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3 

Morphinae  sulphatis gr.  -fa 

1  Pulveris  ipecacuanhas gr.   ^ 

Extract!  nucis  vomicae gr.   | 

Salol gr.  iii 

One  such  pill  every  three  hours. 

1 

l  » 

Potassii  iodidi 3  ii 

r  Tinctures  opii  deodorati 3  i 

!  Vini  ipecacuanhas 3  ii 

I  Syrupi  pruni  Virginian® ." 5  ii 

Aqute ad  5  iv 

i  In  teaspoonful  doses. 

!.  * 

Potassii  iodidi 3  u 

Codeiea. grs.  v 

Tinctured  sanguinariaa 3  ii 

Syrupi  pruni  Virgin  ianae 5  ii 

Aquas ad   3*  iy 

In  teaspoonful  doses. 

Pulveris  ipecacuanhas gr.     \ 

Potassii  iodidi grs.  v 

Pulveris  Doveri gr.    ^ 

One  such  capsule  every  three  hours. 

In  the  cases  with  excessive  expectoration  of  mucus  and  pus, 
the  continuous  inhalation  of  creosote,  and  the  internal  use  of 
tincture  of  nux  vomica  in  doses  of  from  ten  to  twenty  minims 
every  three  hours,  are  of  real  service. 

When  there  is  marked  congestion  of  the  bronchi  it  is  impor- 
tant to  dry-cup  the  chest  very  thoroughly.  There  is  also  the 
indication  to  relieve  the  congestion  of  the  lungs  by  increasing 
the  rapidity  of  the  circulation.  The  following  formula  is 
adapted  for  this  purpose: 

9 

Tinctune  nucis  vomicaa tq,  lxxx 

Extracti  convallariae  fl n;  lxxx 

Extracti  digitalis  fl ill  viii 

!  Syrupi  pruni  Virginian® 3  i 

j  Aquae ■ ad  3  ii 

■  In  teaspoonful  doses. 
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Hypodermic  injections  of  one-fiftieth  of  a  grain  of  nitro- 
glycerin sometimes  have  a  very  marked  effect. 

When  there  is  bronchial  asthma  with  the  bronchitis  we  com- 
bine the  drugs  for  the  bronchitis  with  the  drugs  which  dilate 
the  bronchi.  In  doing  this  we  must  notice  whether  the  produc- 
tion of  mucus  and  pus  from  the  bronchi  is  profuse  or  scanty, 
for  it  may  be  proper  to  try  either  to  increase  or  diminish  the 
production  of  mucus. 

It  is  also  necessary  to  notice  whether  the  contractions  of  the 
right  and  left  ventricles  of  the  heart  are  sufficiently  forcible,  so 
that  cardiac  stimulants  can  be  given  if  necessary.  In  this  way 
we  have  to  vary  the  combinations  of  drugs. 

Nitroglycerin gr.  ^ 

Pulveris  ipecacuanhas gr.  -^ 

To  be  given  together  every  two  hours. 

B 

Chloral  hydrate 3  i 

Potassii  iodidi , 3  i 

Vini  ipecacuanha? 3  ii 

Tincturaa  nucis  vomicae 3  i 

Glycerin |  i 

Aquse ad  5  yi 

Tablespoon ful  every  three  hours. 

Potassii  iodidi  3  i 

Tincturaa  belladonnas 3  i 

Spiritus  aetheris  eo 3  i 

Magendie's  Solution  of  Morphine TH    xxiv 

Syrupus  sarsaparilla? I  i 

Aquae ad  3  vi 

Tablespoonful  every  three  hours. 

3 

Potassii  iodidi 3 

Tincturaa  nucis  vomica* 3 

Glycerin 3 

Aquae ad    3  vi 

Tablespoonful  every  three  hours — to  diminish  a  muco-purulent  spu- 
tum. 
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cut- 
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I  'ntassii  U>did3 1  •  »■ .*».*«,.»... I  i 

Extra,  ti  .|iu-lirat"]io  fl.  (or extracti  gTin«Mhe  robutttt  A.),    3  i 

Byrtl]  |>arilla> . ?i 

A  quae , , ail    $  vi 

Ta^lMpOCmfQ]  .very  tin.  -to  increase  the  production  of  mu- 

GhkfflftJ  bjdrate li 

Iv\ttae1i  digitalis  tl fll  xxiv 

■  •illaria-  fl*.... li\ 

Tine  tune  nucis  VOmlOGB ,  J  i 

Glycerin |i 

AqneB ad  5  vi 

Tablespoon  fill  every  three  hours — with  a  feeble  heart. 


2.  The  Acute  Catarrhal  Bronchitis  of  Old  Persons. 

The  lesions  are  the  same  as  in  the  bronchitis  of  adults. 

The  symptoms  are  more  severe  in  proportion  to  the  extent  of 
the  bronchitis,  ami  the  disease  is  tmt  a>  well  borne  as  it  is  in 
adults.  There  ire,  from  the  tirst,  much  prostration,  an  irreg- 
ular febrile  movement,  a  rapid  and  feeble  pulse,  difficult  and 
oppressed  breathing,  cough  with  Brawns  expectoration,  restless- 
ness, sleeplessness,  sunn-limes  delirium,  loss  of  appetite,  nausea, 
vomiting.  There  are  coarse  and  subcrepitant  rales  over  both 
lungs,  or  only  over  a  portion  of  one  lung.  In  some  cases  no 
rales  can  be  heard. 

An  acute  bronchitis  in  old  person*  is  often  alarming  and 
sometimes  fatal. 

The  treatment  is  the  same  as  in  adults;  but  the  nursing  is  even 
more  important,  the  difficulty  in  feeding  the  patients  is  greater, 
and  stimulants  are  more  likely  to  be  necessary. 

3,  The  Acute  Catarrhal  Bronchitis  of  Children. 


The  lesions  are  the  same  as  in  adults :  congestion  and  swelling 
of  the  mucous  membrane,  after  a  time  an  increased  production 
of  mucus,  with  some  subsidence  of  the  swelling.  But  as  the 
lungs  of  children  are  smaller,  as  the  bronchi  constitute  a  rela- 
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ly  larger  portion  of  the  lung,  as  the  bronchi  are  smaller  and 
more  easily  occluded,  as  such  an  occlusion  may  even  be  com* 
plete  with  unaeration  of  portions  of  the  lungs,  so  we  find  bron- 
chitis in  children  to  interfere  seriously  with  the  functions  of 
•  1  to  constitute  a  serious  disc. 
ipfoms, — An  acute  bronchitis  may  be  preceded  by  coryza, 
pharyngitis,  tonsillitis,  or  laryngitis;  it  may  occur  as  a  primary 
inflammation;  or  it  may  complicate  measles,  whooping  00 
one  of  the  infections  diseaaee. 

In  the  mild  cases  there  is  m.»  fever;  the  children  hardly  fee] 
sick;  but  t!  _li.  a i i. I  ooane   rales  can  be  heard  over  both 

lungs.     Tin*   inflammation    regularly   runs  its  course  and  sub- 
sides within  one  op  two  weeks. 

In  the  majority  ol  these  mild  cases  no  treatment  is  neces- 
sary, not  even  for  the  cough.  It  is  \\ -ise,  however,  to  keep  these 
patients  in  the  house  until  the  bronchitw  has  subsided,  unless 
the  weather  is  warm  and  good. 

In  the  more  severe  earn  the  invasion  of  the  inflammation 
may  be  marked  by  general  convulsions.  There  is  a  well-marked 
febrile  movement,  the  temperature  higher  in  the  afternoon, 
sometimes  falling  even  to  the  norma]  in  the  morning.  The  pulse 
is  rapid,  but  usually  not  feeble.  The  breathing  is  rapid,  some- 
times insufiVj'iit  it  may  be  made  iron*  for  ■  tine  by  disten- 
sion of  the  stomach  with  food.  There  may  be  alternating  rest- 
lessness and  drowsiness.  There  are  subcrepitant  and  coarse 
rnles  heard  over  both  lungs,  sometimes  early,  sometimes  late  in 
the  disease. 

The  inflammation  regularly  runs  its  course  within  two  weeks, 
and  the  patients  recover.  But  I  hey  are  often  alarmingly  ill  for 
several  days  and  may  die  from  the  disease. 

In  infants  only  a  few  weeks  old  rapid  breathing,  fever,  and 
prostration  are  the  only  symptoms,  and  the  disease  proves  fatal 
within  a  few  d;» 


Case  XV.  Acute  Bronchitis:  Chill. — Male,  8  months  old, 
January  24.  1897. 

Three  days  ago  the  mother  noticed  that  the  child  was  feverish 
and  coughing,  with  alternating  drowsiness  and  restlessness. 
Yesterday  the  child  vomited.     Now  the  temperature  is  101°  F., 
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pulse   128,   breathing   44.     The  breathing  is   harsh   over   both 
luo  L 

Fifth  day:  Temperature  101°  to  99°  F, 

Sixth  day:  Temperature  102°  to  100°  F, 
nth  day;  Temperature  100°  F. 

Eighth  day:  Temperature  100*  to  99°  F. 

Tli.'  child  had  no  medicine  but  a  few  drops  of  paregoric. 

January  31:  Discharged  QUr6<L 

Cask  XVI.  Acute  Bronchitis;  Child. — Male,  2%  years  old, 
October  25,  1898. 

Two   nights  ajrn   the   ehild   was  restless  and   complained   of 

Last  night  he  had  high  fever,  with  rapid  breathing,  and  looked 
vi  i  v  ill. 

Sow  the  temperature  is  103°  F.,  pulse  140,  breathing  56. 
Tin*  child  looks  very  sick.  There  is  some  twitching  of  the  arms. 
Tlinv  is  sibilant  breathing,  and  snbcrepitant  rales  over  both 
hinge. 

Sixth  day:  The  temperature  had  fallen  to  99°  F.,  pulse  was 
12o    the  breathing  was  comfortable;  the  child  was  decidedly 
ter, 
venteenth  day:  The  child  was  discharged  well. 

( I  \se  XVII.  Acute  Bronchitis;  Chill;  Convulsions.— Male.  6 
itumfhs  old,  March  5.  1895. 

The  child  had  a  little  cough  for  a  few  days,  then  yesterday 
general  convulsions,  vomiting,  and  diarrboBa. 

Now  the  temperature  is  101"  F.,  pulse  150,  breathing  56; 
coarse  and  subcrepitant  rales  over  both  lungs. 

Third  day:  Ttaperatmre  101  to  100  F,,  pulse  140  to  130, 
breathing1  50  to  40. 

Fifth  day:  Temperature  99°  F.,  pulse  126,  breathing  38. 

Seventh  day:  Discharged  ettred. 

Treatment, — Young  children  do  not  need  much  treatment  for 
bronchitis;  the  nursing  is  the  principal  thing. 

Many  cases  do  best  without  any  drugs  at  all,  but  small  doses 
of  ipecac,  aconite,  and  opium  are  sometimes  of  service. 


4.  Chronic  Catarrhal  Bronchitis. 

Chronic  catarrhal  bronchitis  may   from  the  first  have  the 
character  of  a  chronic  inflammation;  it  may  follow  one  or  more 
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attacks  of  acute,  bronchitis ;  it  may  complicate  gout,  emphysema, 
ehronic  emdocardita,  interstitial  pneumonia,  pleuritic  adhesions, 
phthisis;  it  may  be  produced  by  the  inhalation  of  irritating 
substances. 

■.—  The  mucous  glands  produce  too  much  mucus;  they 
may  be  hypertrophied ;  the  walls  of  the  bronchi  are  thickened 
or  thinned;  the  Imm-n  of  the  bronchi  may  be  narrowed  or 
dilated. 

Symptoms.— I.  The  mild  cases:  In  the  patients  belonging 
to  this  class  the  bronchitis  hardly  amounts  to  more  than  an 
annoyance.  They  have  a  cough,  either  with  or  without  mucous 
sputum,  nud  that  is  all  They  require  no  treatment,  but  may 
be  benefited  by  a  suitable  climate.  Most  of  them  have  some 
emphysema,  but  it  is  of  the  form  that  gives  no  symptoms. 

2.  The  more  severe  cases:  Of  these  there  are  a  good  many. 
All  of  them  have  emphysema:  some  also  have  ehmnie  nephritis 
or  chronic  endocarditis. 

The  symptoms  come  on  in  attacks,  each  attack  lasting  for  sey- 
era]  weeks.  The  attacks  are  mostly  in  winter,  but  they  also 
oecur  in  summer.  During  the  attacks  the  patients  are  seri- 
ously ill. 

They  have  cough  with  muco-purulent  sputum,  constant  «»r 
spasmodic  dyspnoea,  a  febrile  movement,  and  considerable  loss 
of  flesh  and  strength.  They  require  active  treatment  for  the 
bronchitis  and  the  asthma.  It  is  a  matter  of  great  consequence 
that  they  should  live  in  a  climate  where  there  is  the  least  liabil- 
ity to  the  attacks, 


VIII,     (  Bronchitis;  Asthma. — Male,  50  years 

old,  November  24.  18 

For  the  last  five  years  be  has  had  asthmatic  attacks,  with 
sough  and  scanty  mucous  expectoration;  these  attacks  have 
been  frequently  repeated,  and  any  exertion  brings  on  dyspnoea. 

Foil  denly  attacked  in  the  night  with 

se  then  he  has  had  continuous  dyspno?a,  cough  with 
scanty  mucous  sputum,  fever  and  sweating. 

Now  there  is  considerable  cyanosis  of  the  face  and  fingers;  the 
tongue  is  heavily  coated;  he  has  marked  bronchial  dyspncea; 
temperature  102.4°  F„  pulse  120,  breathing  24;  urine  1020,  a 
little  albumin. 
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Over  both  lungs  there  if  sibilant  and  BOnorOtts  breathing. 

The  man  was  treated  with  ipecac,  chloral  hydrate,  potassium 
iodide,  and  mix  vomica. 

The  tempera  lure  gradually  i'ellT  the  sputum  first  became  more 
abundant  attd  then  diminished,  the  dyspnoea  disappeared,  and 
by  December  2  the  attack  was  ore?, 

IX.  Chronic  Bronchitis,  Emphysema*  and  Uhfvnii 
Endocarditis. — Male.  50  years  oh],  November  l,  L895, 

Since  1878  the  man  has  had  several  attacks  of  rheumatism. 

During  the  same  time  he  has  had  60ugh  with  mucous  expec- 
toration, dyspnoea,  palpitation  and  pain  in  tla*  heart*  and  ojdema 
of  the  ankles,  These  symptoms  have  been  repeated  from  time 
to  time,  with  a  steady  increase  in  their  severity,  the  exacerba- 
tions regularly  depending  ot  attacks  ol  rheumatism  and  of 
bronchitis.     For  the  past  three  weeks  all   these  symptoms  have 

been  worse.    He  now  has  cough  with  mucous  expectoration, 
orthopncea,  and  sleenleaani 

Temperature  99 °  F„  pulse  108,  breathing  32. 

There  is  sibilant  and  sonorous  breathing  and   eoane  rates 

over  both  lun 

The  heart  is  enlarged  ;  its  action  is  irregular;  there  is  a  mitral 
systolic  murmur. 

No  tubercle  bacilli  were  found  in  the  sputum.  11  is  tempera- 
tures ran  between  99*  and  103°  F.  While  the  man  was  in  the 
id  the  ehes)  was  dry-cupped;  he  took  chloral  hydrate, 
nitroglycerin,  iodide  of  potash,  tincture  of  mix  vomica,  ipecac, 

digitalis,  eonvallaria,  and   inhalations  of  0160801)6. 

The  COUgb  and  expectoration  continued  until  November  29. 
After  that  be  improved  and  was  discharged  without  any  symp- 
n  ins  un  December  UK 


Bronchitis;  /)t,ith.— Male,  71  years  old, 
November  12  ism. 

He  has  had  cough  with  expectoration,  some  dyspnoea,  and 
gradual  loss  of  flesh  f<. r  eleven  yean. 

Two  weeks  ago  tin*  cough  became  wowe,  with  limco-purulent 
sputum;  temperature  99°  F.,  pulse  120,  breathing  50:  urine  1025, 
a  little  albumin. 

There  is  sibilant  breathing  and  suberepitant  rales  over  both 

rang 

rembei  tBi   Influenza  bacilli  were  found  in  the  sputum. 
He  continued  to  have  cough  and  muco-purulent  sputum ;  the 
temperature    was   not  above   W     F..    but  he   gradually   grew 
weaker  and  died  on  December  24. 
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Autopsy. — The  left  lung  is  firmly  attached  to  the  wall  of  the 
chest  by  old  adhesions. 

At  the  apex  there  are  some  old  pigmented,  fibrous  nodules. 
In  both  lungs  the  bronchi  are  full  of  pus. 

There  is  old  thickening  of  the  mitral  and  tricuspid  valves, 
with,  fatty  degeneration  of  the  heart  muscle. 

The  liver  is  cirrhotic. 

The  kidneys  show  the  lesions  of  chronic  nephritis. 

3.  There  are  cases  of  chronic  bronchitis  with  very  large 
quantities  of  muco-purulent  sputum,  without  dilatation  of  the 
bronchi,  which  continue  to  get  worse  for  years.  The  bacteriol- 
ogy of  these  cases  needs  to  be  worked  out. 

Their  drug  treatment  is  very  unsatisfactory;  a  dry,  elevated 
inland  climate  may  do  them  some  good. 

Case    XXI.— Male,  47  years  old,  November  12,  1900. 

The  man  says  that  he  has  had  dyspnoea  on  exertion  all  his 
"fe»  but  no  asthmatic  attacks.  Two  years  ago  he  began  to 
cough  and  expectorate  large  quantities  of  muco-purulent  matter. 
He  has  had  three  small  haemoptyses  and  has  gradually  lost  flesh 
^d  strength.  The  dyspnoea  has  been  worse  since  the  cough 
tegan.    He  has  been  unable  to  work  for  six  months. 

He  now  weighs  141  pounds.     There  are  no  physical  signs, 
except  those  of  pulmonary  emphysema.     The  haemoglobin  is  85 

per  cent,  the  red  blood  cells  5,024,000,  the  white  blood  cells 

8,000. 
While  he  was  in  the  hospital  he  lost  six  pounds  in  weight ;  the 

temperature  varied  from  99°  to  101°  F. ;  the  quantity  of  sputum 

was  from  fifteen  to  twenty-three  ounces  in  each  twenty-four 

hours.    The  only  micro-organism  that  could  be  found  in  the 

sputum  was  the  bacillus  pyocyaneus. 
The  man  left  the  hospital  unimproved. 

4.  There  are  cases  of  chronic  bronchitis  with  interstitial  pneu- 
monia which  go  on  for  years.  The  interstitial  imeumonia  is 
usually  secondary  to  pleurisy  or  to  broncho-pneumonia. 

The  principal  indication  for  treatment  in  these  patients  is 
^  find  a  suitable  climate. 

•5.  There  are  cases  of  chronic  bronchitis  with  considerable 
dilatation  of  the  bronchi.  The  most  marked  feature  of  these 
cases  is  the  way  in  which  they  raise  the  sputum.     They  have 
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attacks  of  coughing  at  intervals  of  several  hours,  and  then 
bring  up  as  much  as  a  pint  of  sputum. 

Between  the  attacks  there  is  little  or  no  cough  or  sputum. 

The  treatment  is  unsatisfactory. 
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PNEUMONIA. 


The  term  Pneumonia,  or  Pneumonitis,  is  employed  to  designate 
the  inflammations  of  the  parenchyma  of  the  lungs  as  distinguished 
from  those  of  the  bronchi  and  the  pleura.  By  the  parenchyma 
of  the  lungs  we  mean  the  air  vesicles,  the  air  passages,  and  the 
smallest  bronchi. 

There  are  a  number  of  different  forms  of  pneumonia,  distin- 
guished from  each  other  by  their  causes,  their  lesions,  and  their 
symptoms.  In  the  present  state  of  our  knowledge  we  cannot 
make  a  scientific  classification  of  the  different  forms,  but  have  to 
be  contented  to  describe  the  different  varieties  of  pneumonia 
under  arbitrary  names. 

We  distinguish,  therefore,  primary  lobar  pneumonia,  second- 
ary lobar  pneumonia,  lobar  pneumonia  with  the  formation  of 
new  connective  tissue,  broncho-pneumonia,  pneumonia  of  heart 
disease,  interstitial  pneumonia,  tubercular  pneumonia,  syphilitic 
pneumonia. 

We  can  also  make  a  classification  according  to  the  method  of 
infection,  and  speak  of  pneumococcus  pneumonia,  streptococcus 
pneumonia,  influenza  pneumonia,  tubercular  pneumonia,  syph- 
ilitic pneumonia. 

Primary  Lobar  Pneumonia. 

Definition. — An  acute  exudative  inflammation  of  the  paren- 
chyma of  the  lung  accompanied  by  the  growth  of  pneumococci 
or  streptococci  in  the  exudate. 

Nature  of  the  Disease. — Much  has  been  said  and  written  as  to 
whether  lobar  pneumonia  is  an  inflammation  of  the  lungs  or  an 
n 
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infectious  disease.     At  the  present  time  our  knowledge  of  the 
disease  is  more  definite. 

The  ordinary  cases  of  lobar  pneumonia  are  examples  of  a 
pueumocoeeus  infection  with  inflammation  of  the  lungs.  The  in- 
fection and  inflammation  may  be  confined  to  the  lungs;  they 
often  involve  the  pleura;  they  may  involve  the  pericardium,  the 
endocardium,   the  pia  mater,   the  joints,  and  the  peritoneum. 


States  wholly  Or  in  grt*At 
part  above  the  JHHh 
parallel 


1.  Maine   

2.  New    Hampshire 

3.  Vermont    .. 

fMMfhTlffflttl  .- 
5.  Rhode  Island  , . 
ft,  Connecticut 

7.  New  York 

8.  New  Jersey 

9.  Pennsylvania    .  , 

10.  Ohio    

11.  Indiana  , 

12.  Illinois   

13.  Michigan 

14.  Wisconsin    

15.  Minnesota    

1C-  Iowa    

17.  Nehrapka  

18*  Oregon    .  . 

i\*   Colorado  

Average   


is 


51,22 
62.46 
58.58 
56.29 
58.23 

se  m 

60.55 
51,61 
44.84 
60.27 
80,66 
77.94 
69.64 
54.55 
55,30 
75,32 
87.30 
55-76 
5".  67 


31 1 


61.48 


n.6- 
0.96 
0.59 
0.98 
0.78 
u.72 
0,87 
0,59 
0.58 
0.65 
0.88 
0.96 
0.67 
050 
0.39 
0.61 
0.93 
0.34 
048 


States  wholly  or  id  great 
part  below  the  80th 
I  .anil  1 1"  I 


0.C9 


1.  Delaware  

|,   Maryland    ,. . 

::.    Virginia;  W  Virginia 

4.  North    Carolina 

5.  South   Carolina 

6.  Georgia 

7.  Florida 

8.  Alahama 

9.  Mississippi 

1U.  Louisiana 

11.  Texas    . 

12.  Arkansas  

1 13    Kansas  

H    Kentucky 

K».  Tennessee    , 

16.  Missouri     

17.  Nevada 

18    California    

19.  -District  of  Columbia 

Average   

Excess    over    North* 
ern  States.  . . 


4.* 
{1,-3 


56.41 

59.59 

75.66 

71.34 

102.58 

Bf.64 

113,55 

123.81 

127.21 

94.16 

105.43 

183.42 

112.13 

78.49 

84.03 

103.96 

8130 

4677 

60-87 


m 

t  =  5 

PU 


93,70 
32.27 


0.68 
0.70 
n.i+4 
0.80 
1.26 
1.17 
1,39 
1.47 
1.68 
1.75 
1.58 
2.98 
1.49 
0.95 
1.04 
1.41 
118 
0.65 
0.98 

1.27 

0.58 


Pneumoeoeei  are  jiIsm  sometimes  i'mmd  in  the  blood  in  very  severe 
eases.     The  pnenmocoecus  toxin  may  he  mild  or  virulent. 

The  point  that  is  not  settled  is  whether  the  pneumoeoeei  are 
inhaled  into  ;i  healthy  lung,  act  us  direct  irritants,  and  cause  the 
inflammation,  or  whether  the  lung  must  first  be  inflamed  bom 
other  causes  90  as  to  be  a  favorable  suil  for  the  growth  of  the 
pneumoeoeei. 

When  influenza  is  prevalent  the  pneinnocoecus  infection  is 
often  complicated  by  an  infection  with  the  influenza  bacillus. 
The  influenza  bacillus  causes  unusually  severe  inflammations  of 
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the  bronchi  complicating  the  pneumonia,  and  the  patients  are 
poisoned  by  the  toxins  of  both  micro-organism*. 

In  dirty  rooms,  hospital  wards,  asylums,  and  prisons  strep- 
tococci are  often  preaBfil  in  great  numbers  and  take  the  place  of 
pneumococei  in  causing  lobar  pneumonia.     If  the  lungs  are  in 
the  condition  of  venous  congestion  from  any  eattte,  this  infection 
j    particularly  apt  to  take  place. 

Etiology. — Lobar  pneumonia  is  a  very  widely  distributed  dis- 
ease.    There  are  few  countries  in  which  it  does  not  prevail,  the 
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1898,  to  February  88,  1902,  was  24,228.    The  number 
at  different  atjres  is  shown  by  the  broken  line  in  Figure 
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— the  colder  the  weather  the  greater  the  number  of  deaths  from 
pneumonia.  In  Figure  30  are  given  the  deaths  from  pneumonia 
by  months,  in  persons  over  five  years  of  age,  for  four  years,  1871- 
1872  in  black,  1872-1873  in  red,  1S73-1874  in  blue,  1874-1875  in 
y  el  low. 

In  Figure  31  are  given  the  deaths  from  pneumonia,  by  months, 
in  persons  over  five  years  of  age,  for  a  record  period  of  four 
years,  1898-1899  in  black,  L899-19O0  in  red,  19004901  in  blue, 
19014909  in  yellow, 

Mofbid  Atttttunnf, — He  inflammation,  as  a  rule,  involves  the 
whole  of  one  lobe,  or  the  whole  of  one  lung,  or  portions  of  both 
lungs.  Juergensen,  from  a  study  of  6,666  cases,  gives  the  fol- 
t&wimg  table  to  show  the  relative  frequency  of  the  situation  of  the 
lesion : 

PER    CENT. 

Right   lung 53.70 

*-     upper  lobe 12.15 

■■     middle  lobe 1.77 

lower  lobe 22.14 

M     whole  lung 9.35 

Left    lung 38.23 

4i     dpper  lobe  6.96 

•      lower  lobe , 22.73 

whole  lung  BM 

Both   lungs. .  . 8.07 

"     both  upper  lobes ..................     1,09 

i4     both  lower  lobrs 3.84 

I  have  found  in  359  capes  observed  in  NVu  York; 

cases. 

Right   lung 183 

4 "     upper  lobe 51 

41     lower  lobe 90 

f1     whole  lung                 42 

Left     lung 123 

"    upper  lobe  16 

4  •      lower  lobe 87 

11         4t     whole  lung 20 

Both   lungs 53 
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The  inflammation  in  acute  lobar  pneumonia  is  of  pure  exuda- 
tgrpe,  characterized  by  congestion,  emigration  of  white  blood 
Is,  diapedesis  of  red  blood  cells,  and  exudation  of  blood  plasma, 
while  the  tissue  of  the  lung  remains  unchanged.     For  clinical 
purposes  it  is  important  t"  have  as  distinct  in  idea  as  possible 
the  condition  of  t ht*  tang  while  ii  is  the  seat  of  such  an  exu- 
dative inflammation,  so  that  we  describe  the  condition  in  which 
the  lung  is  found  while  the  inflammation  is  going  through  its 
dar  stages  of  congestion,  exudation,  and  resolution. 
During  the  first  hours  of  the  inflammation  only  irregular  por- 
i  of  the  lobe  which  is  to  be  inflamed  are  involved;  later,  the 
■V  Kobe.    The  lung  is  congested,  OBdamatons,  tough,  but  not 

Consolidated.     The   air  spaces  contain   granular   matter,   fibrin. 

pus  eells,  red  blood  evils,  and  epithelial  cells.    The  epithelium 

remaining  on  the  walls  of  the  air  spaces  is  swollen;  there  are 

large  numbers  of  white  blood  cells  in  the  capillaries.     The  larger 

•K'hi  are  congested,  dry,  or  coated  with  omens;  the  small 

tichi  contain  the  same  inflammatarj   products  as  do  the  air 

The  pulmonary   pleura,   as  a   role,  is  not  coated  with 

fibrin.    This  is  railed  the  stage  of  "congestion.15    The  stage  of 

fcion,  as  a  rule,  only  lasts  s  few  hours,  but  it  may  be  pro- 

ed  for  srvornl  days. 

When  the  exudation  of  the  inflammatory  products  has  readied 

Pull  development,  the  presence  of  these  products  within  the 

air  spaces  and  bronchi  causes  the  lung  to  be  solid,  and  at  this 

e  the  lung  is  said  to  be  in  the  condition  of  "red  hepatiza- 

Th«-  lung  is  now  consolidated,  red;  its  cut  section  Looks 

granular,  the  granules  corresponding  to  the  plugs  of  inrlamma- 

v   matter  within  the  air  spaces.     For  some  time  after  death 

inflammatory  products  remain  solid  and  the  cut  section  of 

th.'  lung  dr\  .  but  later,  with  the  commencement  of  postmortem 

changes,  these  products  soften  and  the  cut  section  is  covered 

with  a  grumous  fluid.     The  air  vesicles,  the  air  passages,  the 

>11  bronchi,  ami  sometimes  the  large  bronchi,  are  filled  and 

iteaded  with  fibrin,  pus  cells,  red  blond  eells,  and  epithelium. 

In  spite  of  the  pressure  on  the  walls  of  the  air  spaces  the  blood 

^?ls  in  their  walls  remain  pervious.     The  pulmonary*  pleura 

d  with  fibrin  and  the  interstitial  connective  tissue  of  the 
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lung  is  infiltrated  with  the  same  substance.  The  hepatized  lobe 
is  increased  in  size,  sometimes  so  much  so  as  to  compress  the  rest 
of  the  lung.  About  one-fourth  of  the  fatal  cases  die  in  the  stage 
of  red  hepatization,  at  any  time  from  twenty-four  hours  to  eleven 
days  after  the  initial  chill. 

After  the  air  spaces  have  beeome  completely  filled  with  the 
exudate,  if  the  patients  continue  to  live,  there  follows  a  period 
during  which  the  exudate  becomes  first  decolorized  and  then  de- 
generated. This  is  the  period  of  4igray  hepatization."  The 
lung  remains  solid  ;  its  color  changes,  first  to  a  mottled  red  and 
gray,  then  to  a  uniform  gray.  The  coloring  matter  is  discharged 
bom  the  red  blood  cells  and  the  exudate  begins  to  degenerate  and 
soften.  The  lung  is  found  passing  from  red  to  gray  hepatization 
;il  any  time  between  the  second  and  the  eighteenth  day  of  the 
ilise;iM\  h  is  found  completely  gray  at  any  time  from  tin* 
fourth  to  the  twenty-fifth  day.  About  one-half  of  the  cases  die 
in  the  condition  of  mottled  red  and  gray  hepatization;  about  one- 
fourth  in  tlu_*  condition  of  gray  hepatization. 

If  the  patients  recover,  t lie  exudate  undergoes  still  further  de- 
feneration and  softening,  and  is  removed  by  the  lymphatics. 
This  is  the  stage  of  "resolution."  It  should  commence  imme- 
diately  after  defervescence  and  be  completed  within  a  few  days. 
But  it  may  not  begin  until  a  number  of  days  after  defervescence, 
or  it  may  be  unusually  protracted. 

Modi  fiat  lions  of  the  /ji/Iommoiw^— The  hm$,  instead  of  be- 
ing freed  from  the  exudate  at  the  regular  time,  may  remain  in 
the  condition  of  gfay  hepatization  for  weeks. 

The  quantity  of  inflammatory  products  may  be  so  great  that 
the  Ulood   visits  are  compressed  and  portions  of  the  lung  be- 
eome  necrotic.     To  this  necrotic  condition  may  be  added 
eotulderable  production  <»l*  leucocytes,  and  in  this  way  a-hsc. 
are  formed  in  the  lung.  *"*  — ' 

In  a  very  few  cases  a  hepatized  lung  is  infected  with  the  bac- 
teria of  putrefaction  and  the  patients  have  lt  of  the  h 

The  ordinary  pleurisy  of  pneumonia  only  fcojits  the  pleura  with 
fibrin.  But  there  are  cases  with  m  \  y  considerable  exudations  of 
either  clear  or  purulent  serum. 

In  the  cases  in  which  there  is  a  double  infection  with  the  in- 
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fluenza  bacillus  Hid  with  pneuniococci,  there  is  often  an  intense 
general  catarrhal  bronchitis  with  a  large  production  ut*  mueo-pus, 
and  In  some  cases  an  excessive  congestion  of  the  lu&g  with  com- 
paratively little  hepatization. 

The  lymphatic  vessels  in  the  pulmonary  pleura  and  in  the 
septa  between  the  lobules  may  be  filled  with  pus  cells,  and  the 
pleura  and  the  septa  infiltrated  with  fibrin  and  pus. 

It  is  often  stated  that  lobar  pneumonia  can  be  changed  into  a 
tubercular  pneumonia  or  a   chronic  pneumonia,  but  I   believe 
that  the  cases  thus  described  are  really  examples  of  pneunnni 
which  were  of  tubercular  or  of  productive  character  from  the 
vnv  outset. 

The  pia  mater  is  sometimes  the  seat  of  an  acute  exudative  in- 
flammation with  serum,  fibrin  and  pus,  and  pneumocoeci  in  tbti 
pus  cells. 

The  pericardium  may  be  the  seat  of  acute  exudative  inflan 
don   with  fibrin,   pus,  and  pneumocoeci. 

The  aortic  and  mitral  valves  may  be  the  seat  of  ulcerative 
endocarditis  with  pneumocoeci.  This  usually  comes  on  after 
the  pneumonia. 

An  acute  peritonitis  is  one  of  the  ran-  complications. 

Purulent  inflammation  of  the  knee  joints  with  a  pneumncoocus 
in  Feci  i.> 

The  regular  condition  of  the  kidneys  is  that  of  acute  ti- 
tration oj:  mild  type,  without  any   renal  symptoms  except   the 
presence  of  small  quantities  of  albumin  and  a  few  casts  in  tin 
urine.    Sometimes,  however,  then-  is  an  acute  exudative  neph- 
ritis, especially  if  the  pneumonia  ocean  with  infltnv 

Pneumocoeci  are  sometimes  found  in  the  blood  during  the  life 
of  the  patient  /^~ 

Symptoms,    Physical  8iyn$.-  Duriutr  th  it  congestion 

more  dense  than  normal,  but  is  not  consolidated ;  the 

nchi  and  some  of  the  air  spaces  contain  inflammatory  prod- 

-:  fche  pleura  is  not  yet  coated  with  fibrin.     The  perouarioii 

note,  therefore,  remains  unchanged  or  its  pitch  becomes  higher, 

ition  shorter,  and  its  quality  less  distinctly  pulmoni 
The  respiratory  murmur  is  either  rude  or  diminished  in  urteo 
The  inflammai  rts  in  the  small  bronchi  may  tiivc 
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a  suberepitnnt  rule.  If  the  larger  bronchi  are  also  inflamed 
there  may  be  coarse  rales  and  sibilant  and  sonorous  breathing. 
As  there  is  no  fibrin  yet  on  the  pleura,  there  is  no  crepitant  rale. 
It  is  evident,  therefore,  that  during  this  stage  of  a  pneumonia  we 
must  expect  that  the  physical  signs  will  either  not  he  vi-ry 
marked  or  else  absent  altpge^harr — "^n. 

During  the  singes  o|  red  and  gray  hepatization  the  air  space* 
and  small  bronchi  are  filled  with  inflammatory  products  ami  are 
impervious  to  air.  The  larger  bronchi  are  coated  with  mucus  or 
tilled  with  fibrin.  But,  although  in  all  cases  the  lung  is  consoli- 
dated, there  is  a  good  deal  of  difference  as  to  the  quantity  of  in- 
flammatory  product*,  the  size  of  the  consolidated  lobe,  the  close- 

U  with  which  its  surface  is  applied  to  the  chest  wall,  and  the 
degree  of  motion  of  which  it  is  capable.  The  pulmonary  pleura 
is  coated  with  fibrin;  occasionally  there  is  serum  in  the  pleural 
cavity.  The  percussion  sound,  therefore,  is  more  or  less  dull,  or 
Hat.  or  tympanitic,  or  of  cracked-pot  quality.  Any  considerable 
quantity  of  fluid  in  the  pleural  cavity  gives  flatness. 

A  lobe  of  which  the  air  Ipft06fl  are  distended  with  exudation,  so 
that  the  lobe  is  increased  in  size  and  its  surface  pressed  closely 
against  the  wall  of  the  chest,  gives  either  marked  dulness,  or  flat- 

B,  or  tympanitic  resonance,  ort  in  young  persons,  the  cracked- 
pot  sound. 

The  dnhiessji|i_  percussion  is  less  marked,  oris  even  ffrffij"*  alto- 
gether, if  the  intlaniad  lobe  is  very. pyueb.  congested  but  cousins 
little  exudate;  if  the  quantity  of  exudate  is  not  sufficient  to 
distend  the  air  spaces  and  increase  the  size  of  the  lobe;  if  the 
area  of  consolidation  is  small  or  is  situated  in  the  central  por- 
limiK  of  the  lung;  or  if  the  ribs  have  undergone  the  senile 
changes  whi-h  rause  them  to  give  increased  resonance.  It  is 
especially  in  old  persons  that  these  reasons  for  the  absence  of 
dulness  on  percussion  often  exist. 

The  vocal  fremitus  is,  as  a  rule,  increased  over  the  consolidated 
lung.  There  is  no  satisfactory  reason  why  this  should  nut  al- 
ways be  the  case,  but  as  exceptional  conditions  we  find  the  vocal 
f  n-mitus  diminished  or  absent. 

Bronchial  breathing  and  bronchophony  should  be  heard  over 
the  consolidated  lung,  but  we  may  gel  bronchophony  without 
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bronchial  breathing,  or  we  may  get  P^th^  bronchophony  nor 
bronchial  breathing.  Tlie  absence  of  bronchophony  neouifl  to  be 
due  sometimes  to  the  incomplete  consolidation,  sometimes  to  the 
occlusion  of  the  large  bronchi.  The  absence  of  bronchial  breath- 
ing may  be  due  to  occlusion  of  the  large  bronchi  or  to  the  ab- 
sence of  movement  of  the  lung.  As  the  crepitant  rale  is  due  to 
the  friction  of  the  fibrin  on  the  surface' of  the  p  the  rale 

will  not  be  produced  unless  fibrin  is  present  and  the  lung  capable 
of  movement.  So  we  find  in  different  cases  a  great  difference  as 
to  the  presence  or  absence  of  the  crepitant  rale.  In  some  eases 
we  only  get  it  after  coughing  or  with  a  forced  inspiration;  in 
some  cases  it  is  only  heard  at  the  beginning  of  red  hepatization 
while  the  lung  still  moves;  in  some  cases  it  is  heard  throughout 
the  stages  of  red  and  gray  hepatization ;  and  in  some  cases  it  is 
it  altogether. 

In  the  stage  of  resolution  the  products  of  inflammation  are 
softened  and  rapidly  absorbed,  the  air  re-enters  the  small  bronchi 
and  air  spaces,  the  lung  moves  more  and  more  freely.  So  with  , 
the  increased  motion  of  the  lung  we  geMh^jttepitflnJLr^lfijJue  | 
to  the  friction  of  tin-  pleura.  AVith  the  softening  of  the  inflam- 
matory products  we  <:et  the  suberepitant  and  coarse  rales  in  the 
.•hi.  The  bronchial  breathing  and  bronchophony  disappear. 
if  they  have  been  present.  Normal  vesieular  breathing  becomes 
more  and  more  distinct.  The  percussion  note  loses  its  dull  or 
flat  or  tympanitic  or  cracked-pot  quality,  and  approaches  nearer 
and  nearer  to  the  normal,  but  yet  the  changes  in  the  percussion 
note  last  the  longest  of  all  the  physical  signs,  and  even  long  after 
complete  resolution  some  dulness  is  often  present. 

It  is  always  to  be  remembered  that  it  is  in  old  persons  that  the 
physical  signs  are  the  least  constant  and  the  least  well  marked. 

Rational  Symptoms. — In  from  one-sixth  to  one-third  of  the 
cases  there  are  prodromic  symptoms.     Chilliness,  a  little  fever, 
•al  malaise,  and  ;s  of  oppression  about  the  eUe&k4on- 

tinae  xW'from  one  to  four  days.     These  symptoms  probably  cor- 
respond to  a  protracted  period  of  eangeetkra. 

In  about  90  per  cent  of  the  cases  there  are.  during  the  first 
twenty-four  hours,  one  or  more  decided  chills,  and  it  ii  from  the 
time  of  the  chill  that  we  count  the  davs  of  the  disease. 
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The  temperature  rises  at  once  and  reaches  it  maximum  by  the 
afternoon  of  the  first,  second,  qj?  third  day,  bu1  very  often  the 
highest  temporal ure  of  the  disease  will  be  reached  during  the 
twenty- four  hours  preceding  defervescence.  An  afternoon  tem- 
perature of  104  and  a  morning  temperature  of  102"  or  103°  F. 
t*re  about  the  normal  temperatures  of  a  lobar  pneumonia.  A 
sudden  rise  of  temperature  during  the  course  of  the  disease  indi- 
cates the  extension  of  the  pneumonia  or  the  development  of  a 
complication.  The  removal  of  the  patient  from  one  house  to 
another  is,  as  a  rule,  followed  by  a  rise  of  temperature.  In  per- 
sons not  suffering  from  malarial  poisoning  and  not  taking  anti- 
pyretics there  are  quite  often  irregular  rises  and  falls  of  several 
Bfl  of  temperature  which  we  cannot  account  for.  Pneu- 
monias involving  the  upper  lobes  usually  have  high  temperatures. 
Tin1  height  of  the  temperature  is  usually  in  proportion  te  the 
severity  of  the  disease,  but  patients  may  get  worse  with  a  falling 
temperature,  Qf  may  die  with  temperatures  below  the  normal,  or, 
\ civ  rarely,  have  no  rise  of  temperature  throughout  the  disease. 

Defervescence  ii  usually  by  crisis,  the  fall  of  temperature  be- 
ginning in  the  evening  and  reaching  the  normal  or  lower  within 
from  six  to  forty-eight  bom's.  Occasionally  a  rapid 
cence  with  a  fall  of  temperature  to  97°  or  96°  is  attended  with 
BO  much  prostration  and  such  a  feeble  heart  action  that  the  con- 
dition of  the  patient  is  alarming.  It  is  said  J  hat  epistaxis, 
hematuria,  or  hemorrhage  from  the  bowels  may  accompany 
defervescence. 

In  a  considerable  number  of  eases  the  hi]  ^\'  temperature  is 

slow,  extending  over  severs]  days  before  it  reaches  The  normal. 

In  the  cases  which  1  have  seen  toe  time  required  for  this  slow 

rsrence  has  been  from  three  to  twelve  days.     Bitch  a_s!ow 

defervescence  belongs  es] iaily  to  the  eases  complicated  with 

influenza. 

of  temperature  after  several  days  of  partial  or  complete 
■nee  usually  means  pleurisy  with  effusion  or  (VifpVema, 
but  it  may  indicate  influenza,  a  fresh  pneumonia.  of  the 

lung,  or  gangrene  of  the  lung. 

In    Figure  32  i   the  days  nn  which  the  disease  ter- 

ted  by  01 
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I  have  the  records  v\"  21  Gates  which  terminated  by  lysis  and 

131  eases  which  terminated  by  crisis.     I  *n  the  chart  the  curve  of 

■  n  in  the  continuous  block  line.     The  cases 

were  observed  in  the  years  1894-1898. 

Dr.  Alfred  Meyer  gives  tin-  record  of  oasee  in  the  1ft  Sinai 

tal  occurring  during  the  ten  yean  finding  January  l.  L898 

He  found  that  63  eases  terminated  by  lysis  and  200  by  crisis. 

The  curve  of  the  crisis  cases  is  given  in  the  dotted  line. 
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Norris  gives  tin-  record  •  in  the  Pennsylvania  Hos- 

pital Ir.nii  May.  1897,  to  March,  1901.     He  found  that  74  cases 

nated  by  lysis  and  301  by  crisis.     The  curve  of  the 
cases  is  given  in  the  broken  line. 

The  chart  shows  that  tin  -nee  of  three  independent  ob- 

servers is  practically  U  -that  the  lar^e  piaioritv  of 

terminate  by  crisis  on  the  seventh  or  eighth  day  of  the  disease. 
The  condition  of  the  heart's  action  and  that  of  the  pulse  are 
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of  great  importance.  In  a  favorable  case  the  pulse  ought  to  be 
about  100  to  the  minute  and  fairly  full.  A  pulse  of  over  120  is 
always  cause  for  anxiety.  The  liability  to  failure  of  the  heart's 
action,  either  gradual  or  sudden,  constitutes  one  of  the  greatest 
dangers  of  pneumonia.  It  is  not  certain  what  the  cause  of  the 
heart  failure  is,  but  it  seems  probable  that  it  is  due  to  the  effects 
of  the  poison  produced  by  the  pathogenic  bacteria  of  the  disease. 

The  character  of  the  heart  failure  resembles  that  of  diphtheria  : 
either  the  pulse  gradually  becomes  more  rapid  and  feeble,  or 
there  is  a  sudden  cessation  of  the  heart's  action.  The  liability 
to  heart  failure  seems  ordinarily  to  begin  on  the  third  day  of  the 
pneumonia,  and  to  be.  greatest  on  the  day  before  defervescence. 

The  failure  may  involve  tin-  whole  heart  or  be  confined  to  the 
right  ventricle.  It  seems  to  be  the  failure  of  the  right  ventricle 
which  causes  the  venous  congestion  and  oedeina  of  the  lungs.  It 
is  curious  in  some  cases  to  uIjmtvl?  a  good  radial  pnk«-  '  the 
same  time  with  the  evidences  of  the  failure  of  the  right  ventricle. 

In  persons  already  suffering  from  chronic  endocarditis  the 
danger  of  heart  failure  is  very  great :  and  it  must  be  remembered 
that  an  old  aortic  or  mitral  stenosis  may  exist  without  a  murmur. 
A  complicating  pericarditis,  as  a  rule,  increases  the  frequency 
of  the  pulse. 

As  the  disease  progresses  the  character  of  the  breathing  varies 
with  the  seventy  of  the  case.  Rapid,  labored,  and  insufficient 
breathing  indicates  either  inflammation  of  a  large  part  of  the 
lung,  excessive  congestion  of  the  lung,  an  intense  general  bron- 
chitis, failure  of  the  heart's  action,  or  an  intense  pleurisy  or 
pericarditis. 

Cough  may  be  developed  as  one  of  the  first  symptoms,  or  come 
on  at  any  time  in  the  disease,  or  be  deferred  until  resolution  has 
commenced.  In  old  persons  the  cough  is  often  slight  or  absent 
altogether. 

The  characteristic  sputum  of  pneumonia  is  in  the  form  of  little, 
rounded,  viscid  pellets  of  red,  yellow,  or  brownish  fioJor,  mixed 
with  thin, fluid  mucus— the  so-called  atom.    In  rare  cases. 

With  1  severe  invasion,  the  patients  may  cough  up  a  little  pure 
blood  at  the  beginning  of  the  disease.  In  the  bad  eases  the 
sputum  is  changed  and  the  patients  cough  up  considerable  quan- 
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uties  of  thin,  dark-colored  fluid.  In  some  cases,  throughout  the 
disease  there  will  be  nothing  but  a  little  white  mucus  coughed 
up  from  time  to  time.  In  eases  with  an  excessive  catarrhal  bron- 
chitis the  quantity  of  expectoration  may  be  very  large  and  like 
that  of  an  ordinary  bronchitis.  It  is  by  no  means  unusual, 
especially  in  old  people,  for  the  expectoration  to  be  absent  alto- 

I  her.     In  some  cases  they  cough  up  considerable  quantity 
tenacious  mucus  streaked  with  blood,  or  with  blood  diffused 
through  it. 

The  sputum  regularly  contains  red  blood  cells,  leucocytes,  con- 

rable  numbers  of  pneumocoeci  in  the  leueoc}  and 

.etirnes  influenza  bacilli. 

fiun  over  the  inflamed  lung,  referred  to  the  region  below  (he 

nipple,  is  developed  within  twelve  hours  after  tin    initial  chill  in 

the  majority  of  eases,  and  after  three  or  four  -radually 

app^m.     This  pain  is  sometimes  so  intense  as  to  be  Bo?  a  time 

principal  symptom.     In  some  persor  <>  pain  until 

resolution  commences  and  the  cough  becomes  troublesome.     In 

often  not  only  an  absence  of  pain,  but  there 

are  no  abnormal  sensations  whatever  in  the  eh 

The  appearance  of  the  face  is  characteristic.     There  is  a  deep 
i  flush  about  the  centre  of  each  cheek,  and  the  expression  of 
the  face  is  a  curious  mixture  of  anxe  apathy. 

The  skin  may  be  either  hot  or  dry.  or  bathed  in  per 
throughout  the  disease. 

The  tongue  is  ™mtaa_n:iHi  *  nrt^fo  fay  but  in  the  fajsroble 
eases  remains  mtirfC  A  drv  tongue  indicates  a  sevej^  form  of 
the 

Headaehi  restlessness,  and  sleeplessness  are  troublesome  dur- 
ing the  first  days  of  the  disease. 

re  are  three  different  kinds  of  delirium  which  may  occur  in 
the  course  of  lobar  pneumonia.     I  think  it  is  important  to  dis- 
ween  them. 

is  a  delirium  of  the  same  type  that  is  seen  with  all 
the  infectious  diseases.  It  depends  on  the  poison  of  the  pneu- 
monia, and  varies  in  its  severity  with  the  virulence  of  the  poison- 
ing- It  is  usually  associated  with  high  temperatures  and  regu- 
larly indicates  a  severe  form  of  the  disease. 
u 
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Second,  there  is  an  alcoholic  delirium  which  belongs  to  pe 
suns  who  have  been  drinking  up  to  the  time  of  the  invasion  of  the 
pneumonia,  Tb&a  delirium  may  easily  pass  into  an  attack  of 
delirium  tremens. 

Third,  there  is  a  form  of  delirium  to  whieh  I  desire  to  call 
evpedal  attention.  It  occurs  both  in  mild  and  severe  eases.  It 
comes  OH  at  about  the  time  of  defervescence,  or  soon  afterward. 
It  may  be  accompanied  by  ;t  frwh  rise  of  temperature.  It  has 
more  of  the  characters  of  a  temporary  insanity  than  of  an  ordi- 
nary delirium.  It  is  not  dangerona  to  life,  but  may  last  for  M 
kmg  as  two  weeks  after  deferveseem-e.  It  often  looks  badly,  but 
usually  does  HO  irroat  harm,  except  in  elderly  people.  They  may 
remain  permanently1  insane  after  recovering  from  the  pneumonia- 
Vomiting  and  diarrho'a  are  often  Seen  during  the  finrf  days  of 
the  disease. 

It  is  of  great  Importance  to  appreciate  exaetly  the  condition 
of  the  kidneys.  The  ordinary  condition  is  a  mild  form  of  acute 
.•ration  without  symptoms,  except  a  little  albumin  and  a 
few  casts  in  the  urine,  The  kidneys  soon  return  to  their  normal 
condition,  In  influenza  pneumonias,  however,  there  may  be  an 
aeute  exudative  nephritis  with  a  ^rood  deal  of  albumin  ami  even 
blood  in  the  urine.  This  seems  to  be  due  rather  to  the  influenza 
than  to  the  pneumonia.  If  the  patients  recover  from  the  pneu- 
monia the  kidneys  return  to  their  normal  condition. 

Persons  already  suffering  from  chronic  nephritis,  when  they 
pneumonia  regularly  have  an  exacerbation  of  the  nephritis, 
which  is  apt  to  be  serious  and  may  cause  death.  It  may  very 
well  happen  that  the  existenee  of  such  a  chronic  nephritis  has  not 
been  suspected  until  the  exacerbation  is  brought  out  by  the 
pneumonia. 

Computations. — At  any  time  in  the  course  of  a  pneumonia,  or 
after  defervescenee,  there  may  he  developed  pleurisy  with  ef- 
fusion or  empyema  on  the  same  side  as  the  pneumonia.  The 
ordinary  course  is  for  the  patient  to  gel  to  the  sixth  or  seventh 
day  of  his  pneumonia  and  behave  as  if  he  were  about  to  get  well, 
but  yet  without  complete  defervescence.  After  a  few  days  the 
Temperature  rises,  higher  in  the  afternoon,  lower  in  the  morn- 
ing.     "With    pleurisy    with    effusion    the    temperature    does   not 
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usually  gel  above  103  P.;  with  empyema  it  may  be  higher.  The 
rluid  may  be  in  the  lower  part  of  the  pleural  cavity  or  be  sac- 
culated. The  physical  signs  are  the  ordinary  inns  of  fluid  in  the 
pleural  cavity,  \nw  >ftcn  bronchial  voire  and  breathing  arc 

to  be  heard  over  the  fluid.     This  condition  is  of  such  common 
pence  that  it  ought  always  to  be  recognized.    But  it  habit- 
ually causes  errors  in  diagnosis  of  the  most  serious  character. 
The  patients  are  supposed  to  have  delayed  resolution^  chronic 
amonia,  or  tuberculosis. 

CASE   L      Lobar  PfteflMMdUlfl  fiAhnrifl   by   I'hiwisy   with    Eff'u- 

siott. —  Male,  32  y^ars  old.  December  Uf,  1896, 
About  b  week  ago  he  began  to  have  headache,  general  pains,  a 

little  fever,  and  no  appetite  (influenza). 

Yesterday,  in  the  afternoon,  he  w  ■  d  with  severe  pain  in 

the  right  side  of  the  cheat)  with  cough  and  higher  fever. 

Now,  on  the  second  day,  over  the  lower  half  of  the  right  chest 
in  front  and  behind  there  is  dulness  on  pereunSon,  bronchia] 
voice  and  breathing,  and  subcrepitanl  rales,  Urine  1028,  i  trace 
Ibumin, 

Eighth  day  :  « >ver  the  right  side  behind,  from  the  midscapular 
region  down,  their  was  dulness  on  percussion  and  bronchial  ranee 
and  breathing. 

Kh\  *  nth  day:  There  was  flatness  on  percussion  and  bronchial 
and  breathing  over  the"whole  right  cheat  behind. 

Fourteenth  day:  810  C.  e.  of  turbid  serum  were  drawn  off  by 
the  aspirator  from  the  right  chest. 

Nineteenth  day  :  80  c.  c.  of  serum  were  aspirated  from  the  right 

Forty-third  day:  There  was  n<>  fluid  in  the  right  chest  and  no 
consolidation  of  the  lung. 

Forty-fifth  day:   II*'  was  discharged  cured. 
For  Chart  of  Case  I,  see  Pig,  38. ) 


There  are  rare  cases  in  which  lobar  pneumonia  is  followed  by 
n  of  the  lung.    The  following  history  is  an  example: 

k  IL— A  man,  24  years  old,  had  his  initial  chill  on  April 

1  he  next  day  the  temperature  was  up  to  104°  F.p  tin*  pulse 

I'M.  the  breathing  52.    On  the  seventh  day  the  physical  signs  of 

iidation  of  the  right  lower  lobe  were  evident,  and  on  that 

temperature  was  105°.    On  the  fifth  day  the  temperature 

.   to  fall,  and   continued  to  do  so  on  the  subsnpient  days 
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until,  on  tin'  ninth  day  of  the  disease,  it  reached  the  normal. 
There  was  a  corresponding  improvement  in  the  whole  condition 
of  the  patient,  and  he  began  to  eal  solid  bod.  lie  continued  to 
do  well  until  the  fifteenth  day,  when  the  afternoon  temperature 
rose  to  101.6°  F,.  although  the  patient  said  he  felt  well  and  had 
a  good  appetite.  On  the  sixteenth  and  seventeenth  days  the 
afternoon  temperatures  reached  102 °  F.  There  were  dulness  and 
diminished  breathing  over  the  right  lower  lobe:  the  patient  was 
coughing  up  large  quantities  of  muco-pna  tinged  with  blood.  On 
the  twenty-first  day  the  dulness  persisted  over  the  ritrht  lower 
lobe  hut  there  were  numerous  coarse  and  suberepitant  rales. 
On  the  twenty-seventh  day  the  patient  OOUghed  up  a  pint  of  pus, 
and  on  the  next  day  he  again  eouirhed  up  a  pint  of  pus.  On  the 
twenty-ninth  day,  over  the  ri^ht  lower  lobe  behind  there  were 
only  a  little  dulness  and  diminished  breathing,  but  in  front  from 
the  fifth  rib  down  there  was  flatness.  On  the  thirty-seventh  clay 
the  sixth  rib  was  reseeted  B68T  the  sternum  and  i 
the  lung  Opened,     After  this  recovery  was  uninterrupted. 

(For  Chart  of  Caae  II.  aee  Fiir.  34.) 


There  are  rare  eases  in  which  pneumonia  is  followed  h\ 
grene  of  the  lung.    The  following  history  is  an  example: 

Case  III.  Lobar  Vtutntwuia;  (iitttyrene  of  the  Lvng.— Male, 
34  years  old.  January  J 3,  169S. 

Three  flays  ago  lb  the  evening,  after  exposure,  he  he  1  e  shak- 
ing chill  and  pains  all  over  the  body.  The  next  morning  his 
bowels  were  loose  and  he  had  en  urgent  dyepneNL 

Now.  on  the  fourth  day.  his  bee  was  flushed,  his  tongue  sooted* 
and  he  had  greal  difficulty  in  breathing;  temperature  104,8*  F.. 
pulse  112,  breathing  B2j  urine  1020,  a  little  albumin  and  i  good 

manv  CBfttS,     Over  the  lower  two-thirds  of  the  left   limy:  behind 

there  were  diminished  breathing,  dulness  on  percuasion,  and  i 

crepitant  rale.     The  heart's  action  was  reirular:  there  was  a  sy«?- 
tolie  murmur  at  the  apex 

Fifth  day:  lb-  was  actively  delirious;  temperature  103.4 
103.4°  F.,  puke  106-120,  breathing  4048.  Over  the  left  lung  be- 
hind there  was  BatneaB  oil  percussion.  The  sputum  was  dark- 
colored  and  Eoul-amelling. 

sixth  day:  He  died. 

Attfajwy.— The  right  lung  is  congested;  the  lower  lobe  of  the 
left  hint? 'is  eoated  with  fibrin,  it  ia  completely  oooaoHdated  in 
the  stat»  ,.f  red  and  gray  hepatization.  In  the  lower  part  of  this 
lota  the  irregular  gangrenous  area; 

The  perieardiiun  is  coated  with  fibrin.    The  left  ventricle  of 
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the  heart  is  dilated   and  hypertrophied;  the  aortic  valves  are 
thickened;  the  mitral  valves  are  thickened  and  GO&ted  with  soft 
t&tionS. 

The  spleen  is  large. 
The  liver  is  large  and  congested. 

The  kidneys  are  large,  with  adherent  capsules,  pale  cortex, 
BSd  •' 

There  are  eases  m  which  the  quantity  of  fibrin  is  so  large  that 
portions  of  the  lung  become,  necrotic,  but  without  gangrene  or 
suppuration. 

Lobar  I'm  umonia;  Necrosii  of  .\}<<is  of  Li(nif.—F>e- 
male,  25  years  old,  January  11.  1875. 

The  woman  was  brought  to  the  hospital  very  drunk  j  it  was  said 
that  she  had  a  chill  three  days  before. 

Fifth  day:  Over  the  right  upper  lobe  tin-re  was  dulness  on 
percussion  and  bronchial  voice  and  breathing;  over  the  left  upper 
lobe  there  were  the  same  physical  signs, 

Seventh  dayr  The  woma  ed  better  in  the  morning,  but 

became  delirious  in  the  evening,    Over  the  right  upper  lobe  there 
were  coarse  and  gurgling  rales. 
Tenth  day:  She  died. 

Autopsy.  —  The  right  pulmonary  pleura  is  coated  with  fibrin 

and  pus;  the  bronchi  contain  muco-pus.     The  upper  lobe  is  in 

►ndition  of  gray  hepatization;  the  quantity  of  fibrin  i- 

in  the  exudate.    There  are  numerous  areas  nf  lung,  one  as 

as  a  lien's  eggt  which  are  hepatized  and  merotie,  but  not 

renous.     The  right  lower  lobe  is  partly  hepatized.     The  left 

lobe  is  hepatized  and  gray,  the  lower  lobe  is  hepatized  and 

red. 

The  blood  vessels  of  the  lung  were  artificially  injected;  the  in- 
jection stopped  short  at  the  edges  of  the  necrotic  areas. 

In  rare  cases  there  is  an  infiltration  of  the  interlobular  septa 
with  pus. 


SB  V.    Lobar  Pneumonia;  Infiltration  of  the  Interlobular 
la  with  Pus. — Male,  27  years  old,  December  25,  1891, 
The  man  has  been  very  intemperate  and  two  years  ago  had  a 
chancre. 

ly  this  morning  he  began  to  have  pain  between  the  shoul- 
ders and  over  the  upper  part  of  The  abdomen. 

rerday  he  had  been  drinking  heavily  and  waa  wet  through 
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with  the  raio.  He  vomited  I  groat  deal  and  began  to  cougil  and 
expectorate.  The  sputum  was  at  first  niuen-purulent  and  frothy. 
The  man  is  now  well  nourished,  his  tongue  euated,  pulse  100, 
breathing  24,  temperature  105°, 

Second     day:  Pulse     86-108,     breathing    22-2h\     temperature 
102.6C»104.2C  ;  profuse  mucn-p  undent  and  blond -stained  sputum 
urine  L020,  nlbuiiiin  hut  no  easts;  great  pain  in  the  right  side; 
diminished  breathing  over  righl  Lower  Lobe. 

Third  day;  Pulse  108-120,  breathing  24-28^  temperature 
)04.6°-104,6°.  lie  was  cyanotic,  delirious,  and  lof»k<*<l  \^ry  bad- 
ly. Over  the  riirht  lower  lobe  there  was  dnlness  mi  percussion 
and  bronchial  voice  and  breathing. 

Fourth  day:  Pulse  96-118,  breathing  28-30,  temperature 
104.6  inr>.»;  .  He  continued  to  be  oyanotk  and  actively  de- 
lirious, He  was  treated  With  strychnine,  accmitine,  and  dtgita- 
1 5 1 1  *  *  without  any  etfeet. 

Fifth  day:   Pulse  154,  temperature  108°;  be  died. 

Autopsy,  seven  hours  after  death,  — The  left  lung  is  dot- 
.red   with   old   adhesions  at   the  apex;   the   whole   hing  is  con- 

<l :  the  bronchi  are  congested  and  coated  with  oauco-poa, 

The  lower  Lobe  of  the  right  lung  is  coaled  with  fibrin;  the 
bronchi  are  full  of  pus;  the  whole  lobe  is  in  the  condition  of 
red  hepatization:  the  interlobular  septa  are  infiltrated  with  pus. 

In  tlie  heart  there  is  some  thickening  of  the  aortic  and  mitral 
valves. 

In  the  Liver  there  is  commencing  cirrhosis.  The  kidneys  show 
the  lesions  of  chronic  nephritis,  not  tar  advanced. 

The  spleen  is  normal. 

Very  rarely  after  death  we  tind  thrombosis  of  the  pulmo- 
nary arteries.  This  does  not  seem  to  change  the  ordinary  course 
of  i he  pneumonia  during  the  life  of  the  patient. 


Case  VI.     Lobar  Pneumonia;  Thrombosis  of  the  Pufanonary 
Arteries. — Female,  ^i  years  old.  January  10, 1899. 
Five  days  ago  she  began  to  have  cough,  soreneea  in  the  chest, 

aching  all  over  the  body,  and  felt  sick. 

Two  days  ago  she  went  to  bed  with  (ever,  pain  in  the  left  chest, 
vomiting,  cough  with  muco-purnlent  sputum. 

Xow,  on  the  sixth  day,  she  is  actively  delirious,  (her  the  left 
behind  then*  is  diilness  (m  percussion,  bronchial  voice  and 
breathing,  Bad  coarse  rales. 

She  continued  to  be  wrj  ill  with  active  delirium  until  the 
ninth  day,  when  she  died. 

Autopsy. — The  pleura1  nf  both  lungs  are  coated  with  fibrin. 
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The  lower  lob*  of  the  left  tang  is  in  the  condition  of  red  hepa- 
tization.    There  are  firm  thrombi  in  the  pulmonary  arterial  of 
both  long!. 
Tin-  heart  is  norm&L    The  spleen  is  eaogeated. 

The  liver  is  normal.     The  kidneys  are  atrophied  and  cystic. 
(For  Chart  of  Case  VI,  see  Fig, 

With  every  lobar  pneumonia  there  is  more  or  less  inrtamma- 
tion  of  the  larger  bronchi.    This  is  usually  a  catarrhal  bnmehitis, 
but  sometimes  the  bronchi  are  rilled  with  cords  of  fibrin 
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Acute  pericarditis  is  a  serious  complication.  It  may  be  that 
there  will  be  nothing  to  eall  attention  t<»  the  Condition  of  the 
heart,  and  the  ease  seems  only  to  be  a  pneumonia  of  severe  type. 
Or  there  may  be  decided  precordial  pain,  a  rapid  aud  feeble  pulse, 
a  pericardial  friction  sound,  rapid  breathing,  and  cyanosis.  It 
oeeasionaUy  happens  that  the  symptoms  of  the  pericarditis  are 
more  j narked  than  those  <d  the  pneumonia,  so  that  it  is  even  pos- 
sible for  the  pneumonia  to  be  overlooked. 
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Temperature  black,  Pulse  red,  Respiration  blue. 
vu. — Uwai  Phxdvohia;  Pericarditis. 


Cask  VU.  Lobar  PneutnciUa;  V*  rieordUu.— Male,  18  years 
old,  Hard)  2$  1896- 

On  the  day  before  admission  he  began  to  have  headache,  cough 
with  iiiiiemis  sputum,  fever,  and  pain  on  the  right  side  of  the 
chest. 

Now  there  is  sonorous  breathing  and  coarse  rales  over  both 

On  the  third  day  lnj  received  two  tub  baths,  which  were  fol- 
lowed by  a  temporary  fall  in  the  temperature. 
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On  tljr  fourth  day  there  was  dnlness  on  percussion  ami  brom 
ehiaJ  voice  and  breathing  over  the  lower  lobe  of  the  left  lung. 

On  the  sixth  day  he  became  sriiwi  us  and  the  lungs 

filling  up  with  mucus.  The  delirium  eontinued,  the  pulse 
became  more  and  more  rapid  and  feeble,  and  he  died  on  the  ninth 
day. 

Autopsy. —  The  lower  lobe  of  the  left  lung  is  entirely  consoli. 
dated,  the  upper  lobe  is  compressed.    The  whole  right  lm 
istdy  congested. 

The  pericardium  is  eoated  with  fibrin  and  the  pericardial  sac 
is  moderately  distended  with  turbid  yellow  serum. 

(For  Chan  of  Caae  vil.  ...  Wig.  36.) 

Endocarditis  with   ulcerations  and   vegetations  on  the  valves 
Hjptoms  due  to  a  pneumococeus  infection  OOOUTfl  by 
It  may  also  follow  directly  after  a  lobar  pneumonia.    Th»j 
is  an  example: 


b  VIII,    Lobar  Pneumonia;  Prolonged  Consolidation}  PI 
ditii.— Male,  30  years  old,  June  14,  1903. 
weeks  ago,  after  exposure,  a  shaking  chill,  with  pain  in 
_dit  side,  dyspnma  and  prostration,     II.    stayed  in  bed  for 
lays  and  got  up  and  walked  around,  but  did  not  go  baek 
to  work.     The  dyspnoea  has  increased,  with  cough,  brownish  spu- 
tum, and  vomiting  every  day. 

Now,  over  the  right  chest  in  front,  below  the  third  interspace, 
there  is  dnlness  and  diminished  breathing.     Behind,  below  the 
angle  of  the  scapula,  there  is  flatness  on  percussion,  bronchial 
'•  and  breathing,  and  crepitant  rales. 
•  hi  the  twentieth  day  the  man  was  improving;  there  wi 

in  the  chest,  and  no  cough, 
On  the  thirty-eighth  day  he  had  a  chill,  followed  h 
temperature,  and  his  tongue  became  di 
On  the  forty-third  day,  orer  the  right  lung  behind,  tmm  the 
of  the  scapula  to  the  base,  tie  »n  percussion, 

hial  voice  and  breathing,  and  diminished  vocal  fremitus. 
the  fifty-fifth  day  the  right  ehest  was  aspirated  several 
times,  but  no  fluid  was  found.  - 

venth  day  he  died. 
7. — The  heart:  There  are  small  fresh  vegetations  just 
the  tricuspid  valve.     Just   above  the  attached  bord 
Ultra]   valve  is  an  ulcerated  surface.     The  aortic  valve  is 
ulcerated  and  covered  with  vegetations. 

The  inner  lobe  of  the  right  lung  is  in  the  condition  of  smooth. 
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mottled  consolidation.     The  lower  lobe  of  the  left  lung  i>  Con- 

rl   and  (edematous. 
The  stomach  and  intestines  are  normal.     The  liver  is  fatty. 
The  kidneys  are  in  a  condition  of  acute  degeneration. 
(For  Chart  of  Case  VIII,  see  Fi-.  SJ7. 

Perhaps  the  rarest  complication  of  lobar  pneumonia  ia  throm- 
bosis of  the  coronary  arteries  qJ  the  heart,  causing  death  after 
defervescence  and  resolution. 

Task  IX.  Lobar  Pneumonia:  Thrombosis  of  fin  CofWM/ry 
Arteries;  Suddi m  Death.— A  man,  -8  years  old,  went  through  a 
lobar  pneumonia  and  defervesced  nn  the  seventh  day.  Seven  days 
after  convalescence  had  t'airlv  sH  in,  he  suddenly  fainted,  be- 
came  pulseless,  and  in  fifteen  minutes  was  dead. 

Autopsy, — There  is  a  thrombus,  or  embolus,  in  the  left  middle 
cerebral  arlery.     M«»tli  lungs  are  congested  and  (edematous,     111 

both  coronary  arteries  are  firm,  white,  dry  thrombi.  One  of  these 
thrombi  increases  to  the  size  of  a  chestnut  and  lies  floating  above 
the  sortie  valves  in  the  aorta.    Another  tirni.  white  thrombus,  the 

si/e  id'  B  ehefitnut,  is  impacted  behind  one  of  the  aortie  valves. 
The  heart  cavities  contain  a  little  fluid  blond 

Acute  meningitis  occurs  aa  a  complicating  inflammation,  doe  hi 
the  same  infection  as  the  pneumonia,  Ka  a  moderate  number  ol 
eases.  The  patients  regularly  die.  The  meningitis  may  run  it* 
course  without  any  distinctive  symptoms,  or  the  delirium  may  be 

more  active  with  the  contractions  of  groups  of  muscles,  general 

1 1  si ons  or  paralyses. 


..  X.  Lobar  PnsMt&omaj  Memngitii,— Female,  48  faan 
old,  December 26,  1*96. 

About  two  weeks  ago  she  bewail  to  have  a  dry  oough,  pain  in 
the  left  side,  vomiting,  and  diarrhoea.  Four  days  ago  she  had  a 
chill,  followed  by  fever  and  prostration. 

Yesterday  she  became  much  worse,  was  unconscious  and  ap|    i 

rently  paralyzed  on  the  left  side. 

Now  the  temperature  is  106*,  pulse  156,  breathing  44;  urine 
1028,  no  albumin.  She  is  nnconseious;  the  left  side  is  paralyzed, 
with  muscular  twitchings;  the  pupils  are  dilated.  Over  the 
Upper  part  of  the  right  Jung  there  was  dnlness  on  percussion, 
bronchia]  voice  and  breathing,  ami  suberepitnnt  rales.  She  iv- 
mained  in  the  same  condition  until  she  died  two  days  later. 


"IM> — . 1        , 1        1        1 1        I 

38           3l          62         63          64          65          66          67          63 

:"  E    M   e  m  e  m  eim  ci  e  iei;i 

i 

—  — ^        10  8                              10  8                              10  8                              10  0 

IO  7 

— ^                          10  7                              10  7                              JO  7 

_«        10  6                              10  «         A                 10  6                             JO  « 

OS                                                    4/1                                                >^\ 

— ^i^±—                 to  n      ffk        fwp      /- — -to  ax       l 

?-,- — *■ /p*       !F\{/    Vr**       fa* 

1 1°3   \A9i    'V    ^-v/- 

— — '/a°a/i  w/  »°\y    ^  >^a     v  k>2 

ioi    If  A       A  V         v   "     V 

— -^— /     V      /loW                         rtl^                        101 

"~ir\ — "*    ,0                 +0°               l0 °               l0° 

— /     ^^jd                            9  9                                 *  *                                 »  S> 

^/ 3t        96                             98                            9B                            98 

9   7 
1  9  7                               9  7                               91? 

vm— L*d 


J 


LOBAR    PNEUMONIA. 


183 


topsy.— The  pia  mater  is  infiltrated  with  fibrin  and  pus. 

The  upper  Lobe  of  the  right  lung  is  in  the  condition  of  red 
hepatization. 

There  is  old  thickening  of  the  aortic  and  mitral  valws  with 
hypertrophy  of  the  left  ventricle. 

The  kidneys  show  the  lesions  of  a  chronic  nephritis  without 
exudation. 

I  XI.    Lobar  Pneumonia;  ¥•*!«</// ks\  — Male.  L'f>  years  old, 

January,  L881. 

Four  days  before  death  he  had  a  chill. 

Two  days  before  death  he  had  headache,  delirium,  and  involun- 
tary contractions  of  the  mus<*les  id"  the  face  ami  anas. 

Autopsy.— The  pia  mater  is  congested  pad  infiltrated  with  pus 

cells. 

The  lungs:  The  riuht  pleura  is  coated  with  fibrin  and  there  is 

;i  considerable  amount  of  purulent  serum  in  the  pleural  cavity, 
The  middle  lobe  of  the  right  lung  Ls  in  a  condition  of  fed  hepati- 

zation. 


Aerate  peritonitis,  as  a  complication  apparently  due  to  a  pneu- 
BOOOectW  infection,  is  of  very  rare  occurrence. 

n  XII.     Lobar  Pneumonia-;  Paritowt&tfc— Female,  37  years 
old,  March  l\  1880. 

Ten  days  ago  she  had  a  chill,  pain  in  The  righl  chest,  dyspnoea, 
fever,  coutrh.  ami  expectoration. 

N«ov,  mi  the  eleventh  day,  she  looks  very  sick,  with  labored 
breathing,  cough,  and  thick  muco-purulonl  sputum.  The  tem- 
pcraturo  is  103°,  pulse  128,  breathing 44.  There  is  dulness  ami 
bronchial  breathing  over  the  upper  lobe  of  the  righl  lung, 

On  the  twelfth  day  she  died. 

f— The  heart  is  normal.    The  upper  lobe  of  the  right 
lung  is  in  a  condition  of  gray  hepatization. 

pulmonary  pleura  of  the  left  lung  is  coated  with  fibrin 
and  pus. 

The  peritoneum  is  coated  with  fibrin  and  pus. 

A   purulent  inflammation   of  the  large  joints,  due  to  pneu* 

n,  has  been  described  h\  a  number  of  obsei 

The  knee  joint  is  the  one  usually  affected,  hut  it  may  also  involve 

boulder.    In  the  cases  thai   1  have  seen,  the  symptoms  of 

infection  have  been  more  marked  than  the  local  symptoms 

of  The  synovitis.     Tn  fact,  the  inflamed  joint  may  be  overlooked 
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altogether  ami  the  high  temperatures  attributed  to  the  pneu- 
monia. 

Tki  Course  of  tin  Dist.ase.  —  \.  The  regular  eases.  These  may 
be  mild  or  severe,  they  may  terminate  in  recovery  or  in  death,  but 
tin  v  .ill  havr  this  in  common,  that  the  clinical  picture  is  that  of 
an  inflammation  of  the  lung  with  only  moderate  evidence  of  gen- 
eral poisoning.    The  patients  begin  with  the  chills,  rapid  rise  of 
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CAM   XIII. — LottAii   HnUMOKIAj  regular  care. 

temperature,  sleeplessness  and  restlessness,  vomiting,  pain  in  the 
side,  GOBgll,  expectoration,  and  dyspncea.  These  symptoms  con- 
tinue mildly  or  severely ;  after  the  third  day  comes  the  liability  to 
heart,  failure,  and  finally,  at  about  the  seventh  day  of  the  disease, 
608M  defervescence  or  death.  The  severity  of  the  symptoms  is  in 
proportion  to  the  extent  of  lung  involved  and  to  the  intensity  of 
the  inflammation. 
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i;  XIII.    Lobar  Pneumonia,  Regular  Co&i  :  Racocwy.— 

Male,  18  years  oldT  December  30.  1896. 

This  morning  he  woke  up  feeling  feverish,  with  headache, 
Vomiting,  and  general  pains. 

Now  his  tongue  is  red  and  dry.     Over  the  lower  lobe  of  th» 

LttBg  there  is  dulness  on  pereussinn  and  bronchial  70166  and 

breathing.     He  continued  to  be  fairly  siek  until  the  seventh  day 

of  the  disease,  when  he  deferveaeed,    Convaleaaence  was  rapid, 

Bud  six  days  later  he  was  I  en  red. 

I  For  Chart  of  Case  XIII.  Be 


FiQ-«  3 

I 

DAY 

of  DISEASE 

2 

3 

4 

5 

6 

7 

RESP. 

PULSE 

TEMP. 

M    E 

M     E 

Ml     E 

M 

E 

I 

E 

hf     E 

75 

180 

MM 

10 

8 

10 

8 

10 

0 

70 

170 

107 

10 

7 

10 

7 

65 

160 

106 

10 

6 

lu 

6 

10 

5 

60 

150 

(05 

A,d 

5 

fro 

5 

55 

140     1 

104 

10 

4     J 

'\ 

/'? 

* 

A 

10 

4 

50 

130 

103 

\ 

3 

f     1 

I    It 

3 

45 

120 

102 

10 

a/ 

i 

i     10 

i       j| 

Il\ 

2 

40 

HO 

ioi 

Lj 

35 

lOO 

LOO 

«\ 

p! 

.0 

Of 

V 

/lOKf 

30 

90 

99 

9 

9 

>V 

25 

80 

9B 

9 

e 

9 

a 

9 

n 

20 

70 

97 

JL 

7 

9 

7 

-I 

Temperature  black,  Pulse  red,  Respiration  blue. 

XIV.— LoBAM    PXIUHOXIA,    lit  R  EOT  LA  U   TEMPERATURE. 

This  ordinary  picture  of  the  disease  may  be  varied  by  an  uu- 
«  renee  between  the  muming  and  evening  temperatures. 


IV.  — The  patient,  an  adult,  had  a  regular  lobar  pneu- 

i  involving  the  lower  lobe  of  the  right  lung,  which  ran  its 

ordinary  coarse,  without  the  use  of  drugs,  and  terminated  in  re- 

39.) 
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There  are  al  s  with  unusually  high  temperatures,  but 

otherwise  a  normal  eoui-se. 

i;  XV.  —  The  patient,  an  adult,  had  a  pneumonia  which  in- 
volved the  lower  lobe  of  the  left  lung  and  the  upper  lobe  of  the 
right  Long,  He  was  seriously  ill.  bul  deferveseed  on  the  ninth 
day  and  recovered.    No  antipyretics  or  quinine  were  of 

I  For  Chart   nf  (;.se   XV.  see   Vvj.  40. 
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Temperature  black,  Pulse  red,  Respiration  blue. 
Case  XV, — Lobar  F.neumonia,  high  temferattres. 

Curious  falls  of  temperature  can  he  produced  by  cold  tubbing, 
or  by  packing  the  Imdy  in  ice.     The  temperature  falls  quickly 
several  decrees  and  then  rapidly  rises.     No  particular  effect  is 
I  i hi  the  whole  enurse  or  duration  of  the  disease. 


Case  XVI.    Ijjhar  Pneumonia;  Treatment  htf  Cold  B<ith<  — 
Female.  9  years  old,  June  10,  1900, 

Three  days  ago,  after  exposure  to  cold,  she  began  to  have  couch 
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with  mucopurulent  sputum,  headache,  vomiting,  diarrhoea,  and 
fever. 

Now,  on  the  fourth  day.  ah*  is  dull  ami  stupid,  with  I  good 
deal  of  pain  in  the  head  and  cheat  Over  the  upper  lobe  of  the 
fight  lung  there  ia  dulness  on  percussion,  bronchial  voice  ami 
breathing,  and  Baberepita&f  rales. 

<  m  the  fifth  and  sixth  days  she  was  given  tub  baths,  with  tbe 
j  on  the  temperature  shown  in  the  chart. 

On  the  ninth  night  she  deferveaeed. 

On  the  fourteenth  day  she  was  discharged  cured. 
For  Chart  of  Case  XVI.  see  FiL'.  41.) 
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Caue  XVI.— Lobar  Fnicmoma;   FUths. 


In  a  certain  number  of  cases,  while  the  temperature  continues 
fairly  high,  it  is  possible  to  keep  the  pulse  below  100  by  the  use 
of  small  doses  of  aeonitine  and  digitaline.  The  patient's  general 
condition  teems  t<»  be  materially  improved  by  this. 

k  XVII.  — The  patient  had  a  pneumonia  of  the  right  lower 
be  defervesced  on  the  ninth  day  and  recovered.    The  tern- 
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perature  ran  its  ordinary  course,  hut  the  pulse  was  kepi  at  or 
below  100  bv  the  use  of  aeonitine  ami  digitaliue. 
(For  Chart  of  Case  XVII,  see  Fig.  42.) 


2.  There  are  eases  which  run  a  short  coarse  of  moderate  se- 
verity, with  very  little  evidence  of  infection,  and  defervesee  on 
the  third  or  fourth  day.  They  do  this  either  with  or  without 
treatment* 
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>K    XVII. — LOBAl    ftl*    vi,.\i\;    ACOMTINIS    AN'H    Dim 

i:  XVIII.    Lobar  Pneumonia;  Defervescena  on  thi  Third 
I)tjy.—^\uU\  24  years  old,  December  11, lS9t», 

I  >n  tluj  ihiy  of  admission  he  had  B  shaking  chili,  followed  hy 
fever  and  pains  all  over  the  body.    There  was  no  cough  or  dysp- 

Now  over  the  left  cheat  behind  there  is  a  Little  dulness  on  per- 
n,  harsh  Invathim:.  wfth  crepitant  and  Bubcrepitanl  rales, 
utinued  to  be  moderately  sick,  without  OOflgh,  until  the  third 
day  of  his  illness,  when  he  deferveeeed. 

On  the  fourth  day  the  physical  signs  had  disappeared. 
(For  Chart  <>i  Case  XVIII.  see  Pig.  43.) 


LUBAK    I'NKl   Hi 


ISO 


3.     There  ai  which  last  only  for  a  few  hours  and  termi- 

nate   fatally    before    the   lung    is    consolidated.      This    belongs 
especially  n>  old  people, 

.  L\\    Lobar  Pneumonia;  Death  at  //<<   End  of  Four 

and  "  Hnif  Hours  -  A  woman,  70  yews  old.  hud  been  in  the  bos- 

pital  for  a  year  snffi  dim  n  number  of  trifling  ailments.  On 

ber  J!'.  1880,  after  feeling  chilly  during  the  night,  at  half- 
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IS    XVIU—  LOBAl     V  THIIBE    DATS, 


past   6  in   the  morning  she   was  suddenly  seized   with   rapid 
thing,  feeble  pulse,  and  great  prostration.    At  half-past  nine 
temperature   was   100°,   pulse   132,   breathing  4s.     At   11 
o  'clock  she  died. 

topsy.— The  larynx,  trachea,   and  large  bronchi  are  con- 
gested and  coated  with  mui 

The  pericardium  i.s  congested  ami  there  is  a  little  turbid  serum 
in  the 

13 
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There  is  no  fibrin  on  the  pulmonary  pleura.  Both  lungs  are 
congested  and  oedema! 

upper  lobe  of  the  right  lung  is  in  the  condition  of  com- 
mencing red  hepatization.  The  air  spaces  of  tins  lobe  contain 
granular  matter,  a  little  reticulated  fibrin,  a  few  pus  cells  and  a 
few  epithelial  cells.  The  epithelial  cells  on  the  walls  of  the  air 
vesicles  are  increased  in  size  and  number.  The  capillars- 
filled  with  white  blood  cells. 

The  liver  is  large,  hard,  and  smooth.  The  gall  bladder  con- 
tains a  large  calculus.  The  large  bile  duets  in  foe  Lire*  are 
dilated  and  contain  calculi.  • 

The  spleen  is  large  and  Jinn. 

The  mucous  membrane  of  the  stomach  and  MnaD  intestine  is 
coated  with  mucus. 

The  kidneys  are  normal. 

\b&r   Pn$umonfa;   Death    after   Twenty-four 
Hours,-    Male.  SO  yean  old.     After  retiring  to  bed  at  11  in  the 

n  attacked  withatvere  pain  in  the  epigastric  region. 

At    7   o'clock    the   next    morning   the   pain   had   shifted   more    to 

the  right  aide,  the  temperature  was  101°,  pulse  100,  breathing  30. 
There  were  no  physical  signs.  At  12  o'clock  the  pain  had 
disappeared;  there  were  si  ill  no  physical  signs.  At  5  o'clock  that 
afternoon  there  wan  well-marked  crepitation  over  the  right  mid- 
dle lobe  in  front.    The  ting  anxious,  the  pnli 

r  and  more  rapid.  T  lie  continued  in  this  condition,  with 
rapid  breathing,  quick  and  feeble  pulse,  the  feet  and  hands  grad- 
ually becoming  colder,  the  intelligence  clear,  until  at  11  o'clock 
ing  the  rapid  breathing  grew  first  slower,  then  in- 
terrupted, and  then  stopped  altogether. 

p. — The  middle  lobe  of  the  right  tang  and  ihe  upper 
part  of  the  lower  lobe  are  In  the  condition  of  red  hepatization. 
The  rest  of  the  lungB  find  the  ether  viscera  are  noma! 

4.    Tlur.   are  c  which  a  considerable  portico  of  both 

oed.     In  some  of  the*  I  larire  portion  of  both 

lungs  is  involved  ?it  once,  in  some  first  one  lobe  and  then  others 
uvolved,  there  ta  so  much  congestion  and  oedema  of 

the  unhepatized  portions  of  Lung  thai  odered  oaeleaf) 

eepiration.    These  caaea  usually  die  before  the  sixth  day  of 

the  disease. 


XXL—  A  man,  21  years  old  rom  a 

eanalboat  into  the  river,     <Hi  the  second  day  after  this  ace 
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icked  with  a  chill,  dvspmea,  and  vomiting,     Two  days 
after  this  he  died 

Autopsy.    The  Satire  right  lung  is  in  the  condition  of  red 
and  gray  hepatization,  and  there  are  numerous  patches  ol  red 
hepatization  in  the  left  hn 
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Cask  XXIII.— LaBAi   I'.ski  :i 

LX1L— Female,  29  yeara  old,  Feb] 
She  came  into  the  hospital  without  ;iny  history  and  died  the 
me  day. 

.1                 Both    lungs  are   Intensely                 I  and  (edema- 
commencing  red  hepatization  of  all  the  lobes  of  both 
lungs.    There  is  a  little  fibrin  on  the  pulmonary  pleura.    Tl 

in  the  bronchi,     The  ail                     not  dilated, 
over  both   1                                the  air 
are  empty,  s                 an  increase  of  the  epithelial  cells, 
n  reticulated  fibrin  and  pus, 
normal. 

the  lesions  of  chronic  uephril 
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Case  XXIII.  Lobar  Pneumonia  involving  Both  LfWtys.— Fe- 
male, 30  years  old,  January  1,  l&i'J."). 

The  day  before  admission  to  the  hospital  she  began  to  have 
chills,  fever,  headache,  vomiting,  and  cough. 

Now  there  is  dnlness  over  the  upper  part  of  the  right  lung  in 
front  and  behind.  She  became  steadily  worse,  was  delirious,  and 
died  on  the  sixth  day. 

Autopsy.— The  left  Inns;  is  tederaatous,  with  irregular  patches 
of  red  hepatization;  there  is  no  fibrin  on  the  pleura;  the  bronchi 
contain  inueo-pns.  The  upper  lobe  of  the  right  lung  is  in  the 
condition  of  gray  hepatization,  the  lower  lobe  is  in  the  condition 
of  incomplete  red  hepatization. 

The  heart  is  normal. 

The  kidneys  show  the  lesions  of  chronic  nephritis. 

(For  Chart  of  Case  XXIII,  see  Pig.  44.) 


It  sometimes  happens  that  a  patient  has  a  pneumonia 
which  runs  its  course  and  terminates  in  recovery.  Then,  after  an 
interval  <i  sevn-.-d  days,  there  is  a  beat)  attach  of  pneumonia  in 
the  other  lung  or  the  same  Lung, 

::  XXIV,    Pneumonia  of  tJu   Eight  Lung}  Btcovory  fol* 

hit  1'tt,  of  thi   Left  Luvq,—  Female,  24  vears  old, 

mber  1.  U 
Five  days  ago,  after  exposure  to  cold  and  wet,  she  had  a  chill, 

i ,  prostration,  cough,  and  pain  in  the  right  side. 
Now  the  breathing  is  rapid,  shallow,  and  painful;  she  Loofcu 
nek,    Over  the  upper  lobe  of  the  right  lung  behind  there  is 
dulness  on  percussion,  with  bronchia]  voice  and  breathh 
On  the  eighth  day  of  the  disc  deferveaeed. 

On  the  eleventh  day  she  was  out  of  bed. 

On  the  twelfth  day  the  temperature  ran  up  and  she  was  again 
sick. 

On  the  fourteenth  day  then-  was  dulncsB,  with  bronchial  voice 
and  breathing,  over  the  lower  lobe  of  the  left  loj 

On   the   eighteenth   day. sin    he-gu    to  improve,  and  by  the 
twenty-third  day  the  temperature  fell  to  normal. 

ft*  Charl   Of  Case  XXIV    see  Pig.   45.) 

XXV.    Lobar  Pneumonia;  Ret  Days 

in  (he  same  Lung.— Male,  42  years  old,  November  2r>,  1 

Per  two  months  past  he  1ms  not  been  in  his  usual  health;  be 
has  had  cough  with  muco-pnrulent  sputum,  sometimes  str< 
with  blond,  and  has  lost  appetite,  flesh,  and  strength,  hut  eon* 

:<d  to  wo  i 
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Four  days  ago  he  had  a  well-marked  chill,  followed  by  vomit- 
ing, dyspnoea,  pain  in  the  right  side,  and  cough  with  blood-stained 
sputum. 

Xow,  on  the  fifth  day,  he  is  fairly  nourished,  his  tongue  is 
moist  and  coated,  there  is  cough  with  rusty  sputum,  the  breathing 
is  rapid  and  shallow ;  urine  1021,  albumin.  There  are  coarse  rales 
over  both  lungs.  Over  the  right  lower  lobe  there  is  dulness  on  per- 
cussion, bronchial  breathing,  and  subcrepitant  rales. 

On  the  ninth  day  he  had  great  pain  in  the  right  side,  the 
breathing  was  hurried  and  insufficient,  the  tongue  was  dry  and 
brown. 

On  the  twelfth  day.  over  the  entire  right  lung  behind  and  in 
front  there  was  dulness  on  percussion.  Over  the  right  upper  lob-3 
there  was  bronchial  voice  and  breathing;  over  the  lower  lobe 
there  was  diminished  breathing  and  coarse  rales. 

On  the  fourteenth  day  he  defervesced. 

On  the  seventeenth  day  he  continued  to  improve.  All  the 
physical  signs  had  disappeared,  except  a  little  dulness  and  a 
few  subcrepitant  rales  over  the  right  lung. 

On  the  twenty-first  day  he  was  out  of  bed  and  eating  solid  food. 

On  the  twenty-third  day,  during  the  night,  he  felt  chilly  and 
was  suddenly  seized  with  intense  dyspnoea.  The  pulse,  breath- 
ing, and  temperature  ran  up.  Over  the  right  lower  lobe  there 
was  dulness  on  percussion  and  bronchial  voice  and  breathing. 

On  the  twenty-fourth  day  he  was  cyanotic,  with  bad  breathing, 
cough,  delirium,  and  pain  in  the  right  chest. 

On  the  twenty-fifth  day  he  seemed  to  be  rather  better. 

On  the  twenty-sixth  day  he  was  worse,  with  violent  paroxysms 
of  coughing,  and  a  dry.  brown  tongue. 

Between  the  twenty-seventh  and  twenty-eighth  days  he  de- 
fervesced  for  the  second  time. 

On  the  thirty-fifth  day  there  was  still  dulness  and  increased 
voice  and  fremitus  over  the  right  lower  lobe.  A  needle  in  the 
chest  gave  no  fluid. 

On  the  thirty-ninth  day  he  was  out  of  bed.    Tie  gained  strength 
slowly  and  did  not  leave  the  hospital  until  the  sixty-sixth  day. 
(For  Chart  of  Case  XXV,  see  Fiiz.  4b\ ) 


6.  There  are  cases  in  which  the  evidences  of  the  pneumococcus 
infection  are  very  marked  and  out  of  proportion  to  the  extent  of 
inflammation  in  the  lunar. 


Case  XXVI.  — A   woman,   32   years   old,   had   suffered    from 
chronic  bronchitis  for  five  months.    Twelve  daws  before  her  death. 
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after  exposure  to  cold  and  wet,  she  ma  seized  with  chills  fol* 
lowed  by  fever. 

^nd  day  of  the  pneumonia  she  had  pain  in  the  left 
side  and  dyspiiira. 

th  day  she  began  to  vomit,  and  after  that  vomited 
every  thin  g  she 

On  the  eighth  «fa>  she  was  admitted  to  tl^  hospital ;  pulse  122, 
temperatuiv  106e    F..   breathing  42;  thi            ae  was  dry  and 
brown;  tbei                 reftl  dyspmra.  and  pain  in  the  side. 
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Temperature  black!  Pulse  red,  Respiration  blue. 
Case  XXVll. — Loiai  \' 

ninth  day,  pulse  1U7,  temperature  103°  F,t 

eleventh  day,  pulse  160,  temperature  105°  ] 

weirtli  day  she  died, 

p.— Only  the  upper  lobe  of  the  left  lung  is 

rest  of  the  lungs  shows  the  lesions  of  emph; 

onchitis. 

breathing 
F\,  breath- 

hepatized, 
jraema  and 
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Case  XXVII,  Lobar  Pneumonia;  General  Infection.— Fe- 
male, 16  years  old, 

February  1,  1902.  she  had  an  attack  of  measles,  which  ran  a 
regular  course. 

February  6  she  began  to  look  worse,  the  white  blood  cells  num- 
bered 20,0ou,  but  there  was  no  change  in  the  breathing  and  no 
physical  eigne. 

On  the  second  day  of  the  pneumonia  she  looked  worse:  the 

breathing  was  rapid  MHJ  insufficient  ;  there  was  dulness  and  di- 
minished breathing  over  the  left  lower  lobe. 

On  the  Qlird  day  there  was  marked  mucous  rattling  all  over 
both  ] mi irs;  the  breathing  was  very  had.  tin*  dulness  and  dimin- 
ished breathing  could  not  be  made  out. 

The  breathing  eontinued  to  be  very  bad  until  she  died  on  the 
fourth  dm 

(For  Chart  of  Case  X,XVII,  see  Fig.  47.) 

Case  XXVIII.  Lobar  Pnowmotofa,  8&piic  Form,  without 
Physical  Signs*—  Male,  55  years  old,  December  13,  1*75. 

Two  months  ago  he  came  to  New  York  front  China  and  has 
been  drinking  Freely  evef  no 

Four  days  ago  he  was  suddenly  seized  with  a  chill,  vomiting:. 
headache,  cough,  and  pain  in  the  right  chest. 

Now.  on  the  fifth  day,  tho  tongue  is  ooated  and  moist,  tempera- 
tmv  100*  P.,  poise  92;  he  is  breathing  quietly;  there  are  no 
physical  signs;  he  complains  chiefly  el"  headache. 

On  the  sixth  day,  temperature  103M04*   l«\.  pulse  88-96. 

On  the  seventh  day.  temperature  L038-1M     P.,  pulse  100-104, 

On  the  eighth  day,  temperature  102-104°  F„  pulse.  100-104, 
He  was  gradually  becoming  worse,  with  a  dry  tongue  and  increas- 
ing apathy. 

On  the  ninth  day,  temperature  105°-105°  P.,  pulse  120;  he  was 
fairly  in  the  typhoid  state,  with  rapid  ami  labored  breathing. 

I  examined  the  chest  every  day  and  found  no  physical  signs. 
The  resonance  and  breathing  over  both  lungs  were  always  im- 
perfect 

On  the  tenth  day  be  died. 

Autopsy.— The  brain  was  not  examined.  The  heart  is  nor- 
mal, except  for  a  little  old  thickening  of  the  aortic  and  mitral 
valves. 

There  are  old  pleuritic  adhesions  over  the  whole  of  the  right 
Lung. 

Ovi-r  the  middle  lobe  the  old  adhesions  are  infiltrated  with 
pus.  The  middle  lobe  and  the  adjacent  portions  of  the  upper  and 
lower  lohee  an  in  the  condition  of  red  and  gray  hepatization. 
The  corresponding  bronchi,  except  the  largest,  are  filled  with 
cords  of  fibrin. 
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The  left  lung  is  covered  with  old  pleuritic  adhesions;  there 
un  bronchitis,  no  congestion,  no  oedema. 
The  liver  is  congested. 
The  splei  .ml  firm. 

The  stomach  and  intestines  are  normal, 
The  kidneys  are  congested. 


7      There  are  cases  which  continue  for  an  unusual  length  ol 
time,  but  yet  may  recover. 

\  XIX.    Lobar  Pneumonia)  Protracted.— Male,  18  yeai 
old.  March  28,  U 

Two  days  ago  he  had  a  chill,  vomiting,  cough  with  rusty  spi 
turn,  and  j > i i in  in  the  right  side. 

Mow,  nil  the  third  day,  over  the  right  Lower  lobe  there  is  dul- 

<iu  percussion,  bronchial  voice  end  breathing. 
On  the  fifth  day  he  was  delirious. 
He  continued  in  me  condition.  deliriouSjjffjtJi  &. 

dry  toi i  JueTTlTItil  the  fifteenth  da;  improve. 

On  the  sixteenth  day  his  temperature  Fell  to  thi    normal, 
treated  with  nconitine  and  digitaline. 
I  the  thirtieth  r\ny  he  was  discharged  cured. 
(For  Chart  of  Case  XXIX.  see  V 


Case  XXX.    Lobar  Pneumonia,  Prolonged  Cast  ;  Thrombo* 
of  the  Left  /  Vein.— Male,  17  yean  old,  February  l< 

1897. 

For  two  weeks  he  has  not  felt  well  and  has  had  a  cough,  bi 
continued  at  work  until  four  days  ago.    Then  he  had  a  chill,  fol 
lowed  by  fever,  pain  in  the  left  side,  dyspnoea,  and  cough;  he  alt 
ted  and  felt  very  ill. 
u\  on  the  fifth  day,  there  Is  dulness  w\  percussion  and  broi 
chial  voice  and  breathing  over  the  lower  lobe  of  the  left  lung. 

The  man  looks  seriously  ill,  with  a  flushed  face,  coated  tongue 
and  dyspnoea ;  urine  1022,  no  albumin  or  casts. 

The  man  continued  to  be  very  ill  until  the  sixteenth  d:\y.  wh< 
the  temperature  fell  to  101°  F.  and  he  seemed  to  be  better. 

But  the  next  day  the  temperature  rose  again;  the  man 
cyanotic,  delirious,  and  looked  badly. 

On  the  tw'-uty-nrsl  day  he  began  to  improve.     This  improi 
ment  continued,  and  by  the  twenty-ninth  day  he  was  much  bel 
and  eating  chopped  beef. 

On  the  thirty  sixth  day  he  developed  a  thrombosis  of  the  1< 
femoral  vein,  followed  by  swelling  of  the  leg  and  thigh. 
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day. 


Of  the  leg  continued,  but  otl  the  nmvalescenoe 

irrupted  until  he  left  the  hospital  on  the  sixty-eighth 


:■  I  hart  of  Case  XXX,  see  Fig.  4:» 

S.     There  are  cases  which  are  complicated  by  alcoholic  poison- 
ing.   Usually  the  patients  are  drinking  hard  at  the  time  tin 
attacked  with  tin-  pneumonia.     They  are  regularly  very  sick,  with 
high  iiw  delirium,  or  delirium  tremens. 
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Temperature  black.  Pulse  red,  Respiration  blue. 
Case  XXXI, — Lobau  I'm'  kosm     Du  ttnm  TJUMWW. 

XXL     V>>o*7r  Pneumonia;  Ddiriwn  Tnmrns.  —  Male, 
_M  yean  old,  April  15,  1*96, 

The  man  has  been  intemperate  for  several  years,  and  for  the 

s  been  drinking  very  hard, 
This  morning  at  *>  o'clock  he  had  a  m-v.-iv  chill,  followed  by 
chest,  headache,  cough  and  mucous  sputum. 
Now  over  the  lower  Lobe  of  the  left  lung  there  is  dnlness  on  per- 
cussion and  diminished  voice  and  breathing;  over  the  rest  of  the 
Innu  there  are  coarse  rah 
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On  the  fourth  day  he  began  to  have  violent  delirium  with  de- 

lusions and  refused  all  medicine,    lie  continued  in  this  condition 

until  be  died  on  the  fifth  day. 

(For  Chart  of  Ctttt  XXXI.  see  Kg,  50.) 
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irinm   at   the  time   of   defervescence.      I   hav 

*  already 

called  attention  to  the  importance  of  distinguishing  this  form 

of  delirium  from  alcoholic  delirium  and  the  ordinary  delirium  of 
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the  disease.     It  comes  on  at  the  time  of  defervescence ;  it  may  or 
may  not  -unpanied  by  a  rise  of  temperature;  it  lasts  for 

days  or  weeks :  the  patients  usually  recover,  but  old  persons  same- 
times  remain  permanently  insane. 

B  XXX  I  J.  Lobar  Pneumonia;  Delirium  after  Deferves- 
3  years  old,  October  24,  1895, 

Two  days  before  admission  he  had  a  chill,  cough  with  rusty 
sputum,  pain  in  the  right  chest,  and  dyspnoea. 

Now,  on  the  third  day,  there  are  coarse  rales  over  both  lungs; 
over  the  right  lower  lobe  there  are  bronchial  voice  and  breath- 
ing and  crepitant  rales. 

Thr  man  had  a  good  deal  of  bronchitis,  but  did  well 

On  the  ninth  day  he  defer vesced. 

On  the  tenth  day  he  began  to  be  sleepless  and  delirious.  The 
delirium  continued  until  the  fifteenth  day.  After  that  he  did 
well  and  was  discharged  on  the  eighteenth  day. 

(For  Chart  of  Case  XXXII,  see  Fig:.  T.l 

i    XXXI II.    Lobar  Pneumonia;  Delirium  with  Deferves* 
— Male,  19  years  old,  February  8,  1897. 

On  the  afternoon  of  the  day  before  admission  he  be«jan  to  have 
severe  pains  in  the  right  side,  vomiting,  cough,  chilliness,  and 

Now,  on  the  second  day,   the   face  is  flushed,  the  tongue  is 

coated  and  dry;  urine  U>H>T  no  albumin.    Over  the  lower  lobe 

the    right    lung   there   is  dulness  on   permission,   diminished 

hiii-.  iiinl  Bubcrepitant  rales. 

The  man  slept  very  little,  and  00   the  fifth  <lny  ileveloped  a 

noisy  delirium. 

I  »n  tli^  sixth  day  he  defervesced.    1  [e  continued  t»»  be  delirious, 
with  a  little  fever,  until  the  twelfth  day.     After  that  time  he  ini- 
•ved  and  left  the  hospital  entirely  well  on  the  twenty-fifth  dav. 
m  Chart  of  Case  XXXIII,  see  Fip.  52.  | 

XX  I  v.     Lobar  Pneumonia;  Delirium  at  t<ms  of  De- 
ll years  old,  March  3,  1897, 
On  the  afternoon  of  the  day  before  admission  li^  began  to  have 
ache,  pain  in  the  left  aide,  dyspnoea,  chill,  tever,  and 
cough  with  blood-stained  sputum, 
Now.  on   the  second  day,  the  prostration   and  dyspxuM  are 
er  the  entire  left  lung  there  is  dulness  and  diminished 
i«l  breathing;  urine  1020,  a  trace  of  albumin. 
The  man  went  on  with  high  but  irregular  temperatures  until 
•nth  day  of  the  disease,  when  there  was  an  attempt  at  de- 
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fervescence.  After  this  his  temperature  ran  from  99°  to  102° 
until  the  twenty-eighth  day,  when  it  reached  the  normal.  During 
this  time  the  man's  general  condition  steadily  improved. 

On  the  sixth  day,  the  day  before  defervescence,  the  man  be- 
came actively  delirious.  This  delirium  continued,  although  much 
less  active,  and  was  still  present  when  he  left  the  hospital  on  the 
thirty-first  day. 

(For  Chart  of  Case  XXXIV,  see  Fig.  53.) 

10.  General  convulsions  in  the  course  of  lobar  pneumonia  are 
of  rather  rare  occurrence ;  I  have  seen  five  cases. 

In  four  of  these  cases  there  was  present  chronic  nephritis  of 
long  standing.  In  such  cases  the  convulsions  seemed  to  be  due 
to  an  exacerbation  of  the  nephritis  and  a  more  acute  development 
of  renal  symptoms. 

In  one  case,  however,  the  kidneys  were  only  in  the  condition  of 
acute  degeneration. 

In  one  case  the  convulsions  occurred  on  the  second  day  of  the 
disease,  in  the  others  not  until  near  its  termination. 

In  one  case  the  pneumonia  was  double,  in  two  cases  it  involved 
an  entire  lung,  in  two  cases  only  one  lobe. 

The  brain  was  in  one  case  normal,  in  two  cases  it  showed  an  in- 
crease of  serum  beneath  the  pia  mater,  in  two  cases  it  was  not 
examined. 

11.  There  are  cases  in  which  a  pneumonia  follows  so  soon  after 
the  inhalation  of  chloroform,  ether,  or  smoke  that  it  seems  to  be 
due  to  these  irritants.  Apparently  in  these  persons  the  pneu- 
mococcus  infection  would  not  have  taken  place  if  the  lungs  had 
not  first  been  irritated. 

Case  XXXV.— Male,  46  years  old.  January  10,  1900. 

This  morning  at  a  fire  he  inhaled  large  quantities  of  dense 
smoke.  IJe  became  unconscious  and  remained  so  for  an  hour. 
He  was  pale  and  cyanotic,  with  a  feeble  pulse :  breathing  embar- 
rassed and  stridulous.  There  were  no  physical  signs  over  the 
lungs. 

The  next  day  he  was  somewhat  better,  but  still  very  weak.  In 
the  evening  he  was  taken  with  chilly  sensations,  sweating,  pros- 
tration, weak  pulse,  and  severe  pain  in  the  chest. 

On  the  next  day,  the  second  day  of  the  pneumonia,  he  had  no 
voice;  there  was  stridulous  cough  with  profuse  muco-purulent 
sputum. 
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On  the  third  day  of  the  pneumonia  the  i  as  better; 

jiulsr  was  y^ry  weak;  the  sputum  was  hot  rusty  sod  son 
tained  pneumooocci, 

On  the  fourth  day  the  pulse  and  breathing  were  better.    There 
was  dulness  »m  percussion,  with  bronchia]  voice  and  breathing 
the  lower  lobe  of  the  right  lung. 
■  li  day  he  was  delirious. 

He  continued  to  be  delirious  and  very  ill,  and  OD  the  tenth  day 
l lie  physical  signs  of  consolidation  of  the  lower  lobe  of  the  left 
lung:  were  present. 

on  the  thirteenth  day,  hemoglobin  85  per  cent,  red  cells 
5,544,000,  white  cells  23.300, 

Mr i  the  fourteenth  day  lie  died. 

This  man  contracted  his  pnenmoeOOCUS  infection  in  the  hospital 
ward. 

(For  Chart  of  Case  XXXV,  see  Pig.  54, 1 

12.  The  pneumonia  of  old  persons  often  runs  an  irregular 

rse.    The  extent  of  lung  inflamed  may  he  small  and  the  phys 

real  signs  uncertain— a  little  dulness  on  percussion,  a  tew  sub- 

a  diminished  intensity  of  breathing— or  even  no 

M«-al  signs  at  all.     The  patients  usually  have  chilliness,  or  B 

chill,  to  mark  the  invasion  of  the  disease,  and  more  Off 

less  running  its  course.    The  appetite  is  lost,  and 

isea  and  vomiting     The  pulse  is  rapid  and  oft<  D 

stupor  or  a  mild  delirium  is  often  present.    The 

nt  id*  proportion  to  the  extent  of  lung  inflamed. 

The  characteristic  cough,  expectoration,  and  pain  in  the  ehest  are 

absent  altogether,  or  imperfectly  developed;  even  the  breathing 

may  not  he  at  all  changed.     But  the  disease  is  very  fatal  in  old 

I,  and  some  of  them  die  quite  suddenly  after  seeming  in  he 

only  moderately  sick  for  a  Pew  days. 

At  the  present  time  in  New  York  a  large  Dumber  of  lobar 
■uias  occur  in  the  course  of  an  influenza.     There  if  i 
double  infection  with  the  influenza  bacillus  and  the  pneumocoe- 
cus.    This  does  n<>i  produce  broncho-pneumonia,  but  lobar  pneu- 
monia combined  with  severe  catarrhal  bronchitis.     In  son 
inflamed   ^iw^   is  hepatized  in   the  usual  way.  but   ' 

vritli  a  pood  deal  of igestion  th<  tnparatively  little  exttda- 

The  combinations  of  incomplete  consolidation  with  bron- 
nlar  physical  sitrns,     In  a  considerable  number  of 
H 


UHiAR    PNEUMONIA. 

ciiscs  thr  disease  terminates  by  lysis  rather  than  by  crisis.  Pro- 
tracted eaaes  are  oo1  uueommori. 

Tho  influenza  may  prernlr  tin*  pneumonia  for  several  days, 
both  may  come  on  at  the  same  tune,  or  the  pneumonia  may  run 
its  Dourfte  and  resolve,  but  tlie  influenza  still  continue. 

Ft  is  important  in  tbeee  patientfl  In  try  to  distinguish  how  much 
of  the  illness  is  due  to  influenza  and  how  much  to  pneumonia. 
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XXXVF.  Lobar  Pneumonia;  Influenza;  Esudatwt 
Nephritis. — Female  22  yeare  old.  March  21,  1891, 

Two  weeks  ago  she  began  to  have  chills,  fever,  nausea  and 
vomiting,  cough  with  mucous  sputum,  ami  has  been  sick  in  bed. 

Two  days  ago  she  began  to  have  pain  in  the  right  side  of  the 
ehe&J  and  dyspnoea. 

Mow,  nn  tin*  thinl  day  of  the  pneumonia,  the  tongue  is  coated 
;iini  di\  :  the  urine  1020,  oontaini  a  Large  quantity  of  albumin 

ami    red  blood  rolls.     Over  the  tighl    l^w^v  lobe  there  is  dulin'ss- 

on  percussion  and  broncho^vesiculax  breathing;  there  are  coarse 
rnlea  over  both  In? 


MhXIA. 

ninth  day  the  oriltd  contained  only  a  trace  of  albumin. 
Tin-  temperature  fell  gradually  from  th»-  seventh  to  the  eleventh 
day 
*  I  i  of  Caae  XXX vi,  B6€  Kg.  55.) 

i    XXXVII.     Lobar  Pneumonia;  General  Bro»<hiti$.— 
aold,  November  14.  I- 
Tin  "\  to  b€  feverish  ,md  had  pain  in  the 

smaLI  of  his  back.  m   **" 
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WWII—  Lobar   Pneumonia;  in  is 


day  lej  began  t mgh,  with  mucous  expectoration,  ami  had 

pain  in  the  right  aide  of  his  chest. 

X-<u.  on  the  third  day,  over  both  chests  there  in  sibilant  breath- 
se  rales.     Over  the  right  ehest  in  front,  over  ilc* 
tii-st  t  dulness  on   percussion,  bronchial 

Lng,  and  crepitant  rales, 
rth  day  the  expectortfcion  was  profuse  and  bloody. 
day  the  Moody  ^xpcctoratiini  continued  and  h>'  w;is 
--us. 
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On  the  sixth  day  there  was  still  a  large  quantity  of  serous 
blood-stained  expectoration. 

On  the  seventh  day  he  was  much  better  and  was  eating  solid 
food. 

On  the  eighth  day  the  pneumonia  had  resolved  and  then-  \\us 
V- .i.v  little  bronchitis  M't,  He  lias  been  treated  with  ipecac, 
Bconitine,  and  digitaline. 

On  (he  fourteenth  day  b<4  was  discharged  cured. 

^For  Chart  of  Case  XXXVII.  see  Fig,  56.) 
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Cass  XXXViH    Lobar  l'»*  umonia;  AcuU  Bronchitis;  l  a  fin  - 

Female,  21  years  old,  November  14, 1  s**4. 

Two  weeks  ago  she  had  headache,  vomiting,  fever,  and  cough 

with  mucous  expectoration.     These  symptoms  continued  until 

lust  night,  when  aha  became  much  worse,  with  r«  severe  chill,  dysp- 

and  the  expectoration  became  bloody. 

Now,  oo  the  fifteenth  day  oJ  the  influenza  and  the  second  of 

the  pneumonia,  she  is  coughing  up  large  quantities  of  mueo-puru- 

1  -  -  t  i  x    bloody  sputum*    Over  the  left  lung  behind,  from  the  mid- 
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die  of  i in*  scapula  to  the  base,  there  is  dulneas  on  percussion, 
bronchial  voice  and  breathing,  and  subcrepitant  rales. 

I  ta  the  third  day  she  controlled  to  cough  up  Large  quae 
of  mueo-purulenl  sputum  mixed  with  a  good  deal  of  blood. 

Od  the  fifth  day  she  deferveaeed. 

After  this  tin-  expectoration  steadily  diminished  and  she  im< 
proved. 

She  wis  treated  with  aeonitine  and  digitaline. 

the  thirtieth  day  of  her  influenaa,  and  fifteen  days  tons  the 
beginning  of  her  pneumonia,  she  was  discharged  cured, 
For  Chart  of  Gaae  XXXvm.  see  Pig,  17.) 

XXXIX.    Lobar  Pneumonic;  Bronchitis;  De&th, — Male, 
old,  December  22,  189*, 
The  man  had  been  habitually  intemperate,    Two  days  ago  he 
had  .•  chill  lasting  for  ten  minutes.    After  this  he  had  fever, 
cough  with  mucous  and  bloody  expectoration,  dyspnoea,  and 
over  both  sides  of  the  ch< 
Now,  mi  the  third  day,  all  over  the  cheal  there  Is  sibilant 
breathing  and  coarse  riles,     Over  the  left   Lower  lobe  behind 
there  is  dulneas  on  percussion  and  diminished  breathing,    Over 
the  third,  fourth,  and  fifth  interepacee  in  front  there  is  bron- 
chia] voice  and  breathing  and  subcrepitanl  rales.    The  bloody 
iteration    continues;    be    is    delirious    and    continued    so 
lughoui 
Be  ated  with  aeonitine  and  digitaline,  tincture  of  nux 

von  cardiac  stimnl.mtv 

I  ta  the  i  ighth  day  he  di 

Autopsy.  —  There  is  recenl  fibrin  over  the  whole  Lefl  Lung,  The 
entire  left  Lung  is  in  a  condition  of  v<^\  hepatization. 
The  bronchi  of  both  Lungs  are  congested  and  filled  with  muco- 

Tln-  normal. 

The  kidneys  are  in  a  condition  of  acute  degeneration, 

(For  Chan  XXXTX.  see  Pig,  M 

'I,.     Lobar  Pneumonia  beginning  on  the  Tkiri& 
jhn/  of   'i   Seven    Influenza.*   Male,  56   years  old,  January  6, 

To-day  he  began  to  haw  corysa,  conjunctivitis,  cough  with  a 

sputum,  and  fell  sick. 

Four  days  later  he  felt  worse  and  went  to  bed.    II**  had  general 

and  was  mildly  delirious.    He  remained  in  bed,  dull  and 

ut  not  looking  very  badly,  with  no  physical  signs  over 

the  lungs,  until   the  thirteenth  day  of  the  influenza,  when  his 
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pneumonia  began.    He  had  pain  in  the  left  chest  and  cough  with 
profuse  mucopurulent  sputum;  urine  1026,  no  albumin. 

On  the  secuml  day  of  the  ptuwunouui.   over  the   left   lung  in 
front  there  is  dulness  mi  percussion,  bronchial  breathing,  and  a 
few  rales. 

He  trrew  steadily  worse,  with  feeble  heart,  venous  congestion, 
and  embarrassed  breathing. 

On  the  fifth  day  of  the  pneumonia  he  died.  ■ 

Autopsy.— In  the  heart  there  is  a  little  old  thickening  of  the 
aortic  and  mitral  valves. 
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Case  XXXIX.— Lobah  Pneumonia  ;   Infij  i  kca;    hi  km 

he  left  lung  is  covered  with  old  pleuritic  adhesions.     T 
3cent  fibrin  over  the  upper  lobe.    The  bronchi  are  conge 
full  of  pus.     There  is  nearly  complete  hepatization  of 
or  and  lower  lobes.     In  the  right  lung  the  bronchi  are 
his;  the  lower  lobe  is  congested, 
he  spleen,  liver,  and  kidnevs  are  normal. 
For  Chart  of  Case  XL,  see  Fig.  50.) 

asi:  X\A     FfW  ittfK'tnti :  Itifhtttiz'i ;  Obscure  Physical  Sifjt 
et  23  years  old,  March  2,  1900, 
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Nine  days  ago  be  began  to  have  pains  nil  over  the  body,  with 
.1  eough.    Ht*  remained  in  bed  one  day  and  then  went  to  work-, 

feeling  si*«k  and  coughing, 

Three  days  ago,  on  the  seventh  day  of  the  influenza,  he  had 
headache,  vomiting,  severs  pain  in  the  right  side,  hi^rh 
id  fell  rery  siek.  For  the  past  two  nights  he  has  been 
delirious. 

Now,  on  ftie  fourth  day  of  his  pneumonia,  his  face  is  flush o  I 
and  anxious,  tongue  coated*  pulse  100  and  full,  temperature 
108  Hi4c  P.,  breathing  shallow;  urine  1021,  a  trace  of  albumin. 
There  are  no  physical  signs,  except  a  little  duluess  in  the  right 
axillary  region. 

On  the  fifth  day  of  the  pneumonia  the  mind  was  clear;  all  the 
symptoms  were  abating;  the  sputum  was  rusty,  Haemoglobin 
100  per  cent,  ml  oelis  5,000,000,  white  cells  10,000.  lie  defer- 
veseed  in  the  afternoon. 

On  the  eleventh  day  he  was  discharged  enred. 


Case  XLII.    Lobai  Pneumonia,  with  Influenza,  Long  Duration. 

— The  lower  haV  nf  the  left  lung  was  hepatized  and  resolution 
wns  completed  on  the  sixteenth  day.    The  right  tower  lobe  wit 

hepatized  on  the  sixteenth  day  and  resolved  on  the  twenty  I nh 

day.  The  left  pleural  cavity  wae  one-fourth  full  of  serum  uu 
the  thirty-first  day.  The  temperature  did  m>t  fall  to  the  normal 
until  the  lifty-seemid  day. 

The  patient  finally  recovered. 

(For  Charl  X1JI,  see  Fig.  B 


Duration  of  the  Ww  0*e*—  I  have  shown  in  Figure  3U  the  or- 
dinary duration  ^\"  the  disease  in  the  eases  that  terminate  l»y 

crisis.     In  Fiirure  Id  is  shOWO  the  ordinary  duration  of  the  fatal 

cases.    Tie-  charl  shows  Ln  the  broken  line  the  duration  of  74 

fatal  eases  reported  by  l>r.  Stevens,  of  Edinburgh:  in  the  straight 

line  the  duration  of  149  fatal  cases  observed  by  myself. 

In  the  fatal  cases  of  lobar  pneumonia  there  seem  to  be  three 
main  factors  in  causing  death  — lie*  pneumoeoccua  sepsis,  the 
inflammation  of  the  lung,  and  Hie  existence  of  complications, 
These  three  i  d  separately  or  together. 

The  pneumoeoccua  sepsis  may  cause  death  with  comparatively 
little  inflammation  of  the  lung,  the  patients  dying  with  all  th" 
symptoms  of  genera]  poisoning. 

The  inflammation  may  involve  flic  whole  of  one  lobe,  and  yet 
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it  would  seem  as  if  the  patients  eould  Lf"t  well  w.-re  j|  n,n  t"«»r  the 
effect  of  the  pnetunococeua  toxin  on  the  right  h> 

This  effect  of  death  from  failure  of  the  right  heart  with  venous 
congestion  of  the  lungs  is  especially  common  when  the  poisons 
of  pneumonia  and  of  influenza  act  together. 

The  inflammation  of  the  lung  may,  from  the  first,  be  so  exten- 
sive that  it  causes  dcalh  in  a  few  days,  simply  by  interfei  up: 
with  the  breathing  function  of  the  lungs. 

Tin*  complications  which  cause  death  are:  meningitis,  peri- 
carditis, endocarditis,  peritonitis,  nephritis,  empyema,  abscess  of 
the  long,  and  gangrene  of  the  long 

There  is  a  curious  elasa  of  cases  in  which  death  takes  place 
after  defervescence  arid  etiimiH  iiriny  resolution. 


k  XLIII.    Lobar  Pneumonia;  Death  after  Deferve* 
and  ConvmmcmQ  Resolution. — '■ Female,  50  fears  old.  March  3, 

Four  days  ago,  in  the  night,  she  had  a  chili,  fever.  enngh  with 
rusty  sputum,  headache,  pain  in  the  right  side,  dyspnoea,  and 
vomiting. 

Mow,  on  the  tilth  day.  face  Hushed,  fcongue  dry  and  coated, 
the  upper  part  of  the  right  chest  in  front  there  is  dulness 
01  percussion,  harsh  breathing,  and  suhcrepitant  rales.  Over  the 
Upper  pari  of  the  right  chest  behind  there  is  dulneae  on  per* 
cussion,  bronchia]  breathing,  and  subcrepitaat  riles.  Over  the 
of  the  right  lung  there  is  sibilant  and  sonorous  'breathing, 
The  heart's  action  is  irregular,  hut  there  is  do  murmur.  Urine 
1022,  albumin,  no  casts. 

On  the  seventh  day  she  was  delirious,  cyanotic,  with  marked 
dyspnoea. 

On  the  ninth  day  she  d<  led. 

On  the  eleventh  day  the  pulse  was  feeble,  she  was  delirious, 
vomiting,  and  uncomfortable. 

1  >n  the  thirteenth  day  she  continued  to  vomit  and  looked  badly. 

On  the  eighteenth  day  the  temperature  began  to  rise. 

On  the  nineteenth  day  there  were  suberepitant  rales  over  the 
right  Lung  behind,  as  if  with  resolution. 

On  the  twenty-third  day  she  died. 

Autopsy. — Over  the  left  lung  there  are  old  pleuritic  adhesions. 

The  right  lung  is  coated  with  fibrin.     The  lower  part  of  the 
upper  lobe  and  the  upper  part  of  the  lower  lobe  are  eong 
partly  aerated,  and  look  like  lobar  pneumonia  in   the  sta 
resolutioi 
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The  left  ventricle  of  the  heart  is  hypertrophied  rod  there  is 
a  little  old  thickening  of  the  aortic  and  mitral  valves. 
The  liver  is  large. 
The  spleen  is  large  and  soft. 
The  stomach  and  intestines  are  normal. 
The  kidneys  show  the  lesions  of  acute  degeneration. 
(For  Chart  of  Case  XI Ml,  see  l 
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considerable  one,  ranging 

in  hospitals  From  12  to  34  per  cent.  It  seems  to  he  the  general 
impression  that  the  disease  is  more  fatal  now  than  it  was  a  num- 
ber of  years  ajro,  hut  it  is  difficult  to  determine  this  accurately, 

Tr<  <it nn at .  -Lobar  pneumonia  is  ;i  disease  for  which  there  is 
no  routine  treatment  applicable  to  every  case;  on  the  contrary, 
much  judgment  is  required  to  decide  what  is  the  beai  way  of 
managing  each  patient. 

As  a  rule,  all  the  patients  are  to  he  kept  in  bed  and  on  a  fluid 
diet  until  the  temperature  has  fallen  to  the  normal  and  the  exu- 
date  I  tppeared   from  the  lung.     But  there  are  cas 
which,  even  while  the  inflammation  is  active,  a  little  scraped  beef 
the  heart  action ;  and  in  patients  in  whom  def erveei 
lelnyed   lor  an  unusually  lon£  time  it  ni: 
wise  >             lolid  food  and  to  allow  tin    patient  to  sit  up  before 
the  usual  time. 

The  headache,  sleeplessness,  and  genera]  discomfort  may  re- 
quire the  use  of  opium,  sulphonal,  the  bromides,  or  chloral. 

For  the  excessive  pain  in  the  side,  large  poultices,  repe 
every  two  hours,  ami  hypodermics  of  morphine  are  to  I 

For  the  feeble  heart  we  employ  alcoholic  stimulants,  digitalis, 

ne.  or  strophanthus.    A  very  good  combination  is  5  grains 

of  potassium  iodide,  1  minim  of  fluid  extracl  -  and  20 

minims  of  fluid  extract  of  eonvallaria,  given  together  every  three 

hours,  or  hypodermic  injections  of  5  minims  of  tincture  of  digi- 

When  there  is  excessive  congestion  of  the  lungs,  with   . 

oea,  and  mat  od  fmhcrepitanl  ealfis  all  over  tire 

■  obtained  by  rej  dry  cupping,  by  hypo- 

ions  of  one-fiftieth  of  a  grain  of  nitroglycerin,  or 

•drop  doses  of  tincture  of  mix  vomica.     The  cyanosis  and 

dyspnoea  can  be  temporarily  d  hv  the  use  of  oxygen. 
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If  there  is  a  good  deft]  "f  general  catarrhal  bronchitis,  the  pa- 
tients can  be  benefited  by  dry-cupping  5r  By  EEi  u*>  of  one* 
tenth  of  a  grain  of  ipecac  every  hour, 

Fur  tin*  exudative  inflammation  of  the  lungs  the  plans  of  treat- 
ment most  frequently  adopted  are: 

Venesection  employed  am r  repeated  several  times,  the  quan- 
tity of  blood  taken  to  In*  considerable.  This  plan  is  nut  often  em- 
ployed  at  the  present  time. 

_<  doses  of  calomel,  12  to  30  grain*,  placed  dry  «>n  the 
tongue  — from  one  to  four  such  doses.  This  plan  seems  t<»  answer 
well  fur  some  oases,  t<>  be  of  nu  use  in  uthris,  and  is  attended 
uif.li  risk  of  producing  salivation. 

Small  doses  of  ealumel,   "4  to  1  grain,  given  every  hour  up  to 

six  doses.   This  seems  to  be  of  oaoderate  efficacy. 

Drachm  doses  of  magnesium  sulphate,  given  every  hour  up  to 
eighl  doses,    This,  again,  do  -  aol  seena  to  be  of  much  vain 

Tie1  employ ol  of  eithei  tincture  of  aconite  or  tincture  of 

veratrum  viride,  in  doses  of  from  2  to  5  drops,  ai  first  every  hour 
and  later  at  longer  intervals,  has  given  tfood  results  in  the  hands 
•  me  physicians. 

Cold  affusions  to  the  cheat,  cold  baths,  blisters,  the  antipyretic 
drugs,  quinine,  ami  carbonate  of  ammonium  have  all  bean  much 
m><h\>  but  are  all  of  doubl  fa]  efficacy. 

The  treatment  of  the  exudative  boflammatlon  which  seams  to 

me  the  most  thai  hy  the  combined  me  ol  sooni* 

tine,  digitaline,  and  whiskey.    The  aeonitine  and  digitaline  used 

those  made  by  Merck.    The  dose  is  1*6  tngm.  (gr.  1-400 

►nitine  and  1-8  tngm.  (gr,  1-500    of  digitaline  in  tablets;  tie 

twu  drugs  are  given  together.    The  frequency  of  the  dosing  is 

by  the  pulse.     AW  endeavor  to  gel  a  pulse  of  about 

In  order  to  do  this  it  may  be  necessary 

to  grTve  the  druirs  even    fifteen  minutes,  every  half  hour,  every 

ery  two  hours,  as  the  case  may  be.     If  the  pulse  be 

slow  enough,  hut  too   feeble,   whiskey  must  be  given  at    regular 

Is.    It  is  not  safe  to  follow  this  plan  of  treatmenl  unleec 

patienl  can  be  watched.     If  it  be  carried  too  far,  the  puke 

fall  to  80  and  the  patient  pass  intu  a  condition  approach 

collapse.     This  plan  <d  treatment   dues   nut   seem  to   he  of  any 
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service  in  the  cases  in  which  the  symptoms  of  poisoning  are  out 
of  proportion  to  the  extent  of  lung  inflamed,  nor  in  the  cases 
which  are  complicated  by  pericarditis. 

Carbonate  of  creosote  has  In  I  a  good  deal  during  the 

liked  by  some  physicians, 

The  whole  behavior  of  the  disease  is  such  ai  i  one  the 

feeling  that  it  ought  to  be  successfully  treated  by  an  antitoxin. 
But  so  far  a  satisfactory  serum  has  not  been  manufactured,  and 
Bew  successful  eaaea  are  o&  no  value. 

For  example,  in  1806  I  ns<-d  one  of  the  aiitistreptococeus  se- 
iiiitis  in  a  number  <>r  eases  of  pneumonia,  In  the  first  four  pa- 
tients the  results  were  rather  striking.  The  patienta  all  had  tem- 
peratures up  to  105°  F. ;  in  three  of  them  the  pulse  reached  120. 
the  respiration  was  from  40  to  60;  two  of  the  patients  were  de- 
lirious, all  looked  very  seriously  ill.  Each  of  them  received  hy- 
podermic injections  of  2  ounces  nf  tin*  serum  twice  or  three  times 
in  e&efa  twenty-four  hours.  Two  of  the  patients  deferveseed  on 
the  sixth  day,  and  two  on  the  seventh  day  of  the  pneumonia.  The 
results  teemed  to  be  satisfactory,  but  later  in  the  winter  I  gave 
up  the  use  of  ih«-'  eernm  ;  it  evidently  did  nothing. 

The  rules  which  I  follow  in  the  treatment  of  lobar  pneumonia 

are: 

1.  There  are  eases,  some  of  them  mild,  some  of  them  severe, 

in  whiijh  there  is  no  straightforward  indication  tw  treatment.    In 

patients  I  look  after  the  nursing  and  give  no  medicine. 

L\    In  many  rases  headache,  pain  in  the  side,  sleeplessness,  and 

the  feeling  of  illness  call  for  relief.    For  this  purpose  opium  is 

altogether  the  most  efficient  drug.    By  combining  morphine  with 

acetanilid  the  sedative  effects  of  the  morphine  are  very  much  in- 

d.    For  persons  who  cannot  take  opium  we  have  to  do  the 

vc  can  with  the  bromides  and  the  antipyreties  of  the  eoal- 

tar  group. 

3.  There  are  patients  in  whom  from  the  first  there  is  an  exten- 
sive  catarrh  i^  bronchitis,  attended  with  a  large  product  inn  of  mu- 
cus, more  or  less  bloody,  from  tin*  bronchi,  and  venous  conges* 
tion  of  the  bronchi.  While  the  ordinary  remedies  for  bronchitis 
are  of  service,  it  is  important  alsd  to  employ  efficient  and  re- 
el dry-cupping  to  try  to  accelerate  the  circulation  of  the 
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blood  in  the  walls  of  the  bronchi  by  di^iJ^JK  eonvallaria,  am! 
lermics   of   nitroglycerin,   and   to   diminish  essive 

production  of  luu^iusJ^:  the  tincture  of  mix 

4.  There  are  cases  to  which  seams  applicable  the  abortive 
treatment  by  large  doses  of  calomel.  I  see  this  done  by  other 
physi  onetimes  with  good  results.  It  is  a  long  while  since 
I  have  used  it  myself. 

5.  In  .1  great  many  cases  there  is  failure  of  the  hearth  action, 
which  calls  for  treatment.  This  failure,  however,  is  not  always 
exactly  of  the  same  eharacter. 

>  a  heart  failure  of  the  same  character  as  that  which 
t  in  any  of  the  severe  infectious  diseases,     It  requires  the 
ordinary  management  with  alcoholic  and  cardiac  stimulant 
like  in  tie  -Sinai  it. n  of  iodide  of  potash,  5  grains, 

fluid  extract  of  digitalis,  2  miiiitns  and  thud  extract  of  conval- 
laria,  10  minims,  every  three  hours,  or  hypodermic  injections  of 
tincture  of  digitalis. 

In  some  patients  quite  early  in  the  disease  the  pulse  is  at 

120  ai  and  the  breathing  at  30  and  over,  without  an  exces- 

production  of  mums  in  the  bronchi  or  of  senim  in  the  lungs. 

Those  patients  can  be  much  improved  by  small  doses  of  aconitine 

and  digitaline  with  mon-  or  Less  whiskey. 

tieular  combination  which  h  d  to  me  to  be  the 

must  reliable  is  thai  of  aconitine,  I-ii  mgm,;  digitaline,  1-8  n 
and  wMskcy  in  doses  from  one  drachm  t»>  one  ounce.  The 
digitaline  and  aconitine  are  given  together  at  intervals  of  from 
one  to  three  hours,  the  whiskey  every  three  or  four  hours.  The 
guide  for  the  frequency  of  the  use  of  these  drugs  is  ffie  effect  on 
the  circulation.  We  try  to  keep  a  pulse  of  between  90  and  100 
and  of  good  quality,  with  this  the  breathing  will  be  better.  If. 
we  do  not  get  the  effect  of  Blowing  the  puis*1  within 
twenty-four  hours,  there  is  no  nse  in  continuing  this  plan  of 

ut. 
\t  about  the  fourth  day_of  the  pneumonia  we  find  only  too 
often  that  the  bronchi  and  lungs  are  beyiTniinvr  to  til]  up  with  tiiu- 

CUS  and  serum,   with   conrsP  ftnfl  pnhereniljuil    ruins  all   over  both 

langs.  This  is  a  most  unfavorable  symptom,  When  it  begins, 
and  even  after  it  has  continued  for  some  time,  the  radial  pulse  is 
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often  good.  The  failure  serins  to  be  on  the  part  of  the  rij 
heart.  For  this  conn! i t ion  conTbui : w r i . ■  1 1 >.  of  digitalis,  eunvallaria, 
and  mix  vomica  as  much  as  20  minims  of  the  tincture  of  nux 
vomica  at  a  dose  i :  hypodermic  injections  of  nitroglycerin;  l> 
cups  over  the  chest ;  and  the  inhalation  of  oxygen,  seem  to  do  the 
must  good. 

7.  An  excessive  distension  of  the  intestines  with  jzas  is  an 
evidence  of  virulent  poisoning,  and  it  may  interfere  seriously 
with  the  action  of  the  beaxt  and  Lungs.  For  this  condition 
irrigation  of  the  rectum  with  large  quantities  of  hot  water  may  be 

of  much  service. 

8.  In  eases  which  show  a  disposition  to  become  protract ei  1  it 
is  often  wise  to  give  scraped  beef  before  the  temperature  has 
fallen  to  the  normal,  ami  to  get  the  patients  out  of  bed  heFn're  The 
Lung  has  resolved.  Hut  both  of  these  must  be  done  with 
judgment. 

Secondary  Lobar  Pnsitmonul 


This  is  an  exudative  inflammation  involving  one  or  niore  lobes 
of  one  or  both  Lungs,  occurring  in  persons  already  suffering 
some  disease  or  injury,  and  due  to  infection  with  streptococci  or 
pneumooooci. 

Persons  who  are  confined  to  bed  by  infectious  diseases,  by 

injuries  or  intbimmaf  ions  of  the  brain  or  spina]  cord,  by  surgical 

operations,  or  by  severe  injuries  are  liable  to  have  venous  com 
n  of  the  dependent  portions  of  the  Lungs  and  to  inhale 
streptococci  or  pneumooocoi.     In  this  way  thej  often  cor 
either  a  true  broncho-pneumonia  or  a  pneumonia  which  somewhat 
resembles  a  lobar  pneumonia. 

I      /,mn/.  — The  inflammatory  process  involves  irregu- 
lar anas   ot    one  or  of   both    lungS.      We    find    these   areas   after 

death  in  the  condition  of  red  or  gray  hepatization  and  surrounded 
by  congested  lung,  hut  qq  complete  consolidation  of  an  entire 
lobe.     Tie  nation    :-  ndalive   type,   with   fibrin,    pus, 

epithelium,  and  streptococci  or  pneum »■;  in  the  air  spaces 

and  small  bronchi. 
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nptnHi.s.  —  ln  many  eases  the  pneumonia  can  hardly  be  said 
Btional  .symptoms  or  physical  signs.  We  find  the 
leaion  after  death,  but  are  oof  certain  of  its  existence  <luriu£ 
life.  In  soiiic  cases,  however,  there  are  chills,  fever,  rapid 
breathing,  pain,  cough,  ami  sxpectoratiGn,  with  the  physical 
of  bronchitis  or  of  consolidation  of  small  portions  ol  the  tang. 
The  treatment  of  such  a  pneumonia  is  unsatisfactory. 


I'vn  liONiA  with  the  Formation  of  Connective  T 


It  is  well  known  that  in  some  forms  of  inflammation  of  the  Lung 
then*  is  a  production  of  new  connective  fissile  annual  the  loom-In 

blood  vessels,  in  the  septa  between  the  loonies,  and  in  the 
walls  of  the  air  spaces,    Jt  is  not  so  well  known  that  in  these  same 

pneumonia  there  may  be  also  a  production  of  neu 
nective  tissue  in  the  cavities  of  the  air  spaces  and  of  The  small 

iii.    This  new  tisane  either  grows  directly  hum  the  walla 
of  tli.*  air  spaces  or  is  formed  out  of  pings  of  coagulated  do 
ami  of  cells  which  are  formed  within  their  cavities. 

:\  b  productive  pneni da  has  been  r igniaed  under  a 

fcy  of  nmi  v  induration,  fibroid  induration,  cirrhosis, 

-litial  pneumonia,  chronic  pneumonia,  desquamative  pneu- 
monia, parenchymatous  pneumonia,  etc.  Ii  we  tooh  over  all  the 
different  lungs  in  which  such  a  productive  pneumonia  lias  been 

-pel,  we  find  that  they  can  be  classified  as  follows: 
1.  A    productive  pneumonia   associated   with   the  growth  of 
tubercle  bacilli. 

\    productive  pneumonia   associated   with   the  growth  of 

\  productive  pneumonia  due  to  the  inhalation  of  particles 

i<\ 

\  productive  pneumonia  caused  by  constitutional  syphilis. 
\  productive  pneumonia  secondary  to  changes  in  the  pleura. 
Bmncho-pneiunonia. 

1  form  of  lobar  pneumonia. 
It  is  concerning  this  last  variety  of  productive  pneumonia  that 
aforraation  is  the  least  exact,  and  it  is  to  this  variety  that  f 
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wish  especially  to  call  attention.  The  ordinary  belief  has 
that  it  is  possible  for  a  regular  exudative  lobar  pneumonia, 
instead  of  resolvintr,  to  be  succeeded  by  B  chronic  productive 
inflammation.  I  believe,  on  the  contrary,  that  a  regular  exuda- 
tive lobar  pneumonia  term  mutes  only  in  resolution  or  in  death, 
and  that  lol>ar  pneumonia  with  the  production  of  new  connective 
tissue  is  from  the  first  a  special  form  of  inflammation  of  the  lung. 
My  reason  fop  this  belief  is  that  I  have  seen  a  number  of  lungs 
which  seem  to  show  the  different  stages  of  the  inflanim 
proa 

The  literature  on  the  subject  is  not  very  abundant.  Char-"! 
describes  this  condition  as  following  one  or  more  attacks  of 
ordinary  lobar  pneumonia.  Coupland2  gives  a  very  irood  descrip- 
tion with  drawings,  and  believes  that  the  new  tissue  is  formed 
from  the  infra-alveolar  exudation  of  ordinary  lobar  pneune  ni;i 
Kidd3  describes  two  cases  with  a  subacute  history  which  be 
regards  as  cases  of  lobar  pneumonia  terminating  in  indu ration. 
Buhl*  considers  the  disease  bo  be  a  primary  one,  which  ram  9 
subacute  course  and  has  nothing  to  do  with  Ordinary  pneumonia, 
Heitler8  gross  an  account  of  the  disease  as  observed  in  five  cases. 
The  development  of  the  disease,  be  says,  is  more  or  less  acute, 
with  fever,  dyspnea,  cough,  prostration,  sometimes  rigors;  tlu 
constitutional  depression  is  much  less  marked  than  in  aoutfi 
pneumonia.     The  fever  is  irregular  and  not  over  \02°  P.     The 

sputum  is  inn is.  mucn. purulent,  or  fetid.     In  two  of  the  cases 

there  was  retraction  of  the  wall  of  the  thorax.  The  consolidation 
involved  in   three  BOOM   fcne   right  upper  lobe,  in  so  tie- 

whole  right  lung,  in  one  ease  the  lower  right  lobe.  The  hepatiza- 
tion was  smooth,  with  necrotic  ami  cheesy  areas  and  cavities. 
The  course  of  the  diflftsftp  was  subacute,  bui  with  an  acute  inva- 
sion, lasting  from  fifty  days  to  nine  months  and  nineteen  days. 
Wagner4  baa  described  six  eases  apparently  belonging  to  this 

'Rev.  Mens,  de  Med.  et  Chir.,  187S.  p.  776. 
'Trans.  Lond.  Path.  Soc,  vol.  xxx.,  p.  224. 
'Lancet.  April  6,  1890. 
♦Buhl,  Briefe.  p.  47. 
Wiener  med.   Wochensrhrift.   1sh4   and   188fl; 
H'irrage.  xiii..  p.  270. 
•Deutsch.  Arch.  f.  kiln.  Med.,  vol.  xxxiii. 
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group,  running  a  subacute  Bourse  with  retraction  of  the  wall  of 
the  chest,  but  terminating:  ill  recovery. 

I  have  seen  thirteen  eases  which  b a  bo  belong  to  this  group, 

and  to  demonstrate  thai  there  is  b  form  ol  lobar  pneumonia 
which  is,  from  the  outset,  anatoniie&Uy  distinct  from  the  ordinary 
form.  It  is  front  the  Bret  an  exudative  inflammation  with  the 
production  of  new  tissue,  not  a  simple  exudative  intlamma- 
tion.     Sueh  an  inflammation  naturally  lasts  longer  ma!  is  more 

likely  to  become  chronic  than  ia  the  ease  iritb  a  simple  era 
inflammation.     I  can  see  no  reason  to  believe  that  in  ordinary 
lobar  pneumonia  the  pus  and  fibrin  arc  ever  replaced  by  con- 
nective tissue. 
The  development  of  the  lesion  seems  to  be  as  follows: 
1.  Congestion   of  the   lung:;  exudation  of  serum,   fibrin,   and 
pus  into  some  of  the  air  spaces;  the  formation  in  other  sir  spaces 
of  irregular  plugs  with  prolongations  from  one  space  into  others, 
the  plug!  composed  ol  a  nearly  homogeneous  or  finely-nbrillated 
Lai,  none  of  them  large  enough  to  fill  or  distend  the  air 
[ling  and  thickening  of  the  walls  of  the  air  spaces, 
with  a  very  considerable  increase  in  the  number  of  epithelial  cells 
which   cover   them;  more  or  less  general  catarrhal  bronchitis; 
fibrin  on  the  pulmonary  pleura. 

of  the  type  of  eonnective-tissue  cells,  are  formed 
in  the  plugs;  the  walls  of  the  air  spaces  are  more  swollen,  and 
be  infiltrated  with  small  round  cells;  new  blood  vessels  are 
formed  in  the  plugs,  which  can  be  artificially  injected  from  the 
pulnonary  vessels.     The  gross  appearamv  ,»f  the  Lung  at  this 
time  is  usually  characteristic.     One  or  more  lobes  are  consoli- 
dated; they  are  not  large  as  in  ordinary  pneumonia;  their  color 
;  the  cut  surface  is  smooth,  not  granular, 
:    Thr  growth  of  new  connective  tissue  within  the  air  sp 
in  their  walls  and  along  the  arteries  and  bronchi  is  so  extensive 
that  many  of  the  air  spaces  are  obliterated.     The  surface  of  the 
lung    is    now    covered    with    connective-tissue    adhesions;    the 
bronchi  contain  muco-pus;  the  lung  is  red.  mottled  with  white  or 
gray  or  black;  it  is  dense  and   hard;  portions  of  it    cna 
v  He  broken  down  into  eavitie  . 
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Five  of  jhv  cam  illustrate  tin*  first  period  of  the  development 

of  tlii'  lesions: 


m  I,— Tin-  duration  of  the  disease  was  im  days,  The  en- 
tire left  lung  was  consolidated,  small  smooth,  of  gray  color, 
with  fibrin  coating  the  pulmonary  pleura,  The  right  Lower  lobe 
was  partly  hepafiaed  and  red.  The  walls  of  the  air  spaces  were 
thickened  and  coated  with  epithelial  cells.  There  was  a  growth 
of  new  connective  tissue  around  the  blood  vessels  sad  bronchi 
The  air  spaces  contained  small  anastomosing  plugs  of  a  dearly 
homogeneous  matter, 

Case  II.  — The  duration  of  tin-  disease  was  seventeen  days. 
The  left  lower  lobe  was  consolidated,  small,  red.  and  smooth,  its 
surface  covered  with  <>M  adhesions.  The  walls  of  the  air  spaces 
were  thickened;  their  cavities  contained  the  plage  already  de- 
scribed. 

i:    III.  — The   duration    of   the   disease    was    fourteen   days. 

There  was  8  general  bronchitis.  The  right  upper  lobe  was  con- 
solidated,  of  reddish-gray  color,  its  pleura  coated  with  fibrin. 
The  walls  nf  the  small  bnincbi  were  thickened  and  infiltrated  with 
cells,  The  walls  of  the  air  spaces  were  thickened  and  coated  with 
epithelium.  Some  of  the  air  spaces  contained  pus  and  fibrin, 
others  the  plugs  already  mentioned, 

CASE  IV.  — The  duration  of  the  disease  was  seven  days.     The 

left  lower  lobe  presented  the  regular  picture  of  the  red  hepatiza- 
tion of  ordinary  pneumonia.  The  left  upper  lobe  was  consoli- 
dated, small,  smooth,  and  red.     The  walls  of  the  air  spaces  ware 

n.d  and  coated  with  epithelium;  their  cavities  contained 
pus  and  fibrin  or  the  plugs. 

i.  V.     Lobar  Pneumonia  with  tfu  Formation  of  New  Con* 
nective  Tissue,-  Male,  :tfi  years  old,  January  31,  18 
Three  days  ago  the  man  had  a  shaking  chill,  vomiting,  pain  in 

the  right  chest, gh  and  rusty  spuliim. 

Mow,  "«n  the  fourth  day.  over  the  upper  lobe  dulness  on  per- 
cussion, bronchia]  voiee  and  breathing,  and  crepitant  rales. 
Urine  1017,  a  little  albumin. 

The  man  COD  P,   tO  COUgh,  and  gradually  to 

lose  strength  until  h«j  died  on  the  twenty-eighth  day. 

Auti  The   left   pleural  cavity  is   full   ox  clear  serum. 

There  are  many  "Id  adhesions  ever  the  upper  lobe,  The  pulmon- 
ary plein  d  with  fre»h  fibrin.  The  bronchi  contain 
Biuco-pus.    There  is  some  irregular,  smooth,  white  hepatization, 
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The  entire  right  lung  is  in  the  condition  of  smooth,  white  hepati- 
zation. 

The  left  ventricle  of  the  heart  is  dilated  and  hypertrophied, 
the  muscle  is  fatty. 

The  spleen  is  large  and  soft. 

The  kidneys  are  large,  with  thick  cortex. 

(For  Chart  of  Case  V,  see  Fig.  63.) 

Six  of  my  cases  illustrate  the  second  period  of  the  development 
of  the  lesion. 

Case  VI. — Duration,  nineteen  days.  The  right  upper  lobe  was 
consolidated,  smooth,  and  red.  There  was  a  growth  of  new  con- 
nective tissue  around  the  arteries,  in  the  septa,  and  in  the  walls 
of  the  air  spaces.  Some  of  the  air  spaces  contained  epithelium, 
others  plugs  of  the  same  shape  and  appearance  as  seen  in  the 
preceding  group  of  cases:  but  there  were,  in  addition,  connective- 
tissue  cells  embedded  in  the  basement  substance  composing  the 
plugs. 

Case  VII.— Duration,  sixteen  days.  The  right  middle  and 
lower  and  left  lower  lobes  were  consolidated,  small,  and  smooth. 
The  walls  of  the  air  spaces  were  thickened.  Some  of  their  cavi- 
ties contained  fibrin  and  pus,  others  plugs  of  connective  tissue 
containing  blood  vessels. 

Case  VIII. — Duration,  twenty-three  days.  The  left  lower  lobe 
was  consolidated,  small,  and  gray.  The  walls  of  the  air  spaces 
were  thickened ;  they  were  covered  with  epithelium  and  contained 
plugs  of  connective  tissue. 

Case  IX.— Duration,  six  days.  General  bronchitis.  The  left 
upper  lobe  was  consolidated,  large,  and  red.  The  walls  of  the 
air  spaces  were  thickened.  Some  contained  pus  and  fibrin,  others 
plugs  of  connective  tissue. 

Case  X.— Duration,  thirteen  days.  The  left  lower  lobe  was  in 
the  condition  of  ordinary  red  hepatization.  The  right  upper  lobe 
looked  like  the  resolution  of  an  ordinary  pneumonia,  and  some 
of  the  air  spaces  contained  degenerated  exudation,  but  in  others 
there  were  plugs  of  connective  tissue. 

Two  cases  illustrate  the  third  period  of  development  of  the 
lesion : 

Case  XI.— Duration,  fifty-two  days.  The  left  lung  was  cov- 
ered with  old  adhesions,  consolidated,  hard,  smooth,  mottled  red 
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and  white,  small.    The  growth  of  new  connective  tissue  in  the 
walls  of  the  ai  and  in  their  cavities  had  nearly  obliterated 

tlie  natural  structure  of  the  lung, 

c  XII.  -Duration,  fifty-one  days.     The  pleura  waa  thiek- 

and  coated  with  fibrin.     The  left  pleural  cavity  was  half 

full  of  serum.     The  left  upper  lobfi  was  consolidated  end  of  a 

pinkish-white  color.     It  was  almost  entirely  changed  into  eon- 

aective  tissue. 


Etiology.— In  three  of  the  eases  there  wia  a  distinct  bisto 
prolonged  exposure  to  cold  and  wet.  In  one  ease  the  symptoms 
followed  immediately  after  the  patient's  having  fallen  into  an 
excavation.  In  one  case,  for  twenty  days  before  the  initial  chill 
the  patient  was  miserable  and  had  a  troublesome  cough.  In 
one  case,  for  twenty-one  days  before  the  initial  chill  the  patient 
goffered  from  headache,  loss  of  appetite,  and  prostration.  In  one 
case,  under  observation  throughout,  there  was  an  attack  of  lobar 
pneumonia  terminating  in  resolution  after  eleven  days;  the 
patient  was  discharged  from  the  hospital  well,  and  after  an 
interval  of  eighteen  days  came  the  b<  ginning  of  the  fatal  attack 
in  the  other  lobe  of  the  same  lung.  In  one  case  the  patient  stated 
that  he  had  an  attack  of  pneumonia  live  years  before,  and  that 
for  one  year  he  had  been  troubled  with  cough  and  muco-purulent 
expectoration. 

Symptoms.— In  ten  of  the  eases  the  invasion  of  the  cb 
was  marked  by  drills  and  a  rapid  rise  of  temperature.  There 
rugh  in  all  the  ca&es,  the  sputa  rusty  in  five  eases,  muco- 
purulent in  two  eased,  bloody  in  one  case.  The  temperature  was 
rarely  over  104'  F.,  and  in  some  of  the  cases  not  over  100°  F. 
In  some  of  the  cases  delirium  is  noted  as  a  prominent  symptom. 
One  case  was  supposed  to  be  acute  phthisis,  one  acute  meningitis, 
and  one  acute  general  tuberculosis.  Three  of  the  patients  passed 
fairly  into  the  typhoid  condition.  The  physical  signs  of  the 
consolidation  of  the  lung  were  well  marked,  except  in  one  case. 
The  duration  of  the  disease  was  for  six,  seven,  ten,  thirteen, 
fourteen,  sixteen,  seventeen,  nineteen,  twenty-three,  twenty-eight, 
fifty-one,  and  fifty-tWO  days— in  most  of  the  cases  longer  than 
that  of  an  ordinary  lobar  pneumonia. 
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There  >eenis  to  be,  therefore,  a  form  of  lobar  pneumonia  which 

u  anatomically  different  from  the  regular  form.    Its  physical 

signs  are,  of  coarse,  the  same,  but  its  clinical  symptoms  are  some- 

n  ha1  different.     Although  the  patients  have  the  same  chill,  Bever, 

cough,  expectoration,  and  pain  as  in  the  regular  ea  there 

nothing  about  the  course  o£  the  disease  which  make*  its 

diagnosis  possible  even  during  its  early  days.     The  temperature 

not  run  high,  but  the  tendency  to  cerebral  symptoms  and 

nhoi,i  state  is  wry  marked,  and  most  of  the  run  a 

protracted  and  subacute  course.    Concerning  the  prognosis  it 

is  not  possible  to  speak  certainly,  bur  there  seems  no  reason  why 

recovery  should  not  be  possible. 


Broncho- I\\ Bl  MONli. 


Definition.— An  infectious  inflammation,  with  t-xudation  from 

-.els,  a  formation  of  new  connective  tissue  and  the 

growth  of  pathogenic  bacteria,  which  involves  principally  the 

walls  of  the  brom/hi  and  those  of  the  air  spaces  which  surround 

ned  bronchi. 

WW.— Capillary   bronchitis;   Lobular  pneumonia;   Ca- 
tarrhal pneumonia. 
Ther  to  be  no  form  ol  pneumonia  which  does  not  have 

iated  with  it  more  or  lees  bronchitis,  so  thai  every  pneumonia 
is  in  one  sense  a  broncho-pm  umonia.  But  it  has  long  bean  rec- 
ognized that  there  is  one  form  of  inflammation  of  the  tang  which 
is  different  from  others,  and  in  which  the  share  of  the  bronchi 
is  especially  important  For  several  reasons,  however,  the  popu- 
lar notions  concerning  the  disease  have  become  somewhat  con- 
Tt  was  seen  that  in  rome  cases,  while  there  was  a  bron- 
ohifis  extending  down  to  tie-  small  bronchi,  then'  was  no  consoli- 
dation of  the  lung,  and  so  these  were  called  cases  of  capillary 
bronchitis.  It  was  seen  that  there  were  cases  of  genera]  bronchi- 
lis  with  consolidation  of  circumscribed  portions  of  the  lung,  and  it 
was  inferred  that  the  inflammation  extended  from  the  bronchi 
to  the  air  spaces  which  empty  into  them;  so  these  were  called 
lobular  pneumonia.     This,  however,   was  mi  error  in 
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observation.    Areas  of  atelectasis  do  correspond  to  broochi,  but 
rib-  areas  of  consolidation  do  Dot  so  correspond,     n 
that  in  some  cases  the  symptoms  and  lesions  could  not  be  distin- 
guished from  those  of  phthisis,  and  it  was  not  understood  that 

the    Only    l'<*:il    dilTeivneo    between    the    tU'n    Was    the    pivsrilrr    or 

absence  of  the  tubercle  bacilli.  Numbers  of  curious  ideas  were 
connected  with  the  term  "catarrhal  inflammation/*  and  it  was 
not  realized  that  a  catarrhal  inflammation  is  nothing  hut  an 
exudative  inflammation  occurring  in  b  mucous  membrane. 

It  is  to  be  regretted  that  the  erroneous  idea  siill  exists  that  a 
broncho-pneumonia  Ka  simply  an  inflammation  ol  the  bronchi 
which  extends  tu  the  air  spaces  opening  into  these  bronchi. 

Etiology,  —  Broncho-pneumonia  is  the  ordinary  pneumonia  of 
children;  m  is  frequently  seen  in  young  persons,  and  occasionally 
iu  adults  and  old  persons. 

Jt  occurs  as  i  primary  inflammation,  is  often  secondary  to 
measles,  whooping  cough,  and  diphtheria,  iesa  frequently  to  the 
other  infectious  diseases,     Persons  confined  bo  bed  !>y  injn 

k  and   persona  with  emphysema   are  liable  to  subacute 
forms  of  broncho-pneumonia* 

The  disease  is  most  frequent  duric  •  the  cold  and  wet  months 
•  i  H  ■       arj  in  some  cases  then-  is  a  history  of  exposure  to  cold; 
in  others  do  exciting  cause  is  discoverable.    Children  crowded 
her  in  asylums  are  especially  liable  to  the  disease. 

The  same  patient  not  infrequently  suffers  from  several  attarks 

of  broneho-pneumonia, 

The  ordinary  bacteria  present  are  pneumocoeei  or  strepto- 
cocci. It  is  important  to  remember  that  the  distinction  between 
lobar  and  broncho  pneumonia  is  not  in  the  infertion,  for  that  is 

produced  by  the  asms  pathogenic  organisms  in  both.    The  dif- 
terence  is  in  the  anatomical  characters  of  the  inflammation  which 
rfnoed  by  these  organisms.    The  anatomical  characters  of 
the  inflammation  seem  to  be  determined  by  the  age  of  the  pat 

In  children  the  walls  of  the  bronchi  are  most  easily  irritated;  in 
adults,  the  air  spaces.  So  we  8nd  with  the  same  infections  ihat 
in  children  we  regularly  have  bronchopneumonia,  in  adults  Lobai 
pneumonia^  and  in  adolescents  either  one  of  these  inflammations. 
Jf&rbid  Anatomy.—  In  persons  who  die  from  broneho-pneu- 
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monia  the  lun^s  after  death  present  considerable  variety  in  their 
gross  appearance.     The  mucous  membrane  of  the  trachea  and 

bronchi  nmy  appear  to  be  normal,  or  ia  congested  and  Boated 
with  mucus,  or  the  small  bronchi  may  contain  pus.  The  walls 
Of  the  small  bronchi  are  thickened  bo  that  a  section  oi'  tin-  Lung 

studded  with  little  nodules.  In  BQUM  cases  most  of  the 
small   bronchi  of  both  lungs  have  their  walls  thickened  in  this 

more  frequently  it  ia  only  the  bnmehi  of  one  tang  or  of 

one  lobe.    Around  the  bronchi  whose  walls  are  thickened  are 

of  consolidated  Lung  from  the  size  of  a  pinhead  to  that  of 

Scattered  through  one  or  both  hmu-s  are  irregular 

nsolidation  having  no  definite  relation  with  the  bronchi. 

They  may  be  so  targe  and  numerous  that  an  entire  lobe  as  an 

is  completely  consolidated.    The  pulmonary  pleura 

be  coated  with  fibrin,    in  the  lunga  ol  very  young  children 

there  may  be  consolidated  shrunken  portions  due  to  collaj 

i  vesicles  —  1  hr-  sn-c»;dl( 'd  ii'VM.s  of  atelectasis.  The  same  con- 
ditiim  is  found  with  bronchitis,  and  in  children  who  die  so  soon 

h  that  the  whole  of  the  lunga  baj  noi  become  aerated. 
The  bronchial  glands  are  the  seal  of  simple  or  tubercular  inflam- 

The  smaller  bronchi  may  be  dilated.      In  the  portions  of  lung 

which  are  not  consolidated  the  air  spaces  may  be  somewhat  di- 

rionally  some  of  the  air  spaces  are  ruptured  and 

septa  between  the  Lobules  are  infiltrated  with  sir. 

In   order  to  understand  the  true   anatomical  characteri  of 

ho-pneumonia,  it  is  necessary  to  determine  which  of  these 

nt  changes  is  essential  and  constant  and  which  are  acces- 

and  Inconstant. 

The  essential  and  conslant  lesion  is  a  productive  imlanimation 

«»f  the  walls  (not  the  mucous  membrane)  <d  the  bronchi,  and  of 

es  immediately  surrounding  the  inflamed  bronchi. 

.dls  of  the  bronchi  are  thickened  and  infiltrated  by  a  growth 

cells;  the  walls  ol'  the  air  spaces  are  thickened,  their 

caviti-  illed  with  new  connective  tissue  or  with  fibrin,  pus, 

and  epithelium.     The  inflammation   is  from  the  first   not  exuda- 

but  also  productive,  that  is,  with  the  formation  of  new 

tissue.     It   involves   the   medium-sized   and   smaller  bronchi   of 
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both  lungs,  but  is  not  everywhere  equally  severe ;  in  some  parts  of 
the  lungs  the  lesions  are  much  more  marked  than  in  othi 

The  accessory  lesions,  some  of  which  are  present  in  one  case 
and  some  in  others,  are: 

1.  A  catarrhal  inflammation  of  the  mucous  membrane  of  the 
bronchi. 

-.  An  exudative  in  flam  mat  ion  of  the  air  spaces,  which  fills 
their  cavities  with  fibrin,  pus.  and  epithelium,  and  produces 
consolidation  of  larger  or  smaller  portions  of  the  Umgft  In 
young  children  the  epithelial  cells  which  line  the  air  spaces  are 
much  more  numerous  than  they  are  in  adults,  so  when  children's 
lungs  are  inflamed  the  epithelial  cells  form  a  larger  part  ot  the 
inflammatory  product  lhan  they  do  in  the  luilgS  oi  adults, 

In  exudative  inflammation  of  the  pleura,  which  coats  it 
with  fibrin. 

4.  Dilatation  of  the  bronchi,  of  which  the  walls  are  the  seat  of 
produetive  inflammation. 

5.  Areas  of  atelectasis. 

6.  Simple,  or  tubercular  inflammation  of  the  bronchial  glands. 
Afl  the  inflammation  of  the  walls  of  the  bronchi  and  of  the  air 

spaces  surrounding  them  is  from  the  first  a  productive  inflamma- 
tion, it  follows  the  law  which  governs  that  form  of  inflammation. 
It  is  apt  to  last  for  a  longer  time  than  does  an  exudative  inflani- 
i  and  it  is  liable  to  change  into  a  chronic  productive  inflam- 
matmm 

It  is  not  uncommon,  therefore,  for  a  broncho-pneumonia  to 
continue  for  several  weeks,  or  to  be  followed  by  permanent 
changes  in  the  Iuiil's. 

If  the  broncho-pneumonia  becomes  chronic  the  inflammation 
of  the  walls  of  the  bronchi  and  of  the  air  spaces  which  surround 
them  continues;  we  then  find  that  the  bronchi  are  dilated,  their 
walls  are  thickened,  they  are  surrounded  by  zones  of  connective 
tissue;  or  part  of  a  lobe,  or  an  entire  lobe,  is  entirely  changed 
into  connective  tissue.  The  pulmonary  pleura  may  also  be  very 
much  thickened. 

S>f)n}>tom$.  —  In  wry  young  infants  the  only  symptoms  arc: 
fever,   prostration,   and   rapid   breathing.     There  is  no  cough; 
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there  are  no  physical  signs.    The  disease  is  almost  certainly  fatal 

within  :\  Mvy  few  dfl 

In  older  children  the  broncho-pneumonia  may  be  preceded  by 

the  symptoms  of  measles,    of    whooping-cough,   a  ta,   tff 

pharyngitis,  or  of  a  catarrhal  bronchitis  of  the  larger  tubes;  or  it 

i  without  having  been  preceded  by  any  other  morbid 

conditio 

There  is  a  good  deal  of  difference  in  the  different  eases  as  to 
;y  of  the  invasion.     The  more  severe  cases  arc  ushered 
One  S*  more  general  convulsions;  or  by  a  rapid  rise  of  tern- 
no.    vomiting,   oppressed   breathing,    and   delirium,      The 
milder  eases  begin  with  lower  temperatures,  moderate  prostra- 
tion, and  increased  frequency  of  breathing. 

Alter  the  disease  is  established  the  patients  continue  to  have 
a  febrile  movement.    The  temperature  in  most  eases  is  irregular, 
but  on  many  days  up  to  105°  P.     Very  often  the  temperature  is 
of  distinctly  remittent   type,  a  morning  temperature  of  99°  to 
P..  and  an  evening  temperature  of  104°  to  105°  P.     It  is  to 
be  noticed,  however,  that  in  children  both  bronchitis  and  lobar 
pneumonia  are  also  often  accompanied  by  fever  of  a  remittent 
type     It  may  very  well  be  that  this  disposition  to  remission  be- 
rather  to  the  age  of  the  patient  than  to  the  character  of  the 
disease.     The  height  of  the  temperature  varies  from  day  t<>  day. 
sometimes  with  the  progress  or  extension  of  the  inflammation, 
sometimes  without  discoverable  cause.    In  the  esses  which  re- 
it  requires  several  days  for  the  temperature  to  fall  to  the 
il.    But  a  sudden  defervescence  within  twelve  hours,  like 
r  pneumonia,  is  sometimes  seen. 
The  height  of  the  temperature  is  regularly  in  proportion  to 
the  severity  of  the  broncho-pneumonia;  with  temperatures  ol 
orer  10"'    P-  the  mortality  of  the  disease  is  considerable     There 
are,  b  patients  in  whom  the  temperature  runs  between 

99c  and  100°  F.  who  do  vory  badly. 

In  children  the  pulse  is  more  rapid  than  it  is  in  adults,  and  is 
more  easily  rendered    rapid   by   disease.     So   in   hroncho- 
nonia  pulses  of  from  140  to  170  to  the  minute  are  not  un- 
common, and  in  bad  cases  the  pulse  can  hardly  be  counted. 
An  increase  in  the  frequency  of  the  breathing  is  almost  eon- 
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stantly  present,  as  ranch  as  40  to  the  minute  even  in  mild 
eases,  up  to  60,  70,  or  sn  in  tin-  In  It  is  uf  importance 

to  tn. tin  qo1  only  tin'  frequency  of  the  breathing,  but  also  how 
much  air  rulers  into  the  Lungs.  Thfi  breathing  may  be  made 
worse  for  a  time  by  distension  of  the  stomach. 

Sleeplessness,  restlessness,  and  delirium  are  often  present,  and 
roes  very  troublesome.     They  seem  to  depend  partly  on  the 
fever,  partly  011  the  interference  with  breathing,  partly  on  the 
temperament  of  the  ehild. 

The  face  is  flushed,  (he  tongue  is  coated  and  sometime  dry, 
may   be   vomiting  01*  diarrhoea;  sometimes   there  is   pain 
over  the  chest, 

Cough  is  often  present,  dependent  on  the  catarrhal  bronchitis 
rather  than  on  the  hronrlm-pneunionia.  The  sputa  are  swal- 
lowed rather  than  coughed  up.  They  may  collect  in  the  stomach 
and  be  vomited  up. 

urine  may  contain  I   little  albumin  and  a   few  easts,  the 
kidneys  being  the  seat  of  acute  degeneration. 

The  physical  signs  vary  with  the  condition  of  the  lung.    If  the 

inflammation  is  limited  to  the  walls  of  the  bronchi  and  to  the 

taees  immediately  surrounding  them,  there  are  no  physical 

Signs.      If  a  catarrhal  bronchitis  is  present  there  are  enarse  and 

su  be  re  pit  ant  rales.    If  there  is  b  diffuse  pneumonia,  with  eon* 

BOlidatlOO  Of  B  considerable  portion  of  the  tnttg,  then'  are  dlllneSS 
mi    percussion   and  bronchial    voice   ami   breathing.      If   there   is 

fibrin  on  the  pleura,  there  are  crepitant  or  suherepitanl   1 
Tin-  signs  of  the  consolidation  and  of  the  pleurisy  are  usually 
developed  between   the  seeond  and   fifth  days,  but   it   is   not  un- 
common for  them  to  be  delayed  until  a  much  later  period. 

The  duration  of  broncho-pneumonia  in  children  varies  very 
much  in  different  cases,    Of  the  fatal  cases  the  larger  number 

die  within  two  weeks,  but  BOHM  prove  fatal  within  two  days,  and 

some  are  protracted  tor  seven  or  sight  weeks.  In  the  eases  which 
recover  the  constitutional  symptoms  continue  for  from  one  to 
three  weeks  in  the  majority  of  patients,  but  it  is  by  no  means 

unusual    for   the   aetive  symptoms  to  continue   for  six   or  eight 
weeks   and    yet    the    patients   make   a    perfectly   pood    recovery, 
ition  requires  a  Longer  time  than  in  lobar  pmminonia,  from 
u  to  fourteen  days  in  most  of  the  eases. 
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SB  L— Male,  eight  months  old,  April  16,  1891.    Tw 
ago  the  child  began  to  have  malaise,  a  little  cough  and  t\ 
but  slept  well  and  did  001  seem  very  ill. 

Now,  on  the  third  day,  the  child  ie  well  nourished;  he  is  mod* 
eratriy  nek  ;  over  the  lower  Lobe  of  the  left  long  there  are  dulnesi 
on  perotZflnon  and  broncho-vesicular  breathing. 

On  the  fourth  day  he  was  given  one-sixth  of  a  grain  of  calomel 
i  \  hour  up  to  three  doses,  and  a  sponge  hath. 

1  >ii  thfi  tenth  day  la-  was  well, 

i       I  hart  of  Case  1.  see  Pig.  64. 
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CA4V   1 — Bkumuu-P: 

II.     Male,  3  year*  old,  January  28,   L898.     The  child 
was               ly  will  until  three  days  ago.    Then  lnj  began  to  cough, 
pain  in  the  side,  vomiting,  ami  diarrhoea.    Now.  on 
fourth  day,  over  tin-  righl  lung  brhiinl  in  the  midscapnlar 
ion  there  is  a  small  area  of  dulness  with  Hue  rales.    Over  the 
both  lungs  there  are  sibilant  breathing  and  coarse  rales. 
The  child  gradually  improved,  tla-  cough  disappeared,  and 
the  I             fourth  *\i\\   In                           I  cured, 
For  <  fharl  nf  1  as*3  1 1,  see  Fig.  65. 
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Case  HI.— Male,  \  years  old.  November  26,  1886.    Six  .lays 
to  cough.    Four  days  Ago  he  begad  to  have  paid  in 
d  fever  with  alternating  delirium  and  stupor. 
The  child  looked  very  ill  and  continued  ao  till  the  eleventh  day. 
There  were  crepitant  ami  subcrepitant  ral-s  over  both  lun^s, 
hut  no  dulaeaa  on  percussion.    He  received  no  treatment  except 
i  few  drops  of  wine  of  ipecac. 
On  the  seventeenth  day  h*-  was  discharged  cored. 
'For  Chart  of  ('as.-  if  I.  see  Fig.  &6,J 
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Female,  o!dT  November  2,  1896.     Four 

r  having  had  a  cough  for  several  days,  she  became 
suddenly  worse.    She  developed  difficult  breathing,  cyanosis,  and 
Bating  stupor  and  delirium, 

i  the  fifth  day,  she  is  pale,  the  lips  cyanotic,  stupid  and 
.vry  ill.    Over  the  right  chest  behind  there  are  dnln 
salon,   bronchial    voice  and  breathing.  tant   and  sab- 

rales.    She  was  g  in  n  one-fourth  i^f  a  grain  of  calomel 
r  ap  to  four  doses.     This  was  repeated  thf  next  day. 
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As  will  he  seen  from  the  chart,  she  was  vcr\  sick  until  ihe  four- 
teenth day. 

•  >ij  the  twenty-second  day  the  physical  signs  had  disappeared. 

On  the  thirtieth  day  she  was  discharged  cured 

(For  Chart  of  Case  IV,  see  Fig.  b"7.) 

The  Cn-hral  Cases,— In  many  of  the  eases  of  hroiiehu-pi 
nionia  there  are  cerebral  symptoms—  convulsions,  restlessness,  and 
delirium— but  in  some  patienta  these  lymplunn  are  developed 
to  such  a  degree.,  and  are  so  out  of  proportion  to  Che  puhnonfl 
ptOTOS,  that  the  eases  require  a  separate  description, 

The  syinptoins  resemble  thoee  of  an  acute  or  a  tubercular 

■i  myitis.     They    may   begin    and    go   im    acutely,    wfth    high 

<-t\  prust  ration,  one  or  more  coiivulsinns,  alternating  delirium 

and  Stupor.    Or  the  course  is  more  subacute— loss  of  appetite, 

niting,  moderate  prostration,  not  very  high  fever,  alternating 

stupor  and  delirium.     These  symptoms  may  continue  for  from 

two  to  ten   days  before  there   are   any    pulmonary   symplo- 

Then,  as  the  pulmni  inptoms  are  developed,  the  eerobraj 

iptoms  subside. 
Pi  rsistitil  Crisis.  — If.  after  the  subsidence  of  the  acute 

pneumonia,  a  chronic  inflammation  persist*,  the  children 
d  to  improve,  but  yet  do  not  get  well. 
In  nme  the  COUgh  and  the  physical  eigne  continue,  the  appe- 
tite is  poor,  the  children  do  nui  gain  flesh  and  slrehL'th,  but 

they  are  not  sieU  in  bed— often  not  confined  to  the  booae 

Tn  othen  me  symptoms  exist,  then  jolar 

nd  the  patients  are  nick  in  bed. 
of  thest-  pp  eaaee  aome  reeover  entirely;  book 

ornt  conaolidation  of  a  portion  of  the  tanen;  wma 
iiausted  by  the  disease;  some  go  an  to  have  i  chronic  ini 
onia  which  lasts  for  many  y- 
lea  of  acute  broncho-pneumonia  the  aecompao 
mation  of  the  bronchial  glands  may  be  of  tubercular  i 
iter,  and  this  may  serve  at  a  later  period  as  the  fa 
ses  an  acute  genera)  tubereul 

it    be  confessed   that   there  are  still   ■■ 

he  mami  .tment  of 

broncho  -[  nia  in  children. 

M 
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It  is  taught  by  soma  that  the  children  should  be  kepi  in  i  ctfoin 

with  a  temperature  of  7oc  F.  or  over,  the  air  of  the  room  being 
kept  moist  by  the  constant  production  of  steam. 

On  the  other  hand,  many  believe  that  hi^h  temperatures  and 
moisture  favor  the  growth  of  streptococci,  deprive  the  child  of 

good  air.  e  roomfori  and  restLeseueat,  and  favor  the  spread- 

t'  the  inn* animation. 

Some  believe  that  the  heart  aetinii  often  fails,  that  this  cun- 
stiliiTrs  n  serious  feature  of  the  disease,  and  that  to  avert  this 
danger  alcoholic  stimulants,  digitalis,  strychnine,  etc.,  are  to  be 
freely  Lfiven. 

Others  think  that  in  children  under  5  years  of  age  alcohol, 
digitalis,  etc.,  make  the  heart  's  aet  ion  worse  instead  of  better,  are 
likely  feo  produce  vomiting  and  diarrhoea,  and  increase  the  liabil- 
ity to  death. 

I  believe  that  children  have  a  good  deal  of  capacity  for  ? 
Bring  from  broncho-pneumonia,  and  that  high  temperatures,  rapid 
pnlie  and  breathing  and  delirium  are  not  as  serious  symptoms 
in  children  as  they  are  in  adults.  A  temperature  of  106°  F..  a 
puis-1  of  100,  and  breathing  of  60  are  seen  often  enough  in  chil- 
dren who  make  a  good  recovery. 

Plenty  of   fresh   air.  good   nursing  and   feeding,  sometimes   | 
little  opium  or  aconite  or  aeetanilid,  seena  to  me  to  give  ihe  beat 
j  Its. 

In   adolesoeno    the  clinical   picture  of  broncho-pneumonia    is 

Ihe  tame  as  in  children,  but  the  cerebral  symptoms  are  not  devel- 
oped to  the  same  extent,  and  the  patients  are  more  likely  to 
cniiifh  up  blood. 

In  adults  the  disease  presents  itself  to  us  under  several  diffeivir 
forms : 

1.  The  patient  has  an  ordinary  attack  ol*  catarrhal  bronchitis 
last  ni  wend  days.  Instead  of  getting  well  promptly,  how- 
ever, the  patients  continue  to  GOttgh  and  to  fed  si<*k,  and  on 
examining  the  chest  we  find  a  circumscribed  area  where  there  i- 
duhn'ss  on  percussion  and  loud,  high-pitched  voice.    This  oonaolS- 

dation   of  the  lunvrs  docs  not.   however,   last    wry   long,  and   tht: 

patients  make  ;i  good  raeovery. 

2.  The  patients  are  suddenly  attacked  With  a  very  severe  and 
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genera]  broncho-pneumonia.    There  are  chills,  a  rapid  ri 
grature,  headache,  pains  in  ih-'  back  and  cheat,  vomiting, 
prostration,  a  rapid  pulse  which  soon  becomes  feeble,  very 
bad  breathing— rapid,  Labored,  and  insufficient — venous  & 

tiOD  of  t he  skin  and  of  the  Viscera,  COttgfl,  at  ftraJ  dry.  then  with 

profuse  mucous  and  blood-stained  sputa,  sleepless?  stlesa- 

and  deUrrnm,  and  albumin  in  the  urine.    There  are  ooarse, 

subcrepitant  and  crepitant  rales  over  both  hanga,  sibilant  and 
us  breathing;  the  percussion  note  is  normal  or  exa^- 
■  1   or  dull.     The  disease  lasts   for  from  .sewn  to  fourteen 

t  to  prove  fatal. 
ttmfitt.  —  The  most  efficient  remedies  are  the  energetic  oae 

of  wot  Of  t\vy  eups  Dver  tlu*  entitv  chest,  the  administration  of 

calomel  or  tin:  sulphate  of  magnesia  in  small  and  repeated 
ition  of  oxygen  gas,  and  stimulants. 

V.  —  Male,    25    years    old.    December    19,    1881.      Seven 

days  a*ro  he  began  t«»  have  cough,  dyspnoea,  headache,  chills 

and  fever.    Now,  on  the  eighth  day.  he  coughs  up  Large  quantities 

of  mueo-purulenl  matter,     lie  has  great  pain  in  1  he  chest,  ai 

ncea,  and  cyanosis.    There  is  good  resonance  over  both  lungs, 

rse  and  subcrepitant  rales,     lie  continued  in  tin 

condition,  with  intense  dyspnea,  cyanosis,  profuse  ex| toration, 

turn,  temperature  from  102*  to  104°,  until  he  died  on  the 

fourteenth  day. 

Autopsy,— The  Lungs  are  Large  and  heavy;  there  is  a  little 

>rin  on  the  pulmonary  pleura.    All  the  bronchi  contain  woeo- 

The  medium-sized  and  smaller  bronchi  show  a  nOlnlar 

infiltration  of  their  walls  and  are  surrounded  hy  zones  of  air 

lied  with  blood     The  other  viscera  are  normal  Bxeepl 

tot  venous  congestion. 


VI.     Broncho-Pneumonia;  ihnth.  Male.  29  years  old. 
October  25,  1896,     About  a  week  ago  he  had  a  cold  for  three 

but  did  not  Lr"  to  bed.    He  had  cough  with  tine 
toration,  headache,  and  pains  in  tho  cheat  arid  back.    For  the 
two  days  the  cougb  and  pain  have  been  worse  and  be  has  had 
continuous  dyspnepa. 

Now,  OH  the  third  day  of  the  hnmcho-pneninonia.  the  tempera. 

a  101*  F.,  pulse  120,  breathing  2A :  urine  1022,  do  albumin, 
id  granular  casts.    The  face  and  fingers  are  very  eya 
;  the  breathing  is  labored ;  the  arn  i  little  con trt 
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man  went  on  with  morning  I  turee  of  about  100°  F. 

and  evening  temperatures  of  about  103°  F.  until  January  8,  the 

yseeond  day  of  his  disease;  from  then  till  the  seveuty-eijjhth 

day  the  temperature  was  not  over   100*   F.,  after  that  it  was 

normal. 

Hi.*  continued  to  have  an  abundant  muoo-puxulent  sputum 
until  the  fifty  second  day,  when  the  quantity  began  to  diminish, 
and  gradually  became  less  and  teas  until  it  disappeared.    The 
sputum  was  repeatedly  examined;  it  did  oo1  contain  tubercle 
lii,  aotinomyeea,  or  lung  tissue, 
I  m  the  twenty-sixth  i\i\y  there  was  dulneaa  and  a  friction  sound 
over  the  tower  hail  of  the  left  lung;  on  the  forty-third  day,  over 
ili«-  middle  of  the  left  lung  behind,  flatness  and  absence  of  breath- 
ing, and  below  tins,  feeble  broathim:  and  subcrepitant rales;  mi 
fifty-third  day.  ever  the  area  of  flatness.  broncho-vesicular 
breathing  and  subcrepitant  piles  were  heard.    Ob  the  eighty- 
fourth  day  the  flatness  had  disappeared,   the  breathing   i 
ioular  with  an  occasional  friction  sound. 

I  »n    the    forty-third   i\;\y   a  large  aspirator   needle   was   put   iu 

deeply  at  the  point  rl  Satneai  (marked  X  on  the  photo- 

it  drew  only  blood. 
On  the  eighty-sixth  day  the  man  went  home  apparently  well, 
(For  Chart  of  Case  VIII,  see  Kg,  63 

Case  IX.  —  Male.  19  yean  old.  February  -">.  l^s».  Three  weeks 
ago  he  began  to  have  cough  with  profuse  expectoration,  fever,  and 
nierht  sweats. 

Now,  on  the  twenty-second  day,  he  has  eou^h  with  profit 
perforation,   his  tongue   is  brows   and   dry,  and  he   is  delirious. 

He  continued  in  this  condition  until  be  died  on  the  forty-sixth 

day. 

-/.  —  The    right    pleun  '    cavity   is   half   full    of   turbid 
mi    the  pleura  is  coated  with  fibrin. 
The  left  pulmonary  pleura  i    coated  with  fibrin. 
The  ri«rht  upper  lobe  is  in  rhe  condition  of  red  hepatization 

mottled    with    white   spots.      T  e   lower   l>  rompnUMOd   and 

tted  with  pea-sized  white  no  Miles.    In  the  diffuse  hepatization 

air  spares  are  filled  with     brin  and  pus. 
The  white  nodulea  are  sma"  bronchi  surrounded  by  sones  of 

hepatization.     The   cavities  of   these   bronchi   contain   pus;   in 

•  of   them   the  epithelium   is  in   place.     The  walls  of  the 
nehi  are  infiltrated   with  cells,  some  to  such  an  extent  that 

rhe  wall  of  the  bronchua  Many  of  these  bronchi 

•  lilated  so  as  to  form  small  cavities. 

und  the  bronchi  the  zones  of  hepatization  are  made  up  of 
elos,   of    which    the   walls   are   thickened    and    infiltrated 
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with  cells.     Their  cavities  are  filled  with  pus  cells,  epithelial 
cells,  small  round,  polygonal,  and  fusiform  cells  embedded  iu  B 
basement  substance  in  places  like  fibrin,  in  places  komogeiiet>us. 
(For  Chart  of  Case  IX,  see  Pig,  70.) 

Tnaintf  tit.  —  The  patients  are  to  be  kept  in  bed  and  as  well  fed 
as  possible.  The  most  efficacious  treatment  seems  to  be  the  con- 
tinued inhalation  of  the  vapor  of  creosote. 

5.  Persons  suffering  from  emphysema  sometimes  get  up  a  sub 
nr-ntr-  broncho-pneumonia,  which  may  prove  fatal. 


X.— A  male  60 


the  hospital  for  several 


;A8E  A.— A  male,  BU  years  old,  was  in  tiie  nospitai  tor 
months  with  emphysema  and   bronchitis.     He  was  well  enough 
to  be  up  and  walking  about  until  twenty-four  hours  before  his 

death.    Then  he  suddenly  became  worse  and  died. 

4ttfopsy.— The  brain  wax  not  examined,  There  are  extensive 
old  pleuritic  adhesinns  over  both  luntrs.  Both  lungs  ar*'  emphy- 
sematous.   Tb"  Lefl  Lung  is  n<>t  congested  or  n?dematous. 

The  apex  of  the  right  hm^c  is  infiltrated  with  bloody  serum. 
The  lower  lobe  is  in  the  condition  of  partial  diffuse,  gray,  gela- 
tinous hepatization  mot  lied  with  small  yellow  spots.  Tbe  diffuse 
hepatization  consists  of  air  spaces  filled  with  fibrin  and  a  few 
large  cells.  The  walls  of  the  small  bronchi  are  thickened  and 
infiltrated  with  cells,  but  the  epithelium  is  unchanged.  The 
yellow  spots  are  air  spaces  filled  with  pus. 

The  larynx  and  trachea  are  normal, 

The  heart  shows  a  little  old  thickening  of  the  aortic  valves. 

The  livor  is  a  nutmeg  liver. 

The  kidneys  show  the  changes  of  chronic  nephritis  with 
atrophy. 

The  stomach  is  in  the  condition  of  chronic  gastritis. 

The  spleen  is  normal. 

6.  Broncho-pneumonia,  especially  of  the  lower  lobes,  is  sec- 
ondary to  the  infectious  diseases,  to  injuries,  to  surgical  opera- 
tions, and  to  many  conditions  which  are  likely  to  cause  conges- 
tion of  the  lungs  and  the  inhalation  of  streptococci. 


The  Pneumonia  of  Heart  Disease. 


Definition.— A  chronic  productive  inflammation  of  the  lungs 
caused  by  chronic  congestion,  and  resulting  in  thickening  of  the 
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walls  of  the  air  spaces,  filling  of  their  cavities  with  epithelial 
cells,  and  a  deposition  of  pigment. 

monynu.—  Brown,  or  pigment,  induration  of  the  lungs. 

Etiology.— Any  long-continued  mechanical  obstruction  to  the 
escape  of  the  blood  from  the  lungs  into  the  left  cavities  of  the 
heart  can  produce  this  form  of  pneumonia.  The  most  frequent 
and  effectual  obstruction  is  furnished  by  a  stenosis  of  the  mitral 
valves;  but  any  valvular  lesion  of  the  heart,  dilatation  of  the 
ventricles,  or  aneurism  of  the  arch  of  the  aorta  may  act  in  the 
same  way 

Morbid  A  natomy.— The  first  effect  of  the  obstruction  to  the  cir- 
culation seems  to  be  a  change  in  the  capillary  yoaaolfl  in  the 
walls  of  the  air  spaces.  These  vessels  become  dilated,  tortuous, 
and  have  their  walls  thickened.  Then  there  is  a  gradual  t  hi  ali- 
ening and  pigmentation  of  the  walls  of  the  air  spaces;  an  in- 
crease in  the  size  and  number  of  the  epithelial  cells,  until  they 
partly  or  completely  fill  the  cavities  of  the  air  spaces;  an  escape 
of  the  red  blood  cells  into  the  air  spaces.  Finally,  when  the  in- 
flammation has  readied  its  full  development,  there  is  a  smooth, 
red  hepatization  of  portions  of  both  lungs,  an  hepatization  doe 
principally  to  the  filling  of  the  airspaces  with  epithelial  cells. 

The  lungs  are  diminished  in  si/«\  lometil&ea  covered  with  old 
adhesions,  but  seldom  with  fibrin.  There  may  be  more  or  less 
serum  of  dropsical  character  in  the  pleural  cavities.  The  texture 
of  the  lungs  is  leathery  and  dense,  or  that  of  a  smooth  hepatiza- 
tion. They  are  dry,  of  a  salmon-pink  color  mottled  with  brown 
or  black.  There  may  be  large  or  small  areas  where  the  air  spaces 
lied  wit!  taated  blood. 

i  jttonis.  —  The*  principal  symptoms  exhibited  by  the  patients 
tn  those  due  to  the  lesions  of  the  heart  or  aorta.  The  changes 
in  the  lungs  do  not  give  as  marked  symptoms  as  might  be  ex- 
pected. The  physical  signs  are  obscure— more  or  less  dulness 
and  diminished  breathing.  The  rational  symptoms  are—  dysp- 
COOgh,  mucous  and  bloody  sputa,  the  continued  expectora- 
tion of  pure  blood. 

Treatment.  —  It  is  evident  that  this  condition  of  the  hums  is 
OQe  which  cannot  be  influenced  by  treatment.    We  simply  attend 
can  to  the  disturbances  of  circulation  which  have 
caused  the  lung  trouble. 


INTERSTITIAL    PN El'MnMA. 


Interstitial  Pneumonia. 


Definition.  — A    chronic    productive    inflammation    whiel 
volvis  the  connective-tissue  iVamru^i'k  nf  the  limp*  and  the  walls 

of  the  air  spaces,  and  results  in  the  formation  of  now  connective 
tissue  and  obliteration  of  the  air  spaces. 

Etiology.— The    well-marked    examples    of    interstitial    pneu- 
monia follow  acute  lobar  pneumonia  with  the  production  of  new 
connective  tissue;  broncho-pneumonia  ;  elironic  pleurisy  with  ad- 
hesions: chronic  bronchitis ;  and  the  inhalation  of  the  dust  oi 
OT  of  stone. 

Morbid  Af><itu„nf.—Thv  condition  of  the  luni*s  varies  with  the 
18  of  the  interstitial  pneumonia. 

1.  If  it  follows  acute  lobar  pneumonia  with  the  production  of 

new  connective  tissue,  one  Lobe,  or  as  entire  lung,  is  covered  with 

pleuritic  adhesions;  it  is  small,  smooth,  and  dense;  the  air  spaoOfl 
and  small  bronchi  are  obliterated  by  the  new  connective  tissue. 

-.  If  it  follows  broncho-pneumonia,  one  or  more  'obes  are 
studded  with  fibrous  nodules,  or  are  converted  into  dense  fibrous 
tissue.  The  pleura  is  thickened,  the  bronchi  are  inflamed  and 
often  dilated. 

M.  If  it  follows  thickening?  of  the  pleura,  bands  of  connective 
extend  from  the  pleura  into  the  lung,  the  bronchi  are  in- 
Ibimed  and  often  dilated. 

4.  If  it   follows  chronic  bronchitis  there   are  fibrous   nodules 

around  the  bronchi,  with  more  or  less  diffuse  connective  tissue, 

5.  If  it  is  due  to  the  inhalation  of  the  dust  of  coal  or  stone, 
i  d  in  both  lungs  fibrous  peribronchitic  nodules  and  diffuse 

connective  tissue. 

In  most  of  the  cases  the  portions  of  lung  exempt  from  the  in- 
terstitial pneumonia  are  emphysematous. 

Xtfmpfo »i&\  —  The  patients  have  a  cough  with  mucous  expecto- 
ration. The  couch  becomes  more  constant  and  troublesome  as 
the  disease  progresses.  The  expectoration  becomes  niueo-puru- 
lent,  sometimes  fetid.  Tf  the  bronchi  become  dilated,  the  niuen- 
pus  accumulates  in  them  and  is  coughed  up  at  intervals  in  Urge 
quantities.     There    may   be    occasional    hamioptyses.      Th- 
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dyspncea  on  exertion,  ut  first  slight,  later  more  marked.  There 
may  be  uncomfortable  feelings  or  actual  pain  over  the  affected 
side  of  the  chest.  There  is  gradual  loss  of  flesh  and  of  strength. 
Neither  laryngitis  aor  diarrhoea  belongs  td  the  disease.  There  ii 
no  fever  except  with  exacerbations  of  the  bronchitis. 

The  affected  side  of  the  chest  is  retracted,  the  other  side  is 
enlarged,  the  heart  is  displaced,  the  vertebra]  column  fan  curved 
laterally.  There  is.  on  percussion,  dtllneas  or  flatness  or  tyin- 
panitic  resonance.  The  vocal  fremitus  is  increased.  The  breath- 
ing is  sonorous,  sibilant,  bronchial,  cavernous,  m  amphoric,  ao 
cording  to  the  condition  of  the  bronchi  and  the  degree  of  fcoa- 
solidatinn  of  the  lung.  There  aiv  pleuritic  creaking  sounds,  suh- 
crepitant,  coarse,  or  gurgling  rftlea. 

The  disease  is  one  which  Easts  for  many  years,  and  the  patients 
usually  die  with  some  acute  inflammation  of  the  other  healthy 

lea  which  we  see  most  frequently  are  those  which  have 
followed  a  brnneho-pneuinonia  occurring  in  childhood.     The  Ins- 

\ill  be  that  the  patient  has  had  as  attack  of  inflammati 
the  lungs  when  a  child;  that  ever  since  then  he  has  had  a  cough, 
sometimes  better,  sometimes  worse,  but  with  the  quantity  of 
nraco-purulent  sputum  gradually  increasing;  that  he  has  had 
several  other  attacks  of  inflammation  of  the  lungs,  and  yet  after 
this  long  history  of  COUgh  and  expectoration,  and  with  the  physi- 
cal signs  of  a  lobe  which  is  small,  consolidated,  and  contains 
dilated  bronchi,  it  will  be  found  that  the  patient  is  well  nour- 
ished and  capable  of  considerable  mental  and  physical  exertion. 
atment. — The  most  efficient  treatment  is  that  the  patient 
should  reside  permanently  in  n  climate  where  he  is  able  to  liv.  ou1 
of  doors  and  where  his  bronchitis  does  well. 

Th*  rearment  is  that  of  a  chronic  bronchitis. 


Tubercular  Pn it mom  a. 

We  include  under  this  name  all  the  inflammations  of  the  lungs 
which  are  caused  by  the  presence   of  tubercle  bacilli   in   these 
ns. 


ACUTE    MILIARY   TUBERCULOSIS. 

Tubercle  bacilli  in  any  part  of  the  body,  by  their  own  irritai 
properties  and  those  of  their  toxins,  may  cause:  exudation  from 
i  hi*  blood  vessels;  a  growth  of  round-celled  tissue,  tubercle  tissue, 
oi*  fibrous  tissue;  or  necrosis  of  tissue.  These  inflammatory 
changes  may  occur  separately  or  together. 

In  the  lung  the  particular  form  of  inflammation  excited  seems 
to  depend  upon  the  number  of  tubercle  bacilli  and  the  way  in 
which  they  are  introduced  into  the  lungs. 

If  large  numbers  of  tubercle  bacilli  are  inhaled  and  find  their 
way  into  the  bronchi  and  air  spaces,  a  considerable  part  of  the 
lung  becomes  the  seat  of  exudative  and  productive  inflammation. 

If  smaller  numbers  of  these  bacilli  are  inhaled,  or  are  brought 
into  the  lungs  by  the  blood  vessels  or  lymphatics,  there  is  little  or 
BO  «  xu'l.itive  inflammation,  and  the  productive  inflammation  re- 
sults in  the  formation  of  miliary  tubercles. 

There  is,  in  addition,  in  a  certain  number  of  cases,  an  infec- 
tion of  tlie  Long  by  streptococci  or  pneuznocoecL,  which  are  addi- 
tional irritants,  produce  exudation,  and  inCVGifM  the  liability  to 
necrosis  and  suppuration. 

There  are,  therefore,  a  number  of  anatomical  forms  of  tubercu- 
lar pneumonia.    For  these  we  have  as  yet  00  good  names,  so  that 
nlimie  to  use  the  old  arbitrary  designations. 

We  distinguish,  therefore; 

Acute  miliary  tuberculosis  of  the  lungs. 

Subacute  miliary  tuberculosis  of  the  lungs. 

GhtOnic  miliary  tuberculosis  of  the  lungs. 

Ai-iite  pulmonary  phthisis. 

Chronic  pulmonary  phthisis, 

A I  UTE  ^1  ILIA  K  \  l  LOSES  Of  THE  LUNGS. 


Definition.— A  tubercular  inflammation  of  the  lungs  attended 
with  the  formation  of  numerous  small  inflammatory  foci,  called 
miliary  tubercles. 

Etiolotjy.— For  the  development  of  tubercular  inflammation  in 
any  part  of  the  body  there  are  necessary:  the  proper  predispo- 
sition of  the  individual,  a  local  cause  of  inflammation,  and  the 
growth  of  tubercle  bacilli.    In  the  lungs  the  tubercle  bacilli  seem 
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to  be  either  inhaled  or  brought  to  the  lungs  by  the  blood.  It  is 
possible  that  the  bacilli  may  be  first  inhaled,  then  collected  in  the 
bronchial  glands,  and  from  the  irlawls  find  their  way  into  the 
pulmonary  circulation.  Certainly,  we  see  cases  in  which  tuber- 
cular inflammation  of  the  bronchial  glands  precedes  miliary  tuber- 
culosis of  the  lungs.  The  bacilli  which  are  inhaled  must  be  de- 
rived to  some  extent  from  the  dried  sputa  of  persona  who  have 
tubercular  pneumonia.  The  bacilli  are  much  more  abundant  in 
the  air  of  some  localities  than  of  Others,  ami  at  high  altitudes  and 
on  the  ocean  the  air  contains  none  of  th«*s«.-  oiyanUms.  The  bacilli 
which  are  conveyed  to  the  hmgfl  by  the  blood  are  derived  from  a 
focus  of  tubercular  inflammation  in  some  other  parts  of  the  body. 
In  man  tuberculosis  is  conveyed  by  inoculation  from  one  person  to 
another  only  in  ran*  casts.  In  some  animals  tuberculosis  ran  be 
inoculated  at  will,  and  miliary  tubercles  of  tin*  I  Iv  pro- 

duced.   Trudeau,  however,  has  shown  that  the  success  of  suet 
an  inoculation  can  In-  influenced  by  environment,  and  that 
possible  to  keep  rabbits  under  inch  conditions  of  ^><»!  health  that 

the;  i ffer  a  good  soil  for  the  growth  of  Inhere1*  bacilli, 

The  mo  t  miliary  tubercle*  in  the  longs  of  animals  wMch 

I  have  ever  seen  arc  those  produced  by  inject  inns  of  dead  tubercle 
bacilli  into  the  trachea  of  rabbits  (  Pruddcn). 

Morbid  Anatomy. — The  miliary  tubercles  may  be  confined  to 
part  of  a  lunjr,  or  be  distributed  thromrh  both  lungs.  They  are 
close  together,  or  separated  by  considerable  intervals,  or  aggre- 
gated together  into  larger  masses.  Tiny  are  ol  gray,  white,  or 
yellow  color.  They  all  contain  tubercle  bacilli,  but  these 
much  more  numerous  in  some  tubercles  than  they  are  in  others. 
They  are  composed  of: 

1.  Groups  of  air  passages  and  air  vesicles  filled  with  granular 
matter,  pus  cells,  and  epithelium. 

2.  Groups  of  air  passages  and  air  vesicles  of  which  rhe  walls 

titrated  with  tubercle  tissue,  while  their  cavities  are  filled 
either  with  tubercle  tissue  or  with  epithelium,  pus,  nm\  fibrin. 

3.  Infiltrations  of  the  walls  of  small  bronchi  with  tubercle  tis- 

round-celled  tissue,  the  infiltration  extending  to  the  walls 
the  adjacent  air  spaces. 

4.  Nodules  of  tubercle  tissue  situated  in  the  pulmonary  pleura, 
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\\u<  M'ptu  between  the  lobules,  the  walls  of  the  bronchi,  and  tin 
walls  of  tin    W 

In  addition  to  the  pretence  of  the  miliary  tubercles  the  bron- 
chi at  -ted  and  coated  with  mucus,  the  walls  of  the  air 
spaces  are  congested,  the  epithelial  cells  which  line  them  are  in- 
creased 10  size  ami  number,  some  of  1 1 1 < ?  air  spaces  are  filled  with 

epithelium,  fibrin,  and  pus,  there  may  be  fibrin  uti  the  pulmonary 
pleura. 

Symptoms.—  The  method  of  infection  is  such  that  an  enormous 
number  of  miliary  tubercles  are  formed  in  the  lungs  and  in  other 
of  the  body,  the  poisonous  effects  of  tie*  chemical  substanees 
produced  by  the  growth  of  the  tubercle  bacilli  are  wry  marked, 
and  the  patients  behave  as  if  they  had  a  general  disease  rather 
than  an  inflammation  of  the  lungs. 

Although  the  lungs  are  congested  and  thickly  studded  with 
miliary  tubercles,  the  physical  signs  are  not  as  constant  or  as 
plain  as  one  would  wisli  i hem  to  be.  The  changes  is  the  percus- 
sion note  are  not  well  marked.  There  may  or  may  not  be  some 
dulness.  Crepitant  or  subcrepitant  or  coarse  rales,  bronchial 
voice  and  breathing,  or  rude  breathing  are  eometirnes  present, 
sometimes  absent.  Moreover,  the  physical  signs  may  be  modified 
by  the  existence  of  old  tubercular  lesions  in  the  lanes.  The  ri> 
tional  pulmonary  symptoms  also  are  nol  constant.  Cough  and 
mucous  sputa,  rapid  and  oppressed  breathing;  and  pain  over  tie* 
Sheet  are  present  in  some  eases,  absent  in  others. 

The  symptoms  of  tie-  BCUte  1  uberculosis  oome  on  suddenly  or 
gradually,  or  are  preceded  by  those  of  tubercular  inflammation 
of  the  lungs  or  of  some  other  pari  of  the  body.  Tie-  symptoms 
ne  of  the  oases  h.  ady  been  described  under  the  head 

of  tubercular  meningitis.     Tl  ean   be  roughly   grouped 

into  : 

Me  with  marked  cerebral  symptoms, 
Cases  with  pulmonary  symptoms. 
Cases  with  only  the  symptoms  of  general  infection. 
Obscure   Cases  with   The  symptoms   masked   by  those  of  other 

lesions. 

The  cerebral  cases  have  already  been  described  with  tubercular 
meningitis. 
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lu  the  cases  with  pulmonary  symptoms,  the  patients  regularly 

have  QOttgh  with  muen-purnlent  sputum  in  which  tubercle  baeiUi 

are    found.      As    ;i    nil*1    there    an*    n<>    ha-moptyses    unless    the 

rculosis   followH   ;i    previous   localised    pulmonary 

tubercuh 

Thr  physical  signs  are  uncertain.    They  depend  upon  the  pre*- 

of  accompanying  dry  pleurisy,  bronchitis,  imperfect  sou* 

lation,  or  old  tubercular  lesions. 

Tin*  breathing  is  regularly  rapid  and  difficult.    This  may  be  b 

marked  symptom. 

The  pulse  becomes  more  ami  mare  rapid  ss  the  disease  goes  on, 

i hire  is  very  variable  and  often  not  in  proportion 
rarity  of  the  disease.    It  is  regularly  higher  in  the  after- 
noon. 

BOme  time  in  the  disease  Stupor  and  delirium  are  developed. 
e  invasion  of  the  symptoms  is  Rente  w  subacute. 
Tin*  disease  [astfl  from  a  few  days  I*1  several  months  and  is 
regularly  fatal. 

1.     1<  uti  Miliary  Tuberculosis, db&ut  six  w$6k$* duration. 

le,  24  years  old.    Six  weeks  before  death  he  caught  cold  and 

his  chest,  *]ry  and  hacking  cough,  sight  sweats,  and 

lv  lost  flesh  and  strength,     hi  tin-  fifth  weals  there  ware 

id  Increased  vocal  fremitus  over  both  apices,  slight  dul- 

1m ill i   lower  Lobes,   rude  respiration,  and  snberepitant 

all  over  both  lungs, 

temperature  ran  Erom  100' 
the  breathing  Prom  ''4  to  68, 

till   he  died. 

opgy.—  The  membranes  of 
art,  stomach,  intestines, 
The  liv^r.  spleen,  and  kidneys  are  studded  with  small  gray 
1  liberties 

In  the  lungs  there  is  muco-pus  in  the  bronchi.     Both  lungs 
thickly  studded  with  small  gray  tubercles.     In  the  upper 
the  tubercles  are  larger,   white,  and  opaque,   and   there   is 
.a  little  red  hepatization  between  them, 

e  II.    Acutt  Miliary  Tuberculosis, Pulmonary  Symptoms, — 

Id,  April  8,  1874.    Three  months  ago  she  caughl 
was  quite  siek   for  several  days  with  eniiL'h  and   D  v<  r, 
-  she  recovered,  but  the  cough  with  a  little  expi  ctorattt  n 
r  since. 


in  102°  F.T  the  pulse  from  92  to 
The  dyspnees  was  most  urgent 

the  brain   are  normal. 

and  peritoneum  are  normal. 
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Two  weeks  ago  she  suddenly  became  worse.  The  cough  mi 
more  frequent,  with  rusty  sputum,  and  she  went  to  bed  Now  tin* 
temperature  is  103°  P.,  pulse  150,  breathing  56.  There  are  did- 
ness  on  percussion,  sibilant  and  sonorous  breathing,  with  coarse 
ami  suberepitant  rales  over  both  lungs. 

The  temperature  continued  between  101c  and  10S  P..  the  pulse 
120  to  150,  the  breathing  4n  to  50,  She  grew  steadily  worse,  with 
dry  tongue,  increasing  dyspnoea,  and  delirium,  until  a  week  later, 
when  she  died. 

Autopsy,'— The  brain  and  its  membranes  are  normal. 

The  heart  is  normal. 

The  pulmonary  pleurae  of  both  lungs  are  studded  with  miliary 
tubercles. 

The  mucous  membrane  of  the  bronchi  is  congested.  Both 
lungs  are  thickly  studded  with  gray  miliary  tubercles, 

The  liver,  the  spleen,  The  kidneys,  and  the  diaphragm  contain 
miliary  tubercles. 

In  the  eases  with  the  symptoms  of  general  infection  the  marked 
features  are  the  development  of  the  typhoid  state  with  lever, 
rapid  emaciation,  delirium,  and  stupor.  The  dismast*  very  elosely 
resembles  typhoid  fever  or  malignant  endocarditis. 

The  invasion  is  acute  or  subacute,  or  follows  a  subacute  or 
chronic  miliary  tuberculosis. 

The  disease  only  lasts  a  few  days,  or  is  protracted  over  many 
weeks. 


i:  III.  Acuit  Miliary  Tuhi  rculosis  of  a  u<  n  days'  duration. 
—Male,  77, years  old.  November  3,  1874,  Four  days  ago  he  was 
attacked   With  chills,   fever,  and  great   prostration.     lie  hi 

pain,  headache,  vomiting,  diarrhea,  or  cough. 

Now,  on  the  fifth  day,  he  is  very  weak,  temperature  102'  F.. 
pulse  88,  slight  delirium,  no  cough,  no  difficulty  in  breathing,  no 
physical  signs  over  the  lungs. 

lie  continued  in  the  same  condition  until  the  seventh  day.  when 
he  died. 

Autopsy, — There  a  i  considerable  quantity  of  dear  serum 
beneath  the  pia  mater, 

The  heart  is  normal ;  the  arch  of  the  aorta  is  dilated  and  ather- 
omatona.  There  are  extensive  old  pleuritic  adhesions  over  t"»in 
lungs.  Both  lungs  are  thickly  studded  with  miliary  tubercles, 
and  many  of  the  air  spaces  contain  epithelial  cells  and  fibrin. 

The  liver  and  spleen  are  normal. 

The*kidneys  contain  a  few  miliary  tubercles. 
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r  Acute  Miliary  Tvbtrculoiii,  tubaouti  invasion,— 
Male,  5&  -Id,  July  1,  1880.    Six  weeks  ago  he  began  to  have 

an  irregular  fever  and  lost  desh.  Three  weeks  ago  he  began  to 
dyspnoea  on  exertion,  and  pain  in  the  right  side. 

Now,  in  the  seventh  week,  he  is  feeble  and  emaciated;  gome 

spncea;  no  physical  signs  ow  the  Lungs;  urine  1023,  ao 
albumin.  The  temperature  ran  in  mi  99°  to  102°  F.,  pulse  B8- 
1(14.  breathing  22-44.  lie  passed  into  the  typhoid  state  and  died 
in  the  eighth  week. 

Autopsy.— The  heart  is  normal. 

There  is  an  old  fibrous  nodule  at  the  apex  of  the  right  lung; 
there  are  no  evidences  of  bronchitis;   both  lungs  are   thickly 

idded  with  miliary  tubercles. 

The  liver  weighs  four  pounds  and  is  cirrhotic. 

The  spleen  is  normal. 

The  kidneys  are  normal 

The  left  seminal  vesicle  and  the  right  epididymis  are  the  seat 
of  chronic  tubercular  inflammation. 

The  caves  in  which  the  symptoms  of  some  other  disease  are 
prominent  are  often  ><>  obscure  that  the  diagnosis  is  hardly  ; 

Miliary  TvbsroulOMii  with  the  Symptoms  of 

ver  andJaundice.—Mt&B)  41  yean  old,  October 

!4.  1876,     Five  months  ago  he  began  to  have  oedema  of  the  feet. 

For  two  weeks  he  has  had  ascites  and  jaundice. 

Now  he  is  fairly  nourished;  the  pulse  and  temperature  are 

lormal.      He  is  jaundiced  and  has  ascites;  urine  1014,  bile  pi^r- 

>nt.  a  It;  Ibiiinin. 

ober  18;     The  jauudiee  and  ascites  were  inrmsjing  and  be 
had  vomiting  ami  diarrhoea. 
Ocfo  i  he  died. 

Autopsy.— The  dura  mater  and  the  pia  mater  are  thickened. 
The  heart  is  normal. 

The  left  pleura  is  thickened  and  adherent. 
The  right  pleural  cavity  contains  serum, 

i  lungs  are  studded  with  large,  yellow  miliary  tubercles. 
The  spleen  contains  large,  yellow  tubercles. 
The  liver   is  of   medium   size,  cirrhotic,  and   contains  small 

ry  tubercles. 
The  stoma eli  is  the  seat  of  chronic  catarrhal  gastritis. 

duodenum   is  the  seat  of  acute  catarrhal  inflammation 
to  tlie  common  bile  duet. 
The  kidneys  are  the  seat  of  chronic  nephritis  and  contain 
miliary  tubei 

ritoneal   cavity  is  distended  with   serum. 
17 
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This  is  altogether  the  most  frequent  form  of  pulmonary  tuber- 
culosis. The  picture  ia  that  of  a  localized  tuberculosis  with 
infectious  of  different  degrees  of  virulence  and  the  association  of 
other  pulmonary  inflammations. 

Etiology.  — This  condition  may  be  developed  at  any  time  in  I 
person  who  has  the  tubercular  disposition,  and  we  are  seldom 
certain  in  such  cases  as  to  the  exciting  cause  of  the  inflammation 
or  the  exact  method  of  the  infection.  It  is  also  of  frequent  oocui 
rence  in  persons  who  already  have  a  chronic  tubercular  inflam- 
mation of  some  part  of  the  lung.  In  such  rases  it  is  probable  that 
the  infection  comes  from  the  old  tubercular  lesion. 

Morbid  Anatomy.— Am  the  disease  rune  rather  a  subacute  than 
an  acute  course,  the  tubercles  are  firmer  and  more  regularly  ejom* 
posed  of  tubercle  tissue  than  is  the  case  in  acute  general  tuber- 
culosis. The  most  frequent  position  of  the  tubercles  is  at  the 
apex  of  one  Lung,  but  they  may  be  localized  at  any  part  of  the 
lungs.  It  is  not  often  that  the  whole  of  both  lungs  is  involved.  The 
cases  vary  greatly  as  to  the  extent  of  the  associated  bronchitis, 
pleurisy,  and  exudativa  pneumonia.  The  bronchitis  may  be  con. 
fined  to  the  portion  of  the  lung  which  contains  the  miliary  tuber- 
cles, or  it  may  be  s  genera]  bronchitis  involving  Sis  larger  tubes 
in  both  lungs.  The  pleurisy  is  either  with  fibrin  alone,  or  with 
large  quantities  of  serum  in  the  pleural  cavity.  The  exudative 
pneumonia  may  involve  only  small  portions  of  the  lung,  or  an 
entire  lobe  may  be  consolidated. 

The  cases  of  subacute  miliary  tuberculosis  of  the  lungs  may  be 
conveniently  grouped  ej  Follows: 

L  Patients  with  well-marked  physical  signs  and  constitutional 
symptoms  of  infection.  This  means  that  in  the  effected  portion 
of  the  lung,  besides  the  miliary  tubercles,  there  are  also  present 
dry  pleurisy,  bronchitis,  and  exudation  into  the  air  vesicles;  also 
that  the  growth  of  the  tubercle  bacilli  is  attended  with  a  con- 
siderable formation  of  toxin. 

In  some  of  the  patients  the  invasion  is  gradual,  with  a  little 
cough,  small  lUBXQOptyses,  an  afternoon  fever,  a  pleurisy,  or  grad- 
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ual  loss  of  liesh  and  strength.  But  then-  <ii<  persons  in  v, hum  the 
initial  hffimoptyBia  eomea  OH  while  they  are  apparently  in  robust 
health. 

The  ordinary  position  <>f  the  tubercular  inflammation  is  at  the 
apex  of  one  or  both  lungs,  but  no  part  of  the  lungs  is  exempt. 

The  physical  signs  are  those  of  a  small,  imperfect  consolida- 
tion, localized  bronchitis,  and  dry  pleurisy.  A  change  in  the 
quality  of  the  percussion  note,  sometimes  amounting  to  datum; 
a  change  in  the  quality  of  the  breathing;  friction  sounds;  sub- 
crepitant  rales,  and  increased  vocal  fremitus,  are  the  regular 
physical  signs. 

The  cough  is  in  the  morning,  or  throughout  the  day,  or  in 
attacks.  Attacks  of  COllgfa  which  produce  vomiting,  excluding 
whooping  cough,  regularly  indicate  pulmonary  tuberculosis. 
AVith  tubercular  laryngitis  the  cough  is  much  more  distressing. 

The  sputum  is  niueo-purulent,  and  tubercle  bacilli  should  he 
found  in  the  purulent  portions. 

Small  hspinoptyses  often  mark  the  invasion  of  the  disease  and 
may  be  continued  throughout  its  coir 

Increased  frequency  of  the  pulse  and  of  the  breathing  are 
en  present. 

The  functions  of  the  stomach  are  often  disturbed,  with  loss  of 
tite.  nausea  and  vomiting. 

There  is  a  me  of  temperature,  regularly  higher  in  the  after- 
noon ami  normal  in  the  morning. 

Tie-  patients  lose  riesli  and  strength  in  a  very  considerable 
ree. 

2.  Patients  with  physical  sign.x  but  with  no  constitutional 
symptoms.  In  these  patients  the  physical  signs,  the  cough,  the 
sputura.  are  the  same  as  in  the  first  set  of  enact).    But  there  is  no 

moon  fever  and  very  little  loss  of  nutrition. 

3.  Patients   with   constitutional   symptoms,   but  no   phy 
signs.    This  is  a  large  and  troublesome  "'lass  of  cases.    Errors  in 
diagnosis  are  frequent  and  sometimes  unavoidable.    Patients  who 

•  t  have  tuberculosis  are  said  to  have  it.  and  in  persons  who 
really  have  it  the  diagnosis  is  not  made.    We  distinguish: 

Cases  with  loss  of  flesh  and  strength,  with  more  or  less 
Diptoms.    There  is  nothing  diagnostic  in  the  blood  of 
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patients.   For  a  time  there  is  do  cough  end  no  sputum.   The 
thai  most  closely  resemble  these  patienta  are  those  ol 
trie  dilatation  ami  RmacifttiOB   with   rapid  heart  action  but   no 
gastric    symptoms,    ami    those      i    unaccountable   emaciation    in 

yniiML:  women. 

r  rises  with  persistent   ('(Midi,  with  Of  without  expectora- 
tion.    If  there  are  tubercle  bacilli  in  die  sputum,  or  if  the  cough 

causes  vomiting,  the  diagnosis  <>f  tuberculosis  te  probable.    But 

th.tr  ;ur  many  other  rases  of  |  '  COUgh  which  cause  much 

anxiety.  Chronic  pharyngitis,  subacute  laryngitis,  bronchitis 
Without  physical  signs,  may  give  a  OOttgfc  for  months.  A  true 
hysterical  eough   is  easily   reoogni&ed,  hut  the  women  who  have 

an  ordinary  perststenl  sough,  that  lasts  lor  months  in  spite  of 

all  remedies,  give  one  a  urea!  ileal  <>i  trouble. 

Cases  in  which  increased  frequency  of  the  pulse  is  for  a 
time  the  only  symptom.     From  these  we  have  to  distinguish  the 
eases  of  tachycardia. 

Cases  in  which  increased  frequency  of  breathing  b 
a    time   the   only   symptom.      These   patients   must    not    he   COD- 
founded  with  cases  of  hysteria  and  ana-mia. 

1    i       in   which  afternoon   fever  is  the  only  symptom. 
These  .-ises  are  to  me  the  most  troublesome  of  all,  for  the  fever 
for -months  before  pulmonary  symptoms  are  developed 
ami  other  causer  of  afternoon  fever  are  numerous  and  in  them- 
Vhseure.  "  ~~ 

endocarditis  without  cardiac  sinus  or  disturbances 


S"l\.'s 

Malignant 
ol  circulation;  chronic  sepsis  without  i  discoverable  focus;  the 

obscure  and  lOttg-eontinued  fevers  of  New  York;  syphilis  and 
anemia—  each  of  these  can  give  an  afternoon  fever  that  lasts  for 
months. 

Must  curious  of  all  are  the  young  women  who  nave  an  after- 
r  months  without  any  evident  reason  for  it. 

q  which  repeated  hssmoptyses  are  for  a  time  the 
only  symptom.     If  these   patients  are  really  tubercular.  oth< 
,  developed  within  a  few  Weeks, 
The  Don  tubercular  bsnn<  described  later  on. 

4    <  inflammations  of  the  lung' 

The  bronchitis  may  be  general,  with  increased  cou$  ncea, 
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and  fever.  The  exudation  into  the  air  spaces  may  be  sufficient 
to  consolidate  portions  of  the  lung  of  some  little  size. 

The  pleurisy,  instead  of  being  a  dry  pleurisy,  may  be  one  with 
a  large  effusion  of  serum. 

Course  of  (he  Disease.— An  the  disease  goes  on  some  of  the 
patients  continue  to  have  afternoon  fever,  a  rapid  heart  action, 
and  loss  of  nutrition,  as  the  only  symptoms.  These  are  the  sim- 
plest cases,  the  symptoms  apparently  depending  entirely  on 
poisoning  by  the  toxin  of  the  tubercle  bacillus.  Of  these  patients 
some  are  sick  for  several  months  and  then  recover  altogether. 
In  some  the  tubercular  inflammation  remains  localized,  but  be- 
comes chronic,  and  the  patients  go  on  to  have  the  history  of 
chronic  miliary  tuberculosis. 

Instead  of  this,  the  tubercular  inflammation,  after  remaining 
for  months  circumscribed,  will  either  continuously  or  at  inter- 
vals extend  and  involve  more  and  more  of  the  lungs.  When  this 
is  the  case  the  patients  get  worse  either  continuously  or  with 
intervals  of  improvement. 

AY  hen.  besides  the  miliary  tubercles,  pleurisy,  bronchitis,  or 
pneumonia  is  added,  the  cases  are  no  longer  simple,  for  these 
additional  inflammations  may  be  caused  by  the  tubercle  bacilli, 
by  streptococci,  by  pneumococci.  by  the  bacilli  of  influenza,  and 
by  other  cases  of  inflammation.  It  can  hardly  be  a  matter  of 
indifference  as  to  whether  these  associated  inflammations  are  pro- 
duced by  one  or  another  of  these  causes,  and  yet  this  is  a  point 
which  it  is  difficult  to  determine. 

There  are  cases  in  which  a  pleurisy  with  effusion,  or  a  general 
bronchitis,  or  a  lobar  pneumonia  occurs  in  a  person  already 
having  a  subacute  miliary  tuberculosis.  This  may  cause  death, 
and  aftrr  death  no  tubercle  baeilli  will  be  found  except  in  the 
miliary  tubercles.  Or  any  one  of  these  inflammations  may  ran  its 
course,  the  patient  recover,  and  there  will  be  no  change  in  the 
course  of  the  tuberculosis.  Or  the  patient  recovers  from  the 
accessory  inflammation,  hut  this  seems  to  be  a  starting  point 
for  an  extension  of  the  tubercular  inflammation. 

On  the  other  hand,  there  an*  case*  in  which  the  pleurisy,  or 
toroncbitis.  or  pneumonia  is  circumscribed.  It  is  confined  to  the 
portions  of  the  lung  where  the  tul>ercles  are  situated,  and  it  seems 
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as  if  it  were  probably  caused  by  the  irritation  of  the  toxins  of  the 
tubercle  bacilli. 

At  the  cammeneemezri  of  a  case  of  subacute  miliary  tuber- 
culosis with  the  lesions  confined  to  one  apex,  it  is  impossible  to 
predict,  the  future  of  the  patient.  A  fair  proportion  of  the  cases, 
under  favorable  conditions,  recover,  but  there  are  many  patients 
in  whom  the  miliary  tuberculosis  and  the  accessory  inflammations 
continue  to  extend. 

The  worst  68008  of  all  are  those  in  which  the  whole  of  one 
lung',  or  a  large  part  of  both  limps,  is  from  the  first  occupied  by 
large  numbers  of  miliary  tubercles.  These  patients  lose  flesh  and 
strength  rapidly,  have  high  afternoon  temperatures,  develop 
alternating  stupor  and  delirium,  pass  into  the  typhoid  condition, 
and  die  within  a  few  weeks. 

Fragment— In  the  management  of  subacute  miliary  tubercu- 
losis it  is  necessary  to  determine  whether  the  patients  can  be 
sent  to  a  suitable  climate  or  whether  they  are  obliged  to  stay  at 
home. 

In  the  choice  of  a  suitable  climate  it  is  necessary  to  remember 
that  a  considerable  number  of  cases  of  subacute  miliary  tubercu- 
losis can  get  entirely  well,  but  that  this  implies  a  residence  of 
one  or  two  years,  or  sometimes  residence  for  life,  in  a  suitable 
climate.  This  means  that  wTe  must  think  of  occupations  and 
amusements  for  the  patient,  Evidently  no  one  place  is  suitable 
for  all  the  patients,  Some  do  best  on  the  seashore,  some  in  the 
interior;  some  in  a  warm  climate,  some  in  a  cold  climate;  while 
some  do  best  if  they  travel  from  place  to  plftOO, 

1 1  The  patients  have  to  remain  at  home  we  must  distinguish 
between  those  who  have  an  afternoon  fever  and  loss  of  nutrition 
and  those  who  have  no  fever  and  are  fairly  well  nourished. 

Those  who  have  no  fever  can  be  allowed  to  go  out  of  doors 
when  the  sun  shines.  But  those  who  have  much  fever  must  re- 
main in  the  house  during  the  cold  and  wet  months  of  the  year. 
In  such  patients  massage  and  passive  motion  are  needed  to  take 
tliH  plac*'  of  exercise.  In  some  of  the  patients  a  complete  loss  of 
appetite,  or  even  dislike  of  food,  is  present,  and  has  a  large 
share  in  the  loss  of  nutrition.    The  feeding  of  these  patients  is 
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very  difficult,   and   sometimes   can   only   be  effected   with   tin? 
stomach  tube. 

As  regards  medicinal  treatment,  the  only  drags  which  have 
stood  the  test  of  time  are:  creosote,  the  carbonate  of  creosote, 
guaiaeol  and  the  carbonate  of  guaiaeol.  These  are  given  by  the 
stonj.irh.  the  rectum,  and  by  inhalation.  While  in  no  sense  spe- 
cifies, a  certain  number  of  patients  improve  under  the  use  of  these 
drugs* 

It  seems  hardly  necessary  to  enumerate  the  cures  for  tubercu- 
losis which  are  constantly  announced  and  forgotten.  No  one  of 
them  has  yet  stood  the  test  of  time  and  numbers. 

The  cough  may  depend  upon  irritation  of  the  pharynx,  larynx, 
>ronchit  or  pleura.     So  far  as  possible  it  should  be  treated  by 

>a1  applications,  but  there  are  patients  who  cannot  be  relieved 
except  by  some  preparation  of  opium. 

The  distinction  between  sTibaeute  miliary  tuberculosis  and 
chroni-'  miliary  tuberculosis  is  to  some  extent  an  arbitrary  one. 
But  y^t  there  is  a  real  difference  in  their  behavior.  This 
seen  pend  a  good  deal  on  the  character  of  the  associated 

inflammations. 

In  subacute  miliary  tuberculosis  the  bronchitis,  dry  pleurisy, 
and  exudative  pneumonia  are  transitory  lesions  which  may 
disappear  ;md  leave  only  the  miliary  tubercles  in  the  lungs. 

In  chronic  miliary  tuberculosis  the  bronchitis  is  more  per- 
sistent. The  interstitial  pneumonia,  bronchiectasis,  and  connee- 
tiv^rissue  pleuritic  adhesions  are  permanent  lesions. 

The  virulence  of  the  tubercular  infection  varies  very  much  in 
>oth  these  forms  of  tuberculosis.  In  either  one  it  may  be  mild  or 
»vere. 

It  may  be  said  that  in  subacute  tuberculosis  the  course  is  sub- 
acute with  exacerbations. 

In  chronic  tuberculosis  the  course  is  chronic,  the  patients 
getting  worse  as  more  tubercles  are  formed  in  the  lungs. 

Chroni*-  Miliary  Tubercvlosis. 


Definition.— A  chronic  tubercular  inflammation  of  the  lungs 
characterized  by  the  foi  •      ;    miliary  tubercles,  to  which 
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may  be  added  bronchitis,  dilatation  of  tin-  bronchi,  pleurisy, 
interstitial  pneumonia,  and  emphysema. 

Etiology.— It  seems  to  be  necessary  to  suppose  in  these  cases 
a  predisposition,  an  exciting  cause  for  inflammation,  and  the 
growth  of  tubercle  bacilli.  It  is  evident,  however,  that  (he  mode 
and  character  of  the  infection  must  differ  from  those  of  acute 
miliary  tuberculosis.  The  structure  of  the  tubercles  is  differ- 
ent, they  contain  very  Caw  tubercle  bacilli,  and  the  other  morbid 
changes  in  the  Innirs  may  be  of  more  importance  than  are  the 

','IeS. 

Morbid  Anatomy.~Th$  morbid  process  begin*  regularly  at  the 
apex  of  one  of  the  lungs,  and  then  slowly  extends,  either  progres- 
sively or  in  attacks,  until  a  larger  portion  of  the  lungs  is  involved. 

hi  the  simplest  form  of  the  disease  the  only  change  in  the  lungs 
is  the  formation  of  miliary  tubercles.    These  tubercles  are  harder 

and  denser  than  are  those  which  are  found  with  acute  tuberculo- 
sis.   They  are  composed  of  tuberel'  i»r  round-celled  tissue, 

or  connective  tissue,  or  are  in  the  condition  of  cfaeesj  degenera* 

tion.    They  contain  but  few  tubercle  bacilli. 

Another  simple  form  of  the  disease  ie  when  miliary  tubercles 
alone  are  formed  in  Lungs  which  are  already  the  seal  of  vesicular 
emphysema 

Usually,  however,  in  addition  to  the  miliary  taberelea  there  are 
other  changes  in  the  lungs.  These  additional  lesions  begin  in  the 
same  part  of  the  lung  where  the  tubercles  are  formed,  and  accom- 
pany the  development  of  the  tubercles  in  fresh  parts  of  the  lungs. 

(1)   There  may  be  a  loeulized  catarrhal  bronchitis. 

i  2)  There  may  be  an  inflammation  of  the  walls  of  the  bronchi 
with  partial  destruction  of  these  walls,  and  the  formation  of 
cylindrical  or  sacculated  bronchiectasis^  The  walls  of  the  cavi- 
ties I  bus  formed  may  be  converted  into  connective  tissue,  or  they 
may  remain  suppurating  and  necrotic. 

(3)  There  may  be  an  interstitial  pneumonia  with  the  produc- 
tion of  new  connective  tissue,  the  obliteration  of  the  air  spaces, 
and  the  consolidation  of  portions  of  the  lung. 

(4)  There  may  be  dilatation  of  the  air  spaces  of  the  portions 
of  the  lungs  which  are  not  consolidated. 
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(5)  There  may  be  thickening  of  the  pulmonary  and  costal 
pleurae  with  connective-tissue  adhesions. 

(6)  While  the  morbid  process  begins  as  a  localized  tubercular 
inflammation  of  the  lung,  and  often  retains  throughout  this  local 
character,  yet  it  may  also  happen  that  from  this  local  lesion  other 
parts  of  the  body  may  be  infected.  Tubercular  laryngitis  and 
tubercular  inflammation  of  the  solitary  and  agminated  glands  of 
the  small  intestine  often  complicate  the  pulmonary  lesion,  and 
sometimes  even  acute  general  tuberculosis  is  produced. 

Symptoms.— The  disease  may  follow  an  acute  pulmonary 
tuberculosis,  or  it  may  be  chronic  from  the  outset.  There  is  such 
a  very  great  difference  in  the  behavior  of  the  disease  in  different 
persons  that  it  is  necessary  to  arrange  the  cases  into  a  number  of 
groups  according  to  the  character  of  the  lesions  and  the  symp- 
toms. 

1.  There  seems  good  reason  to  believe  that  a  small  tubercular 
inflammation  of  one  apex  often  runs  its  course  and  terminates  in 
recovery,  without  ever  giving  symptoms  of  sufficient  severity  to 
attract  the  attention  of  the  patient  or  lead  him  to  consult  a 
physician. 

2.  There  are  patients  who  suffer  for  some  time  from  pulmo- 
nary emphysema  with  its  attendant  symptoms.  In  them  miliary 
tubercles  are  formed  in  the  lungs  and  slowly  increase  in  number, 
but  are  not  accompanied  with  the  growth  of  much  connective 
tissue,  and  are  scattered  at  some  distance  from  each  other 
through  the  lungs.  The  formation  of  the  tubercles  does  not 
change  the  physical  signs  helonging  to  the  emphysema  which  the 
patient  already  has.  The  ordinary  rational  symptoms  of  emphy- 
sema continue  unchanged,  but  the  patients  lose  flesh  and  strength 
rapidly,  and  finally  die  very  much  emaciated.  It  is  very  difficult 
to  distinguish  these  cases  from  the  bad  cases  of  emphysema  with- 
out tuberculosis. 

3.  A  very  common  form  of  the  disease  is  that  in  which  the 
inflammation  is  confined  to  one  or  both  apices,  continues  for  some 
time,  subsides,  and  the  patient  recovers. 

In  these  cases  the  first  symptoms  may  be  one  or  more  small  or 
large  haemoptyses.    Before  the  bleeding  the  patients  have  had  no 
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pulmonary  symptoms,  but  after  the  bleeding  these  symptoms  arc 
gradually  developed. 

Or  the  first  symptom  may  be  a  troublesome  cough  with  little  or 
mi  expectoration.  This  cough  at  first  does  not  seem  of  much 
consequence,  hut  it  continues  in  spite  of  all  remedies. 

Or  the  patients  simply  lose  flesh  and  strength  without  any 
evident  reason  for  this  loss  of  nutrition.  The  pulse  is  _also 
increased  in  frequency,  but  for  a  time  there  are  no  pulmonary 
symptoms. 

At  this  early  stage  of  the  disease  there  may  be  no  physical 
signs. 

\>  the  disease  goes  on  the  patients  have  more  or  less  cough, 
which  troubles  them  only  in  the  morning,  or  occurs  in  attacks,  or 
is  persistent  and  troublesome  through  the  whole  day.  There  may 
be  no  expectoration.  When  present  the  sputa  are  mucous  of 
mueo-purulent,  not  abundant,  and  often  contain  tubercle  bacilli. 
There  is  some  dyspnoea  on  exertion.  Some  of  the  patients  com- 
plain of  a  great  deal  of  pain  over  the  inflamed  lung,  others  have 
no  pain  at  all.  Iliemoptyses  may  be  repeated  at  any  time,  and 
pt  to  be  followed  by  an  increase  in  the  severity  of  the 
symptoms.  The  frequency  of  the  pulse  is  increased  in  nearly  all 
the  patients.  A  febrile  movement  is  not  a  prominent  sympfom  •, 
there  may  be  afternoon  temperatures  of  L|10ff° ff-f  followed  by 
sweating,  but  often  during  mncn""oi  the  time  there  is  oo  fever 
at  all.  The  appetite  is  poor,  nausea  and  vomiting  are  often 
troublesome.  The  patients  lose  flesh  end  strength.  In  some  cases 
the  symptoms  are  not  at  any  time  severe;  in  others  the  constitu- 
tional disturbances  are  so  out  of  proportion  to  the  lesion  as  to 
indicate  systemic  infection. 

The  physical  signs  become  more  marked  with  the  further  de- 
velopment of  the  thickening  of  the  pleura,  the  formation  of 
miliary  tubercles,  the  growth  of  interstitial  Connective  tissue,  the 
localized  bronchitis,  and  the  dilatation  of  the  bronchi.  So  we 
find:  retraction  of  the  chest  wall  above  and  below  the  clavicle, 
the  percussion  sound  of  higher  pitch  and  of  shorter  duration 
above  and  below  the  clavicle,  subcrepitant  rales,  friction  sounds, 
a  higher  pitched  and  louder  voice,  the  breathing  diminished, 
of  altered  quality,  or  with  prolonged  expiration. 


<  BBONIC    MILIARY   TUBERCULOSIS. 


263 


Such  a  circumscribed  tubercular  inflammation  usually  con- 
tinues for  a  year,  sometimes  longer,  then  it  subsides  and  the 
patients  recover.  The  portion  of  lung  which  has  been  inflamed 
is  left  permanently  changed  into  connective  tissue. 

the  patient  has  had  one  attack  of  tubercular  inflammation, 
so,  although  he  has  entirely  recovered  from  this  attack,  be  may 
have  subsequent  attacks  of  the  same  kind.  In  some  of  the 
patients,  after  the  subsidence  of  the  inflammation,  tubercle 
bacilli  are  left  in  the  portion  of  lung  which  has  been  inflamed. 
These  may  at  any  time  later  serve  as  a  source  of  infection  for  a 
new  local  or  general  tuberculosis. 

4.  The  tubercular  inflammation,  beginning  at  the  apex  of  one 
lung,  gradually  extends  and  involves  a  large  part  of  both  lungs. 
The  pleuritic  adhesions  become  more  extensive,  a  larger  number 
of  bronchi  are  involved  in  the  catarrhal  bronchitis,  miliary  tuber- 
cles and  new  connective  tissue  replace  more  and  more  of  the  lung 
tissue.  The  changes  in  the  walls  of  the  bronchi  and  of  the  lung 
surrounding  them  result  in  the  formation  of  broncbiectatie  cavi- 
vhieh  constantly  increase  in  size,  and  the  walls  of  which 
are  necrotic  or  suppurating.  As  the  disease  progresses,  there- 
fore, the  patients  suffer,  not  only  from  the  infection  due  to  the 
tubercular  inflammation,  but  also  from  that  due  to  the  necrosis 
itppuration  of  the  walls  of  cavities,  while  in  addition  more 
and  more  of  the  lungs  is  renilered  unfit  for  breathing. 

The  physical  signs  of  consolidation  and  of  pleuritic  adhesions 
ne  more  marked,  and  as  the  cavities  are  formed  and  increase 
their  physical  signs  are  added. 

The  cough,  which  depends  at  first  upon  the  bronchitis  or  the 
pleurisy,  is  made  worse  by  the  formation  of  bronchiectasis.  The 
expectoration  becomes  more  profuse,  more  purulent,  and  contains 
•  f  dead  lung.  Bacilli  are  present  in  the  sputum  in  large 
nu rubers.  The  difficulty  in  breathing  becomes  more  troublesome, 
The  patients  differ  very  much  as  to  the  presence  or  absence  of 
pain  in  the  chest.  Either  large  or  small  ha?moptyses  may  be  re- 
peated at  any  time.  At  first  the  blood  comes  from  the  mucous 
membrane  of  the  bronchi,  but  after  cavities  have  been  formed 
there  may  be  bleeding  from  eroded  vessels  in  their  walls.  This 
bleeding  is  apt  to  be  profuse,  continuous,  and  often  fatal.    The 
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pulse  continues  to  be  rapid  through  t"  1  m •-  greater  part  of  the*  dis- 
ease. The  fever  becomes  higher  and  more  continuous  as  the 
ie  progresses,  especially  after  the  formation  *>f  cavities. 
The  appetite  is  poor,  aud  nausea  and  vomiting  are  often  trouble- 
some. In  women,  menstruation  becomes  irn igulaE  01  BeSettS  alto- 
gether. The  patients  gel  worse  from  yeas  to  year,  but  often  with 
periods  of  improvement,  and  the  whole  duration  of  the  d 
is  ;i|>i  to  be  very  eonsideral 

Afters  time,  in  many  of  the  patients,  a  tubercular  iaflammstioii 
of  the  liirynx  or  of  th<*  agminated  glands  of  tin-  small  intestines  is 
added,  and  then  the  loss  of  flesh  and  strength  is  much  more 
rapid. 

'k  There  are  cases  in  which  the  tubercular  inflammation  grad- 
ually extends  nniil  the  whole  of  both  lungs  is  thickly  studded 
with  miliary  tubercles  and  in  addition  there  are  extensive  pleu* 
ritie  adhesions,  but  there  is  little  diffuse  fibrous  tissue,  little  on  no 
bronchitis,  and  no  dilatation  of  the  bronchi 

The  clinical  history  of  these  patients  is  very  misleading,  They 
have  no  cough,  no  haemoptysis,  no  pulmonary  symptoms,  no 
fever.  There  are  no  physical  signs  except  those  belonging  to  the 
pleuritic  adhesions.  But  very  often  the  functions  of  the  stomach 
and  intestine  are  much  disordered.     The  moat  striking  symptom 

of  these  patients  is  their  enunciation.  This  goes  on  steadily  until 
the  patients  are  mere  skeletons,  looking  as  if  they  were  starving 
to  death  with  s  cancer  of  the  stomach,  Ami  ye!  they  may  really 
be  taking  and  retaining  ■  considerable  quantity  of  food.  But  in 
spite  of  the  food  they  continue  to  lose  flesh  as  if  they  had  a  malig- 
nant disease.  Tim  diagnosis  of  these  oases  is  often  extremely 
difficult 

&  There  are  eases  in  whieh  i  tubercular  laryngitis  is  respond 
stble  for  most  of  the  symptoms,  the  lesions  in  the  lunga  being  in- 
considerable. The  upper  part  of  the  larynx  and  the  epiglottis 
are  the  portions  usually  involved.  There  is  first  b  formation  of 
tubercle  granule  here  and  there  in  the  stroma  of  the  mucous 
membrane,  with  more  or  less  catarrhal  inflammation.  After  a 
tini'  the  tubercle  granula  and  the  mucous  membrane  over  tlmm 
ae  necrotic,  soften,  slough,  and  form  ulcers.  These  ulcers 
do  not  heal  but  rather  increase  in  size,  their  floor  and  walls  being 
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•  rined    partly  <>t    round-celled  tissue.     The  mucous  membrane 
i  The  ulcers  is  thickened  and  the  seat  of  chronic  ca- 
tarrhal inflammation. 

With  such  a  tubercular  laryngitis  the  patients  have  a  cough 

with  ninco-purulent  expectoration,  a  changed  voice,  and  some* 

B  laryngeal  dyspnoea.     But  the  thing  which  troubles  them 

the  most  is  the  pain  in  the  throat,  which  is  made  worse  by  swal- 

ag,     This  may  interfere  seriously  with  the  feeding  of  the 

patient. 

The  patients  lose  flesh  and  strength,  but  ait  not  confined  to 
bed.  Indeed,  many  years  may  pass  before  the  pulmonary  tuber- 
cub-  a  much  trouble, 

7.   In  a  fan  eases  B  very  small  miliary  tuberculosis  of  the  lung 
Heated  with  an  extensive  tubercular  inflammation  of  the 
small  intestine. 

These  patients  have  a  little  cough,  and  perhaps  the  phyi 

small  consolidation  at  one  apex.     It  is  important  ta 
embex  that  they  do  DCl  necessarily  have  diarrhcea.    But  they 
lose  flesh  ami  strength  with  a  rapidity  ffhkh  the  pulmonary  6 
ditions  do  not  account  for. 

s.     In  the  early  periods  of  the  disease,  with  little  evi- 

lce  of  systemic  infection,  we  may  often  expect  the  complete 

of  the  patient.     As  more  of  the  lumrs  is  Involved,  a* 

are  formed,  as  the  complicating  laryngitis  and  enteritis 

•loped  and  the  evidences  oi  systemic  infection  become 

manifest,  the  prognosis  is  wm^e  and  worse. 

\tment, — The  curative  treatment  of  chronic  miliary  tuber 
ced  ui  two  principal  things-— climate  and  feeding. 
The  selection  of  a  proper  climate  is  to  be  made  with  reference 
the  individual  rather  than  to  the  condition  of  the  luiurs.     Tt 
raid  be  a  cliiuate  where  he  tV*ls  well,  eats  well,  sleeps  well,  ami 
sh  and  strength.    If  no  one  climate  answers  this  purpose, 
should  travel  from  place  to  place.    The  climatic  treat- 
ment should  be  continued,  if  possible,  for  two  full  years,  and  for 
js  it  is  necessary  that  they  should  pass  the  rest  of 
their  lives  in  a  favorable  climate. 

The  feeding  consists  in  enabling  the  patient  to  eat  and  digest 
o^BlkglsjBmAfood  and  of  fats.     To  do 
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this  the  most  minute  attention  is  necessary  to  the  functions  of 
the  stomach,  the  liver,  and  the  intestines.  Great  care  should  be 
taken  to  avoid  the  use  of  all  medicines  which  interfere  with  the 
patient's  ability  to  eat  and  digest  food.  Wines  and  spirits  will 
with  some  persons  increase  the  appetite  and  the  nutrition,  with 
other  persons  interfere  with  digestion  and  do  harm,  Often  we 
are  much  helped  by  the  use  of  the  stomach  tube.  Not  only  can 
we  in  this  way  cure  a  complicating  chronic  gastritis,  but  we  can 
introduce  into  the  stomach  much  larger  quantities  of  fluid  food 
than  the  patients  are  willing  to  swallow. 

It  may  also  be  necessary  to  alleviate  symptoms.  The  cough  is 
not  only  annoying,  but  it  often  interferes  with  eating  and  sleep- 
ing. It  is,  therefore,  important  in  each  case  to  determine  the 
principal  cause  of  the  cough. 

It  may  be  due  to  a  catarrhal  inflammation  of  the  nose  ana 
throat,  or  to  either  a  catarrhal  or  tubercular  inflammation  of  the 
larynx.  These  conditions  are  best  treated  by  local  applications 
made  with  the  spray  or  with  the  brush. 

It  may  be  due  to  the  pleuritic  adhesions.  If  this  is  the  case, 
counter-irritation  by  blisters  or  iodine  may  be  of  service,  but 
some  of  these  pleuritic  coughs  pan  only  be  controlled  by  opium. 

For  the  cough  which  is  due  to  the  bronchitis  and  to  the  cavi- 
ties a  great  many  remedies  have  been  employed.  In  selecting 
from  these  remedies  it  is  well  to  prefer  those  which  do  not  dis- 
order the  stomach.  Creosote  seems  to  be  capable  of  exerting  a 
real  effect  on  the  bronchitis,  but,  unfortunately,  it  is  apt  tn  t^is-  _ 
order  the  stomach.  I  prefer  to  use  it  bv  inhalation  or  bv  <  n<  mn 
For  inhalation  a  mixture  is  made  of  equal  parts  of  creosote, 
chloroform,  and  alcohol.  The  sponge  of  a  naso-oral  inhaler  is 
moistened  with  a  few  drops  of  this  mixture,  and  the  patient 
wears  the  inhaler  all  the  time  except  when  sleeping  or  eating. 
An  enema  is  made  of  five  to  twenty  drops  of  creosote  with 
some  white  of  egg  and  I  little  water,  and  this  can  be  used  once 
a  day.  The  different  preparations  of  tar  and  of  turpentine, 
terebene  and  terphie  hydrate,  seem  to  be  of  service  in  some  cases. 
The  methodical  inhalation  of  compressed  air  is  highly  thought  of 
hy  some  physicians.  All  sorts  of  combinations  of  opium,  ipecac, 
squills,  sanguiuaria,  hydrocyanic  acid,  chloroform,  senega,  ^tc., 
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given  as  cough  mixtures.  The  mineral  acids,  mix  vomica, 
and  potassium  iodide  may  somewhat  control  the  bronchitis. 

If  the  patients  are  amemic  they  may  be  benefited  by  one  of  the 
preparations  of  iron. 

The  hemorrhages  from  the  bronchi  may  be  small  or  large,  but 
even  if  large  and  continued  for  several  days  they  are  very  seldom 
fatal.  They  do,  however,  weaken  the  patient  very  much,  and  are 
often  followed  by  an  extension  of  the  tubercular  pneumonia.  To 
check  such  hemorrhages  it  is  customary  to  use  hypodermic  injee- 
if  morphine,  of  adrenalin  chloride,  o*  of  ergotin,  or  to  give 
by  the  mouth  five  grains  of  gallic  acid  every  two  hours,  twenty 
drops  of  fluid  extract  of  hydras! is  every  three  hours,  or  one  grain 
of  ipecac  every  hour. 

The  hemorrhages  which  come  from  eroded  vessels  in  the  walls 
of  cavities  cannot  be  controlled. 

The  fever  and  night  sweats  may  be  made  less  severe  by  the 
of  antifebrin  or  phenacetin,  alone  or  combined  with  arsenic 
or  quinine;  by  the  mineral  acids,  belladonna,  or  the  oxide  of  zinc; 
by  sponging  off  the  body  with  hot  water  at  night. 

For  the  diarrhoea  we  employ  a  restricted  diet  and  a  number  of 
drugs.  The  drugs  most  frequently  employed  are:  the  prepara- 
tions of  mercury,  ipecac,  iron,  arsenic,  camphor,  acetate  of  lead, 
bismutl  -oil,  opium,  and   naphthalin.     These  dntgft  art- 

used  singly  or  combined  in  different  ways. 


Acute  Pulmonary  Phtiiims 


The  clinical  characters  of  acute  phthisis  are  sufficiently  well 
m  who  has  previously  been  in  good  health,  off 
who  has  already  suffered  from  chronic  phthisis,  either  suddenly 
or  after  a  few  days  of  indisposition,  becomes  seriously  ill.  There 
is  a  well-marked  febrile  movement  and  a  rapid  pulse,  cough, 
expectoration,  the  physical  signs  of  consolidation  of  the  lung, 
and  sometimes  haemoptysis.  Rapid  loss  of  flesh  and  of  strength 
follows.  Most  of  the  patients  die  at  the  end  of  a  few  wee 
month*;  a  few  recover  from  the  immediate  attack  and  go  on  to 
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certain.    These  different  products  mv  found  in  variable  relative 
proportion  in  different  lungs  and  in  different  parts  of  the  same 
fang.     Some  vesicles  will  be  entirely  tilled  with  tin*  granii 
others  with  fibrin,  others  with  epithelial  cells:  while  other* 
contain  granules  arul  epithelium,  or  epithelium  and  fibrjn,  with 
an  admixture  o£  pus  cells. 

This  diffuse  hepatization  seem*  t<»  have  no  tendency  to  eh 
degeneration  or  necrosis.  The  products  of  inflammation  within 
the  vesicles  may  undergo  fatty  degeneration,  but  the  walls  of  the 
vesicles  remain  intact  and  the  blood  vessels  pervious.  If  Wt 
can  judge  from  clinical  experience  and  physical  signs,  Tli> 
diffuse  hepatization  is  capable  of  resolution  and  may  entirely  dis- 
appear, If,  however,  the  patient  goes  on  to  have  chronic  phth 
then  the  diffuse  hepatization  undergoes  marked  changes. 

II.  The   White  or  Ytll&w  Nodvlts.—  These  nodules  vary  in 

Iheir  size,  their  shape,  and  their  Structure.     Thfly  may  I"    0 

together  or  widely  separated.  Borne  are  surrounded  by  diffuse 
hepatization,  others  by  nearly  normal  tang.  Even  those  which 
present  the  same  Bppearanee  to  the  naked  eye  are  not  all  of  the 
same  nature. 

They  seem  to  be  formed  in  air  vesicles,  in  single  air  passages, 
in  groups  of  air  passages,  and  in  and  around  small  bronchi. 

1.  Thf  snmlhst  mxf iff<s.  These  are  nnt  larger  than  a  siugle 
air  vesicle  or  part  of  an  air  passage.  In  the  fresh  lung  it  is  not 
easy  to  distinguish  them  from  the  diffuse  hepatization  by  which 
they  an*  surrounded.  When  the  blood  vessels  have  been  arti- 
ficially injected,  the  nodules  are  more  readily  recognised-  These 
little  nodules  consist  of  a  single  air  vesicle  or  part  of  an  air 
passage  filled  with  tubercle  tissue,  or  filled  partly  with  tubercle 
tissue,  partly  with  epithelium,  fibrin,  and  pus.    The  walls  of 

the  air  vesicle  or  air  passage   remain   intact   and   its  vessels   : 

meable.    Such  little  nodules  may  be  numerous  and  dose  together 

AYlu'ii  surrounded  by  air  vesicles  filled  with  products  of  intiam- 
matinn.  they  constitute  b  peculiar  hepatization,  partly  tubercu- 
lar, partly  inflammatory'. 

l!.  Nodules  a  little  larirer  than  these,  but  of  the  same  character, 
are  composed  of  several  air  vesicles,  or  of  part  of  an  air  passage 
and  air  vesicles.     The  cavities  of  the  vesicles  are  filled  in  the  Name 
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way  with  tubercle  tissue,  but  in  addition  the  walls  of  the  vesicles 
^re  affected.  They  become  split  up  and  changed  into  tubercle 
tissue.  As  this  process  goes  on,  the  outlines  of  the  vesicles  are 
lost  and  the  blood  vessels  in  their  walls  can  no  longer  be  injected. 
Such  nodules  are  identical  in  their  structure  with  the  miliary 
tubercles  seen  in  acute  miliary  tuberculosis.  It  sometimes  hap- 
pens that  a  section  will  show  the  whole  of  an  air  passage  filled 
with  tubercle  tissue  in  this  way.  The  centres  of  these  miliary 
tubercles  may  undergo  cheesy  degeneration  in  the  ordinary  way. 
3.  The  jyeribronchitic  nodules.  These  nodules  surround  either 
partly  or  completely  a  bronchus  or  an  air  passage.  Their  size 
xi nd  shape  vary  with  the  size  of  the  bronchus,  the  direction  in 
which  it  is  cut,  and  the  number  of  surrounding  air  vesicles  in- 
volved. 

When  we  examine  these  peribronchitic  nodules  more  closely, 
it  becomes  evident  that  they  do  not  all  have  the  same  structure. 

(a)  Some  of  the  nodules  consist  simply  of  a  bronchus  filled 
wit  li  pus  and  epithelium,  its  walls  infiltrated  with  cells,  and  of 
a   number  of  air  vesicles  filled  with  epithelium,  fibrin,  and  pus. 
Such  nodules  are  identical  in  their  structure  with  the  peribron- 
chitic nodules  which  are  formed  in  the  ordinary  broncho-pneu- 
ttioxiia  of  children  and  adults. 

(  b)  Other  nodules  are  composed  of  a  bronchus  filled  with  pus 
a**<l  epithelium.  The  wall  of  the  bronchus  is  infiltrated  with  small 
°«^lls  or  with  tubercle  tissue.  Around  the  bronchus  is  a  zone  of 
*****  "vesicles  filled  with  tubercle  tissue, the  walls  of  the  vesicles  split 
11  T>  and  only  visible  with  high  magnifying  powers.  Around  this 
****>^rcular  zone  is  another  outer  zone  of  vesicles  filled  with  epi- 
**^  Irani,  fibrin,  and  pus. 

C  <*)  Other  nodules  are  composed  as  before  of  a  bronchus  with 

"*  *"*  *1  Itrated  walls,  and  filled  with  inflammatory  products.    Around 

***«=*   bronchus  is  a  continuous  zone  of  tubercle  tissue,  in  which  the 

Nv**lls  of  the  vesicles  cannot  be  seen.     Artificial  injections  of  the 

"Ic^d  vessels  penetrate  only  very  imperfectly  into  this  tubercular 

Vc>Oe.    Outside  of  this  tubercular  zone  will  be  a  zone  of  vesicles 

^V^d  with  epithelium,  fibrin,  and  pus,  or  with  tubercle  tissue. 

^^rv  often  the  contents  of  the  bronchus,  the  walls  of  the  bron- 
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have  the  history  of  chronic  phthisis;  a  few  ivcover  and  live  f 
many  years. 

After  death  we  find  a  considerable  portion  of  one  or  both  Inn 
consolidated,  but  this  consolidation  is  not  of  a  uniform  appet 
ance.     The  larger  part  of  the  consolidation  looks  like  ordina 
red  hepatization,  «>)•  eta  it  is  of  a  peculiar  grayish  color,  differ* 
from  the  gray  hepatization  of  lobar  pneumonia.    In  this  diffi: 
hepatization  are  other  portions  of  solidified  lung  of  dif 
appearance.     They  are  of  a  white  Of  yellow  color,  raueli 
than  the  surrounding  hepatization,  or  they  may  be  eoftened 
their  centres.     These  white  sol  unifications  are  of  many  differe 
siz«»s  and  shapes.     The  smallest  are  hardly  larger  than  an  I 
vesicle,  the  largest  may  include  a  considerable  part  of  a  lol 
Their  size  and  ik&pfl  are  made  more  evident  if  the  blood  vesa 
are  artificially  injected,  for  into  these  nodules  the  injection  dc 
not  run. 

Many  of  the  smallest  id'  these  whitish  masses  are  scatter* 
irregularly  through  the  lung  tissue  like  miliary  tubercles,  1 
will  be  seen  later,  they  really  are  miliary  tubercles. 

Other  similar  masses,  also  of  small  size,  are  situated  regular! 
around  small  bronchi.    When  this  is  the  Gate,  tie   cavitie.- 
bronchi    may   be   filled    with    inflammatory   products    find    tin 

walls  infiltrated. 

Still  other  masses  will  correspond  to  a  single  air  passage,  or 
>up  o4  air  paaaagga,  Looking  as  if  they  were  produced 
some  cause  which  affected  definite  and  isolated  portions  of  1 
tang. 

Other  -am.  aiv  so  targe  that  they  haw  tin-  appear**! 

of  a  diffuse  infiltration  of  :t  considerable  portion  of  the  In 
Hut  these  large  milt  rations  seem  to  be  made  up  of  a  num 
of  smaller  masses. 

If  the  patient  lives  long  enough  after  the  development  of 
disease,  many  of  these  masses,  both  large  and  small,  will  be  fo* 
ih-j. merated  and  softened. 

The  bronchi  of  the  aifeeted  lung  mlarly  the  seat- 

morbid  changes.  They  may  be  congested  and  coated  with  mnC 
they  may  be  filled  with  pus,  epithelium,  and  fibrin,  and  £1 
inflammatory  products  may  undergo  cheesy  degeneration;  'fc 
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may  be  irregularly  dilated,  so  as  to  form  cavities  of  some  size; 
or  a  great  number  of  the  smaller  bronchi  may  be  symmetrically 
dilated,  so  that  on  section  the  lung  looks  honeycombed. 

The  pathological  condition  is  really  a  complex  one,  and  we 

gam  nothing  by  trying  to  make  it  appear  more  simple  than  it 

reall. 

Tt  is  necessary  to  examine  each  of  the  different  parte  of  the 
lesion  in  detail  and  see  what  their  real  structure  is. 

L   Tin  Diffuse  II*  initiation.  —  It  must  be  remembered  that 

wt*  are  considering  the  diffuse  hepatization  of  acute  phthisis,  not 

w>H   of  chronic  phthisis,  and  especially  the  conditions  found 

!;j  the  lungs  of  adults.     This  hepatization   presents  the  gross 

aPpearance  of  the  red  hepatization  of  lobar  pneumonia,  except 

toat  it  is  smoother;  or  it  is  of  a  peculiar  gray  color,  sometimes 

*W>st  gelatinous- looking.    It  does  not  seem  to  degenerate  or  to 

soften  except  immediately  around  some  of  the  nodules,  of  which 

**"*  shall  speak  presently. 

The  blood  vessels  in  the  walls  of  the  air  vesicles  can  be  easily 
filled  with  an  artificial  injection.  The  walls  of  the  air  vesicles 
show  no  marked  changes  in  their  substance,  although  their  sur- 
faces are  overlaid   with  new  ceils. 

The  cavities  of  the  air  vesicles  are  filled  with  inflammatory 
•ta,  bat  this  filling  is  not  uniform    Some  vesicles  are  filled 
and  even  distended,  while  others  only  contain  a  small  amount  of 
such   new   substances.     These  inflammatory   products   are:  pus 
•-^lls,  fihrillated  fibrin,  large,  polygonal,  nucleated  cells  resem- 
Uittg  epithelium,  minute,  shining  granules,  and  a  peculiar  trans- 
parent matter.     The  pus  cells  have  the  ordinary  appearance  of 
these  bodies,  varying  in  their  size  and  in  the  character  of  iln-ir 
"°U   substance,  souir  being  finely,  some  coarsely   granular,  and 
:t\ .    The  fibrin  has  the  same  appearance  of  a  network  of 
fibrils  as  is  seen  in  acute  lobar  pneumonia.     The  large,  poly- 
ftemble,  in  shape  and  appearance,  epithelial  cells, 
,,1T  tome  of  Ihem  undergo  degenerative  changes,  becoming  larger, 
-ly  granular  or  fatty,  or  very  large  and  trans- 
ParoT]f.    The  granules  are  small,  shining  particles,  not  dissolved 
y   B  id.  liquor  potassa'.  or  chloroform,  and  are  stained 

either  with  methyl  violet  or  hematoxylin.     Their  nature  is  nn- 
18 
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certain.  These  different  products  are  Pound  in  variable  relative 
proportion  in  different  tongs  and  in  different  parts  of  the  same 
tang, 
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others  with  fibrin,  others  with  epithelial  cells;  while  others  will 
contain  granules  and  epithelium,  or  epithelium  and  h'brju,  with 
an  admixture  of  pus  cells. 

This  diffuse  hepatization  seems  to  have  no  tendency  to  eheesy 
degeneration  or  necrosis.  The  products  of  inflammation  within 
the  vesicles  may  undergo  fatty  degeneration,  but  tin*  walls  of  the 
vesicles  remain  intael  and  the  blood  vessels  pervious.  If  we 
can  judpe  from  clinical  experience  and  physical  signs,  this 
diffuse  hepatization  ii  capable  of  resolution  and  may  entirely  dis- 
appear. If.  however,  the  patient  goes  on  to  have  chronic  phthisis, 
then  the  diffuse  hepatization  undergoes  marked  changes. 

IT.  The  Whit*  or  Ydlow  Nodules*— Them  nodules  vary  in 
their  size,  their  shape,  and  their  structure  They  may  be  close 
together  or  widely  separated,  8ome  are  surrounded  by  diffuse 
hepatization,  others  by  nearly  norma]  lung.    Even  those  which 

present  the  same  appearance  to  the  naked  eye  are  not  all  of  the 
same  nature. 

They  seem  to  be  formed  in  air  resides,  in  single  sir  passi 

in  groups  <d  air  passages,  and  in  and  around  small  bronchi. 

1.  Tin  tmtdtett  nodulei.    These  are  not  larger  than  s  single 

air  vesicle  or  part  of  an  air  passage.  In  the  fresh  lung  it  is  not 
easy  to  distinguish  them  from  the  diffuse  hepatization  hv  which 

they  Ht'c  surrounded.  When  the  blood  vessels  have  been  arti- 
ficially injected,  tire  nodules  are  more  readily  recognise^.  Th 
little  nodules  consist  of  s  single  sir  reside  or  part  of  an  air 
passage  filled  with  tubercle  tissue,  ot  Ailed  partly  with  tubercle 
tissue,  partly  with  epithelium,  fibrin,  and  pus.  The  walls  of 
the  air  vesicle  or  air  passage  remain  intact  and  its  vessels  per- 
meable.   Such  little  nodules  may  be  numerous  end  close  together. 

When  Surrounded  by  air  vesicles  filled  with  products  Of  inflnm- 

matiofi,  they  constitute  a  peculiar  hepatization,  partly  tuheren 
lar,  partly  inflammatory. 

2.  Nodules  a  little  larger  than  these,  but  of  the  same  character, 
Are  composed  of  several  air  vesicles,  or  of  part  of  an  air  pan 
and  nir  vesicles.    The  cavities  of  the  vesicles  are  tilled  in  fh« 
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with  tubercle  tissue,  but  in  addition  the  walls  of  the  resides 
They  become  split  up  and  changed  into  tubercle 
As  ttiifl  |  goes  4 m,  the  outlines  of  the  veeielee  are 

lost  and  the  blood  vessels  ho  their  walls  can  no  longer  be  injected, 
8uch  nodules  are  identical  in  their  Btmetnre  with  the  miliary 
tubercles  Been  in  acute  miliary  tuberculosis,  It  sometimes  hap- 
pens that  a  section  will  show  the  whole  of  an  aii  passage  filled 
with  tubercle  tissue  in  this  way.  The  centres  of  these  miliary 
tubercles  may  undergo  cheesy  degeneration  in  the  ordinary  way 
S,  77m  peribfonchitic  nodules.  These  nodules  surround  either 
partly  or  completely  a  bronchus  or  an  sir  passage.  The 
and  shape  vary  with  the  size  of  the  bronchus,  the  direction  in 
which  it  is  eut,  and  the  numb  irrounding  air  vesicles  in- 

ed. 
When  we  examine  these  peribronehitlc  nodules  more  do 
somes  evident  that  they  do  not  all  have  the  same  structure. 
Borne  of  the  nodules  consist  simply  of  I  bronchus  filled 
with  pus  and  epithelium,  its  walls  infiltrated  with  cells,  and  of 
a  number  of  air  vesicles  filled  with  epithelium,  fibrin,  and  pus. 
Such  nodules  are  identical  in  their  structure  with  the  peribron- 

chitic  nodules  which  are  formed   in  the  ordinary  hroiiHio  jon  u 

monia  of  children  and  adults. 

Othi     nodules  are  composed  of  a  bronchus  tilled  with  pus 
tad  epithelium.  The  wall  of  the  bronchus  is  infiltrated  with  small 
or  with  tubercle  tissue.     Around  the  bronchus  as  of 

s  Hll«*d  with  tubercle  tissue,the  walls  of  the  vesicles  split 
A  only  visible  with  high  magnifying  powers.    Around  this 
tubercular  zone  is  another  outer  zone  of  vesicles  filled  with  epi 
(in,  fibrin,  and  pus. 
Other  nodules  are  composed  as  before  of  a  bronchus 
infiltrated  walls,  and  filled  with  inflammatory  products,    Around 
ronchus  is  a  continuous  zone  of  tubercle  tissue,  in  which  the 
walls  of  the  ve  lannot  la*  seen.    Artificial  injections  of  the 

blond  vessels  penetrate  only  very  imperfectly  into  this  tubercular 

of  this  tubercular  zone  will  be  a  zone  of  ves 
filled  with  epithelium,  fibrin,  and  pus,  or  with  tubercle  I 

flen  the  contents  of  the  bronchus,  the  walls  bron- 
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chus,  and  even  some  of  the  tubercle  tissue  will  undergo  chersy 
degeneration. 

id)  In  other  peribronchitie,  nodules,  although  the  cavity  of 
the  bronchus  contains  inflammatory  products,  yet  its  wall  will 
remain  unchanged,  and  around  the  broochus  will  be  air  vesicles 
filled  with  tubercle  tissue.  Such  nodules  seem  to  be  peribron- 
chitis miliary  tubercles.  It  will  be  observed  that  in  all  these 
fieri hrouchitic  nodules  a  large  part  of  the  consolidation  is  due 
to  changes  in  the  air  vesicles. 

In  connection  with  peribronchitis  it  is  convenient  to  speak  of 
two  lesions  which  affect  the  bronchi  directly  in  some  cases  of 
acute  phthisis. 

1.  The  walls  of  some  of  the  larger  bronchi  are  infiltrated  with 
tubercle  tissue  which  undergoes  cheesy  degeneration.  The  cavity 
of  the  bronchus  is  dilated,  and  contains  inflammatory  products 
also  in  a  condition  of  cheesy  defeneration,  The  adjacent  air  \ 
eles  may  be  unchanged,  or  may  contain  tubercle  tissue,  or  pus. 
fibrin,  and  epithelium.  This  change  affects  especially  the  larger 
and  medium-sized  bronchi,  snmehmes  a  larsre  bronchus  and  its 
branches,  The  dilatation  nun  be  inifiGienl  to  form  a  cavity  of 
some  size,  which  may  be  further  enlarged  by  tbe  disintegration 
of  the  cheesy  bronchial  wall  For  the  most  part  in  these  bronchi 
the  cheeky  defeneration  of  tbe  wall  is  su  advanced  that  no  struc- 
ture can  he  made  (nit,  but  sometimes  one  can  find  a  place  which 
seems  to  show  the  previous  infiltration  of  tubercle  tissue. 

2.  There  may  be  fl  general  dilatation  of  most  of  the  bronchi  in 
a  considerable  portion  of  the  luntr  without  any  marked  change 
in  their  walls,  and  with  only  a  moderate  amount  of  inflammatory 
product!  in  their  cavities.  This  change  fa  especially  apt  t«*  atTeit 
the  i ii< -din in-sized  and  small  bronchi.  The  luntr  tissue  between 
the  dilated  bronchi  is  usually  consolidated.  When  such  a  lung  ifl 
cut  it  looks  as  if  it  were  honeycombed  with  small  cavities,  but 
these  cavities  are  only  sections  of  the  dilated  bronchi. 

The  larger  nodules  found  in  acute  phthisis  Mem  to  be  of  three 
kinds. 

1.  Peribronchitic  nodules  such  as  have  been  already  described 

2.  Bodies  resembling  miliary  tubercles  in  their  structure,  but 
much  larger— the  "tuberenlee  massifs"  of  French  writers.  These 
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nodules  have  just  the  same  structure  as  many  of  the  ordinary 
miliary  tubercles  already  described,  but  they  are  on  a  larger 
scale,  and  the  centre  is  regularly  the  seat  of  cheesy  defeneration. 
Vodules  Conned  by  a  number  of  air  vesicles  to  the  con- 
dition of  coagulation  necrosis. 

The  areas  of  coagulation  Qeerosia  are  small  or  large,  scattered 

at  considerable  intervals  Of  close  together,     In  each  one  thert? 

litre  of  air  vesicles  filled  with  inflammatory  products  in  the 

condition  rotation  necrosis,  and  surrounded   either  by  a 

zone  of  ordinary  red  hepatization  or  by  a  zone  of  tubercle  ti 

If  we  look  more  closely  at  these  areas  of  coagulation  neci 
ire  Me  that  their  vascular  supply  is  entirely  cut  « «tV  and  that  ar- 
tificial injections  do  tint  penetrate  them.  The  outlines  of  the 
mils  of  the  vesicles  are  visible,  but  the  walls  are  thin,  trans- 
parent,  recognisable  principally  by  their  elastic  fibres.  The 
cav -ities  are  filled  with  polygonal  cells  and  shrivelled  nuclei.  The 
cells  are  pale,  shining,  devoid  nf  nuclei,  and  have  thp  characteris- 
tic appearance  of  cells  in  the  state  of  eoainilatioii  necrosis.  In 
some  vesicles,  however,  there  is  nothing  but  coagulated  fibrin. 
Tle-v.  filled  with  fibrin  are  not  as  opaque  as  the  others, 

so  that  a  mottled  effect  is  produced. 

There  is  nothing  especial  to  be  noticed  in  the  zone  of  ordinary 
hepatization  which  surrounds  the  necrotic  centres.  The  eavities 
of  the  vesicles  are  filled  with  epithelium,  pus,  fibrin,  and  gran- 
ular matter  in  varying  proportions.  The  walls  of  the  V© 
an-  unchanged,  their  vessels  are  pervious.  It  is  to  be  noticed 
that  there  is  no  appearance  of  a  gradual  transition  between  the 
necrotic  centres  and   the  hepatized  peripc  re  no 

vendee  giving  pictures  of  coagulation  oecrosii  in  different  stages. 
All  th  ic  portion  is  in  the  same  condition,  and  is  sept 

abruptly  from  the  surrounding  hepatization. 

Tn   those   nodules   which   have  a    peripheric  zone  of  tubercle 
the  necrotic  centre  is  sharply  separated  from  the  tuber- 
d  This  tubercular  zone  gives  an  indistinct  ap| 
of  being  made  up  of  altered  air  vesicles. 

examine  this  tubercular  zone  more  closely,  we  find  that 
there  mges  in  the  walls  of  He  deles  and  in  their 

cavities.     The  walls  are  changed  into  tubercle  tissue.     At*  first 
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the  blood  vessels  in  tht*  walls  remain  pervious,  but  as  the  trans- 
formation of  the  walls  becomes  more  complete  the  vessels  dis- 
appear.    The   cavities  of   the  vesicles  are   partly   OT   completely 

filled  wit ti  tubercle  tissue,  epithelium,  ami  pus.    The  tubercle 
in  Inward  from  the  walls  of  the  vesicles,  or  is  formed 

in  their  cavities;  it  has  fin-  regular  structure  of  a  delicate 
menl  substance,  more  or  less  reticulated,  provided  with  nuclei, 
and  enclosing  spaces  containing  large,  polygonal,  nucleated  cells. 
Oiant  cells  are  sometimes  present,  but  arc  not  constant.  The 
process  seems  to  h«-  of  the  same  eharacti-r  as  the  formation  of 
diffuse  Uiliercle  tissue  already  described  in  connection  with 
chronic  miliary  tuberculosis. 

These  nodules  may  remain  in  the  condition  just  described  up 
to  the  time  of  the  patient's  death.  But  in  some  cases  they  un- 
furfher  ehaiun-s.  < 'heosy  defeneration  begins  al  the  centre 
of  the  necrotic  portion  of  the  nodule,  involves  the  whole  of  this 
portion,  and  may  extend  to  the  surrounding  zone  al  hepatization 
or  of  tubercle  tissue.  The  nodules  will  then  present  quits  a  dif- 
ferent appearance.  Then*  is  a  centre  composed  »»f  an  amorphous 
cheesy    maw.   in   which   no  structure   can   1m-   made  out,   and 

around  this  is  I  SOUe  of  tubercle  tissue  or  of  hepatization.     In 

this  condition  it  is  often  difficult  to  distinguish  these  nodules 
from  the  peribronchitis  nodules  and  the  "tubercules  massifs." 

In  such  a  condition  of  i\vy  cheesy  degeneration  a  certain  num- 
ber of  the  nodules  may  remain  indefinitely;  but  in  others  the 
dijLr«*nerated  portions  will  soften,  and  in  this  way  cavities  will 
be  formed  of  sixes  corresponding  to  the  original  nodules;  or,  if 
tbe  nodules  are  close  together,  several  small  cavities  will  join 
to  form  larger  ones.  In  this  way  we  sometimes  Hnd  i  large  part 
of  a  Iiihl:  honeycombed  with  small  cavities  bavins  ragged  walls; 
the  number  of  cavities  corresponding  with  the  number  of  the 
areas  of  coagulation  oca 

Judging  from  the  results  of  Prndden's  experiments  on  the  in- 
jection of  tubercle  bacilli  into  the  air  tubes  of  animals*  it  seems 
probable  that  tlirs.-  sreas  of  coagulation  necrosis  are  due  to  the 
inhalation  of  considerable  numbers  of  tubercle  bacilli  into  groups 
of  air  where  they  act  as  direct  irritants,  the  disposition 


to  necrosis  being  rendered  still  _  by  an  additional  infection 

with  streptococci. 

evident, then,  thai  in  acute  phthisis  we  have  a  tenon  of 
peculiar  character.     It  is  very  far  from  being  a  simple  Uroneho- 
pncumonia  with  degenerative  changes,  or  so  acute  miliary  tuber- 
eulosis  combined  with  pneumonia.    The  lemons  arc  much  move 
Complex.     Both  the  bronchi  and  the  parenchyma  of  the  lung 
share  in  the  morbid  process.    The  lesion  seems  to  •»<•  an  in* 
rlainiti.it. ir\  one,  the  products  <»f  inflammation  being  pus,  epithe- 
lium, fibrin,  and  tubercle  tissue;  but   it  is  complicated  by  the 
formation  of  areas  of  coagulation  necrosis,    The  tubercle  tissue 
_  <[  partly   so  aa  to  form  miliary  tubercles  and  Large 
tubercles,  partly  aa  peribronchitic  nodules,  partly  as  tubercular 
tnd  areas  alatton  Qecroaia.    Tha  prognosis  seems 

to  depend  mainly  anon  the  number  and  size  of  the  areas  of 
coagulation  necrosis,  ant!  it  seems  probable  thai  most  of  these 
ormed  at  the  very  ontsel  of  the  d  The  diffuse  pnett- 

may  undergo  resolution,  the  miliary  tubercles  ami  peri- 
bronchitic  nodules  do  m>t  occupy  much  of  the  lung  ami  may  be 
transformed  into  cheesy  material  or  fibrous  tissue;  but  the  areas 
gulation  necrosis  destroy  B  considerable  part  of  the  paren- 

B   of  tin-   hum   ami    haw   m    natural   tendency    to  soften   and 

ptoms.— The  invasion  may  be  acute  or  subacute. 

1.  The  acute  cases.    The  patients  are  suddenly  attacked  with 

•■hills,  fever,  pain  in  the  side,  cough  with  mucous  expectoration, 

[narked  prostration.    The  appearance  of  the  patient  is  like 

thai  ol  a  person  attacked  with  lobaT  or  broncho  pneumonia,  and 

•  •  often  in  doubt  at  first  as  to  the  true  nature  of  the  disease. 

One  symptom  of  the  invasion,  howi  not  often  seen  except 

and  that  is  the  bleeding  from  the  bronchi.    For  a 

<.r  several  days,  many  of  the  patients  cough  ap  wry 

quantities  of  blood.    Within  a  few  days  we  begin  to 

be  physical  siirns,  which  will  be  found  io  vary  according 

aatomical  condition  of  the  lung.     M  there  la  complete 

lion  of  one  or  more  lobes  with  fibrin  on  the  pleura,  we 

n  percussion,  bronchial    voice  and  hreathinir.  and 

subcrepitant  and  crepitant  rales.     If  there  is  only  hronchn-pneu- 
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monia  with- ait  consolidation,  we  get  sibilant  and  sonorous  breath- 
ing and  coarse  and  subcrepitant  rales.  If  there  is  br*.uicho-pneii- 
monia  with  areas  of  diffuse  consolidation,  ibilant  and 

sonorous  breathing  and  coarse  and  suhe  repliant  rales,  and  small 
areas  over  which  dulneeo  on   percussion,   h.  rotoe,   and 

a  crepitant  rile  are  found.     The  patients  continue  seriously  ill 
and  with  high  temperatures  for  one  or  two  weeks.     Then  th 
is  a  partial  subsidence  of  the  symptoms.    After  this  the  patients 
may: 

(a)  Continue  to  get  worse.  The  fever  continues,  the  cough  is 
very  troublesome  arid  accompanied  with  muco- purulent  expec- 
toration, there  is  rapid  loss  of  flesh  and  strength,  the  patients 
pass  into  the  typhoid  state  with  alternating  delirium  and  stupor. 
The  physical  signs  which  existed  earlier  in  the  d  -utinue, 

and  there  are  added  the  coarse  and  gurgling  rtlea  which  accom- 
pany the  dilatation  q|  tin-  bronchi  and  the  stiffening  ol  the  dead 
areas  of  consolidation.  These  patients  ili»'  at  the  end  of  a  few 
weeks  or  months. 

Improve  veiy  considerably.     The  temperature  falls,  the 
expectoration  diminishes,  the  eoh  _  nequent,  the  appetite 

returns.  The  patients  gain  flesh  and  strength,  they  are  able  to 
leave  the  bed,  and  later  the  house,  but  yet  they  are  not  well.  A 
considerable  portion  of  the  lung  remains  diseased  and  the 
patients  go  on  to  the  condition  of  chronic  phthisis. 

Recover.  Of  the  lesions  of  acute  phthisis,  the  tubercular 
changes,  the  death  of  portions  of  lung,  and  the  dilatation  of  the 
bronchi  are  necessarily  permanent.  On  the  other  hand,  the 
irrhal  bronchitis  may  subside,  the  epithelium,  pus.  and  fibrin 
within  the  air  spaces  may  degenerate  and  be  absorbed.  It  is  pos- 
sible, therefore,  for  the  patients  who  have  only  catarrhal  bron- 
chitis, exudative  pneumonia,  and  comparatively  little  tubercular 
pneumonia  to  recover.  We  see  this  in  two  sets  of  cases.  First, 
the  patients  who  have  consolidation  of  an  entire  lobe,  due  to  the 
filling  of  the  air  spaces  with  epithelium,  pus,  and  fibrin,  and  to 
the  presence  of  miliary  tubercles.  The  epithelium,  pus. and  fibrin 
can  be  absorbed,  the  tubercles  are  converted  into  fibrous  tissue, 
and  the  patients  get  well  with  a  lung  which  is  normal  except 
for  the  presence  of  fibrous  nodule*.     Second,  the  patients  who 
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have  tubercular  broncho-pneumonia  without  drat  motion  or  dila- 
tation of  the  bronchi,  and  without  areas  of  diffuse  consolidation. 
These  patients  can  get  well  with  lungs  which  are  normal  except 
for  the  presence  of  a  number  of  peribronchitis  fibrous  nodules. 

2.  The  subacute  cases.  The  extent  of  lung  at  llrst  involved  in 
small,  but  gradually  increases  in  size.  The  patients  usually  have 
cough  with  mucous  or  muco-purulent  sputa  which  contain  bacilli, 
but  sometimes  there  is  very  little  either  of  cough  or  of  expectora- 
tion, and  that  even  while  cavities  are  being  formed.  The  diffi- 
culty in  breathing  increases  with  the  extent  of  lung  involved, 
pain  over  the  chest  is  present  in  some  cases,  absent  in  others. 

There  is  regularly  a  rise  of  temperature,  in  the  afternoon  with 
sweating  at  night,  and  the  temperature  is  higher  and  more  con- 
tinous  after  cavities,  with  suppurating  walls,  are  formed.  Hut 
we  have  to  become  accustomed  to  very  great  discrepancies  be- 
tween the  lung  lesion  and  the  height  of  the  temperature,  and  even 
to  find  no  fever  with  an  advancing  consolidation  of  the  lung. 

There  may  be  bleeding  from  the  bronchi  or  from  erode*  1  ves- 
sels in  the  walls  of  cavities.  A  large  hemorrhage  from  the  bron- 
chi  is  apt  to  precede  the  inflammation  of  a  fresh  portion  of  the 
lung.  The  patients,  as  a  rule,  have  no  appetite  and  gradually 
lose  flesh  and  strength.  But  in  some  persons  the -change*  in  the 
long  for  some  tim*-  produce  very  little  effect  on  the  u**i\frn\ 
health.  And  it  is  sometimes  very  curious,  and  of  important  in 
fudging  of  treatment,  to  see  patients  eating  well  and  gaining 
fe«h  wi*h  eoii*-'-]:da*:on  of  an  entire  lunir  and  without  any  real 
•'i^rcuiar  pf;<-i,*r.ofjja. 
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began  to  sough.  After  a  few  days  there  was  nmco-purulent 
sputum.    F*«r  seven  daya  there  has  bwn  fever  every  evening. 

Now,  on  the  twelfth  day,  there  are  dulneas  ami  suberepitant 
rales  over  tin-  whole  of  the  right  Lung,  sin*  continued  in  the 
same  condition,  with  afternoon  fever  and  steady  loss  of  fled) 
ami  strength,  until  she  died  on  Hie  thirtieth  day, 

Autopsy. —The  brain  was  not  examined. 

The  heart,  liver,  kidneys,  and  intestines  are  normal. 

The  right  lung  is  entirely  consolidated  with  red  and  gray  hepa- 
tization mottled  with  small  miliary  tubercles.  In  the  left  upper 
Jobe  there  arc  the  same  changes,  hut  to  a  h-ss  extent. 

In  the  diffuse  hepatization  the  air  spi  lilled  with  epithe- 

lial cells,  pus  cells,  ami  granular  matter, 

Yfl.  Acutt  Broncho-Pneumonic  Phthisis;  H&cov&ry; 
fhnfh  after  f»itr  years  from  Cana  >■  of  the  Common  Bik  Duct*— 
Female,  39  years  old,  January  14.  l*s4. 

Seventeen  years  ago  she  had  a  single  haemoptysis,  not  folio 
by  any  illness.     Eight  years  ;il'<'  she  had  another  bsmoptyaia. 
Four  years  jil'<>  another  haemoptysis,  followed  by  pain  in  the 
lower  lobe  »»f  the  left  lung. 

In  -January.  1880,  she  had  another  haemoptysis,  followed  by 
cough  and  expectoration,  afternoon  fever,  pain  in  the  left  cheat, 
with  il illness  and  bronchial  breathing  over  thejower  lobe  of  the 
left  Iuiil'. 

She  continued  in  the  same  condition  until  March,  when  she 
hi  to  improve,  and  by  -June  there  were  no  more  const  it  Ut  MM 
s\  mptoms  or  physical  signs, 

Sh utrnned  well   and  without   pulmonary  symptoms  until 

July,  1883,  when  she  began  to  lose  flesh  and  strength. 

In  October,  1883,  jaundice  appeared  and  continued. 

In  January,  1884,  she  came  bad  to  the  hospital  with  bad  oh- 
sinn-tive  jaundice.    There  were  no  physical  e  r  the  lungs, 

March  15,  1S>4.  she  died. 

Autopsy.- — The  body  is  emaciated  and  jaundiced. 

The  brain  was  m>t  examined. 

The  heart  is  small. 

The  lowi-r  lobe  of  the  left  lung  is  small.  The  pulmonary 
pleura  is  thickened  and  Ihe  lung  puckered,  Scattered  through 
this  lobe  are  little,  cheesy  nodules  which  look  like  small 
bronchi,  filled  with  cheesy  pus  and  surrounded  by  vesicles  with 
obliterated  blood  vessels  and  cheesy  contents.  Around  ih 
nodules  are  Bones  of  connective  tissue  well  supplied  with  blood 
vessels. 

There   is   a    small    carcinoma    of   the   common   bile   duet    with 
ndarv  nodules  in  the  liver. 
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f- VIII.    Acute  Broncho-Pneumonic  Phthisis  urith  Miliary 
tsnd    Diffun    Consolidation.— Ma\*\     ::       .irs   old, 
August  19,  1894. 

He  siivs  that  he  was  well  until  two  weeks  tgO;  then  he 
woke  op  in  the  night  with  a  stitch  in  the  left  aide,  The  pain 
continued,  with  prostration,  fever,  dyspncpa.  eoiijrh  and  scanty 
sputum.  Now,  on  the  fifteenth  day,  la-  is  fairly  nourished. 
Over  the  whole  left  tang  there  are  dulness  on  percussion,  BUD- 
crepitant  r&lea,  and  bronchia]  breathing. 

The  temperature  ran  from  98°  to  100°   P.  fa  the  morning  and 

from  102*  to  10oc  F,  in  the  evening,  ilnj  pulse  Prom  96  to  134, 
breathing  from  26  to  44. 
On  the  fiftieth  day  he  developed  thrombosis  of  th<>  left  femoral 
vein. 

Be  and  died  mi  the  W  \rMf y-fifth  day. 
Autopsy, — The  body  is  emaciated. 
The  brain  was  not  examined. 
Tie-  heart  is  normal. 

The  left  lung  is  completely  consolidated — diffuse  rnl  hepa- 
tization mottled  with  small  white  areas.     In  the  diffuse  hepa- 
tization the  air  spaces  are  filled  with  epithelial  cells,     The  white 
nine  of  them,  composed  of  small  bronchi  with  thick* 
.  lis  and  zones  of  peribronehitic  pneumonia,  while  others 
iliarv  tubercles. 
The  right  lung  is  congested  and  (Edematous;  it  is  studded  with 
miliary  tubercles  and  small  areas  of  broncho-pneumonia. 

Tie*   liver  is  fatty. 

The  spleen  is  large  and  soft. 
The  kidneys  are  normal. 

itomach  shows  the  changes  of  chronic  gaatritia. 

The  intestines  an*  normal. 

There  is  a  lame  ml  thrombus  in  the  left  external  ilia<-  and 

[cute  Phthisis  with  Necrosis,—  Male,  27  wars  old. 
1882. 
Four  we  o  he  bejran  to  have  chills,  followed  by  fever' 

second  night.    Three  ago  he  began  to  cough  with 

scanty  sputum. 

Now,   it  the  end  of  four  weeks,  his  tongue  is  dry  and  coated, 
bo*  ilar:  urine  l«»i!5t  n«>  albumin.     Over  the  whole  left 

g  behind   there  are  dulness  on   percussion,  bronchial   v< 
and  breathing,  and  subcrepitant  rales.     The  patient  continued 
•juietly  in  bed,  with  flushed  face,  taking  very  little  notice 
of  anything,  until  he  died  at  the  end  of  four  months. 
!  \    see  Fitf.  71.) 
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Autopsy.— The  brain  was  not  examined. 

The  heart  is  normal. 

The  stomach,  spleen,  and  kidneys  are  normal. 

In  the  ileum  the  lowest  Peyers  patch  is  swollen  and  con- 
tains miliary  tubercles. 

The  left  pleural  cavity  is  one-third  full  of  turbid  serum;  the 
pulmonary  pleura  is  coated  with  fibrin.  The  whole  left  lung 
is  completely  consolidated — diffuse  hepatization,  cheesy  nod- 
ules, and  small  cavities  with  ragged  walls.  The  upper  lobe  of 
the  right  lung  is  in  the  same  condition. 

Case  X.  Acute  Phthisis;  Rapid  Formation  of  Bronchiecta- 
*i<*.— Female.  24  years  old.  October  16,  1883. 

Seven  weeks  ago  she  began  to  cough  with  profuse  sputum, 
followed  by  night  sweats  and  rapid  loss  of  flesh  and  strength. 

Two  weeks  ago  she  began  to  have  diarrhoea,  which  continued 
until  two  days  ago. 

Now  she  is  feeble  and  emaciated,  with  cough  and  profuse 
muco-purulent  sputum.  There  are  dulness  on  percussion  and 
coarse  and  subcrepitant  rales  over  the  whole  left  lung. 

The  temperature  ran  irregularly  between  98°  and  103°  F..  she 
had  diarrhoea,  became  stupid,  and  died  after  being  sick  eleven 
weeks  in  all. 

Autopsy.— The  brain  was  not  examined. 

The  heart  is  normal. 

In  the  right  lung  there  are  some  old,  hard  miliary  tubercles 
near  the  centre  of  the  lung. 

The  left  lung  is  completely  consolidated  with  diffuse  hepati- 
zation and  large  and  small  cheesy  nodules.  In  the  upper  lobe 
are  two  large  cavities  communicating  with  bronchi.  The  lower 
lobe  is  honeycombed  with  cavities  corresponding  to  large  bronchi 
with  cheesy  walls. 

The  liver,  spleen,  and  kidneys  are  normal. 

The  lower  part  of  the  ileum  and  the  upper  part  of  the  colon 
are  congested  and  coated  with  fibrin. 

The  Prognosis  of  acute  phthisis  is  unfavorable.  Complete  re- 
coveries are  rare,  but  the  number  of  patients  who  go  on  living 
with  damaged  lungs  for  many  years  is  considerable. 

Treatment.— While  the  inflammation  of  the  lungs  is  active 
the  patients  are  to  be  kept  in  bed.  on  a  fluid  diet,  the  haemoptysis 
controlled  by  ergot,  hydrastis,  or  ipecac,  the  patients  made  more 
comfortable  by  opium  or  the  bromides.  The  preparations  of 
creosote  are  of  service. 


<  HR0N1C   PHTHISIS. 


As  the  acuteuess  of  the  inflammation  subsides,  the  patients 
return  to  solid  food,  they  get  out  of  bed,  and  the  question  of  a 
Btritable  climate  for  them  has  to  be  determined. 

In  >«»n)e  cases  it  is  evident  that  the  changes  in  the  lungs  are  so 

extendi \"  ;md  profound  that  no  improvement  can  be  expected; 

patients  are  best  kept  at  hoiur. 

In  some  eases  the  extent  of  lung:  involved   is  comparatively 

!].  so  that  we  may  hope  for  complete  or  incomplete  recovery. 

The  proper  climate  tor  these  patients  is  a  dry.  inland  one  where 

tin  y  are  not  likely  to  have  fresh  attacks  of  inflammation  of  the 

lung.     Whether  this  climate  should  be  a   warm  or  a  cold  on* 

must  be  determined  by  the  character  of  the  individual-     In  the 

s  of  tubercular  hnmcho-pneumonia  without  consolidation  a 

cold,  dry.  inland  climate  seems  t€  be  the  best 


Chronic  Tubebculab  Phthisis, 


Definition.— A  chronic  affection  ol  the  Lungs  characterized  by 
tubercular  inflammation  associated  with  p  re  and  exuda- 

tiva inthnniuation. 
Etiology,— Chronic  phthisis  regularly  succeeds  acute  or  sub- 
phthisis,  but  it  may  also  follow  aeute  or  chronic  miliary 
\t  the  lungs,  or  a  tubercular  inflammation  of  some 
other  part  of  the  body, 

Morbid  Anatomy. — The  changes  in  the  Iuiil'n  arc  ol  the  same 
nature  as  those  found  in  acute  phthisis,  hut  modified  by  the  long 
duration  of  the  inflammation.    The  pleura  l  with  wot 

*ive  layers  of  fibrin,  or  thickened  by  the  growth  of  new  connec- 
with  adhesions.  More  or  less  of  the  lung 
il  consolidated.  This  consolidation  is  effected  partly  by  the 
I  of  the  cavities  of  the  air  spaces  with  inflammatory  prod- 
lv  by  a  growth  of  new  tissue  in  the  walls  ol  tL 
tween  them. 
When  the  hepatization  is  effected  only  by  changes  within  the 
cavities  of  the  air  spaces,  the  affected  portions  of  lung  are  solid, 
increased  In  ^ize.  of  red,  gray,  white,  or  yellow  color.  When  the 
hepatization  is  due  to  interstitial  inflammation  the  affected  por- 
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tion  of  lung  is  dense,  hut  may  still  !>«■  partly  aerated;  it  is  dimin- 
ished in  size  and  looks  like  tihnms  tissue  or  granulation  tissue, 
ii  is  often  changed  in  color  by  tlie  deposition  of  black  pigment. 
The  combination  of  intr&-alveolar  and  i n i erstitial  pneumonia 
with  dilatation  of  the  broachi  and  the  formation  of  cavities  gives 
real  variety  of  pictures. 

We  find  some  of  the  air  spaces  filled  with  large  epithelial  cells 
either  well  formed  or  fatty;  some  with  an  amorphous  granular 
matter  or  a  peculiar  translueenl  coagulated  substance;  some  with 

fibrin,  pus,  and  epithelium  either  fresh  or  in  the  conditio 
cheesy  degeneration;  some  with  new  connective  tissue,  The 
walls  of  these  air  spaces  remain  unchanged,  or  they  an-  com- 
pressed  and  tlie  blood  vessels  obliterated,  or  they  are  thiekened. 
The  interstitial  inflammation  affects  the  walls  of  the  an  span's. 
the  bronchi,  the  blood  vessels,  and  the  septa  between  the  lobules, 
It  results  in  the  production  of  new  oonneotive  tissue,  of  round- 
celled  tiaaue,  and  of  tubercle  i  issue,  either  separately  or  together. 

By  this  growth  the  air  spaces  are  compressed,  deformed,  and  ob- 
literated in  a  variety  of  ways. 

The  walls  of  some  of  the  bronchi  are  infiltrated  with  round 
Cells  Or  with  tubercle  tissue.  This  infilt  ration  is  sot  symmetries!, 
but  affects  a  bronchus  in  some  particular  portion  of  its  length, 
and  in  this  portion  some  parts  of  the  circumference  of  the  bron- 
chus are  affected  more  than  others.  As  a  result  of  this  irregular 
infiltration  the  wall  of  the  bronchus  yields  here  and  there,  and 
small  sacculated  dilatations  are  formed.  In  some  eases,  espe- 
cially in  chronic  miliary  tuberculosis,  the  cavities  thus  formed 
simply  become  larger  and  larger,  compressing  the  surrounding 
lung.  More  frequently,  however,  the  process  extends  from  the 
wall  of  the  bronchus  to  the  surrounding  air  vesicles,  bo  that  the 
bronchus  is  surrounded  with  tubercle  tissue,  round-celled  I 
and  air  vesicles  filled  with  inflammatory  products.  Then  necro- 
sis seta  in.  with  softening  of  the  walls  of  the  bronchus  and  of  the 
surrounding  inflamed  lung.  So  cavities  are  formed  partly  by 
destruction  of  tissue,  partly  by  dilatation  of  bronchi  of  which  th** 
walls  are  either  necrotic  or  suppurating. 

Sonic  of  the  cavities  in  chronic  phthisis  seem  to  be  formed 
simply  by  the  softening  of  areas  of  coagulation  necrosis,  but  the 
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larger  number  are  bronchiectasis  such  as  have  just  been  de- 
scribed. 

The  cavities  which  are  formed  bv  dilatation  without  necrosis 
of  their  walls  may  be  developed  with  hardly  any  cough  or  expec- 
toration. As  we  examine  the  patients  from  time  to  time,  the 
change  in  the  percussion  and  the  breathing  show  the  increasing 
size  of  a  cavity  which  remains  nearly  dry  and  empty. 

The  cavities  formed  both  by  dilatation  and  necrosis,  on  the 
contrary,  are  regularly  accompanied  by  an  harassing  cough  ani 
profuse  expectoration.  They  contain  pus,  mucus,  fragments  of 
dead  tissue,  and  great  numbers  of  tubercle  bacilli.  Their  walls 
are  ragged  and  irregular,  partly  necrotic,  partly  suppurating. 
In  this  active  condition  the  cavities  may  remain  up  to  the  time  of 
the  patient's  death.  Or.  instead  of  this,  the  active  processes  may 
subside,  the  production  of  pus  and  the  death  of  tissue  cease,  the 
cavity  become  dry  and  its  walls  changed  into  fibrous  tissue. 
The  natural  tendency  of  all  these  cavities  is  to  increase  in  size 
and  open  into  each  other. 

Miliary  tubercles  are  scattered  through  the  inflamed  lung  in 
varying  numbers. 

The  tubercle  bacilli  are  found  principally  in  the  walls  of  the 
cavities  and  in  the  inflammatory  products  which  have  undergone 
cheesy  degeneration. 

Symptoms. — The  cough  depends  principally  upon  the  bronchi- 
tis and  the  morbid  processes  iroing  on  in  the  walls  of  the  cavities. 
The  expectoration  consists  of  mucus,  pus,  and  fragments  of  dead 
lung  tissue,  with  many  tubercle  bacilli.  But  in  patients  with 
consolidation  of  the  lung  without  bronchitis,  and  with  cavities  of 
which  the  walls  are  comparatively  healthy,  the  cough  and  expec- 
toration amount  to  very  little.  Generally  speaking,  however,  the 
quantity  of  the  sputa  and  the  number  of  the  bacilli  are  a  fair 
test  of  the  activity  of  the  morbid  process. 

Haemoptysis  occurs  in  a  large  proportion  of  the  cases,  and  at 
any  time  in  the  course  of  the  disease.  After  some  of  these  bleed- 
ings the  patients  feel  more  comfortable,  but  after  others  there  is 
a  rapid  extension  of  the  disease.  Hemorrhages  from  eroded  ves- 
sels in  the  walls  of  cavities  are  very  dangerous. 
In  some  of  the  patients  the  pleurisy  from  time  to  time  gives 
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pain.  In  others  there  is  a  considerable  exudation  of  serum  in 
one  of  the  pleural  cavities,  which  increases  the  difficulty  in 
breathing.  The  softening  of  a  dead  portion  of  lung  or  the  rup- 
ture of  the  wall  of  a  cavity  just  beneath  the  pleura  may  cause 
perforation,  pneumothorax,  and  then  either  a  pleurisy  with  effu. 
sion  or  an  empyema.  At  the  time  of  the  perforation  the  patients 
feel  as  if  something  had  driven  way,  and  at  once  suffer  from 
the  most  argent  d^spnOM.  The  heart's  actiou  becomes  rapid 
and  feeble,  and  the  veins  throughout  the  body  congested.  The 
characteristic  physical  signs  are  soon  evident.  Such  a  perfora- 
tion usually  proves  fatal  within  g  Few  days  Off  weeks. 

The  dyspnoea  an  exertion  increases  with  The  extension  of  the 
disease  and  the  consequent  diminution  in  the  extent  of  lung  avail- 
able for  breathing. 

Tubercular  laryngitis  occurs  later  in  the  disease  with  chronic 
phthisis  than  with  chronic  miliary  tuben  i  rise  to 

GOttgh,  boa  WHEIMI,  and  pain. 

The  fever  and  the  sweating  at  night  eeeai  to  be  related  to  the 
><  writy  of  the  hrom-hitis,  and  of  the  necrosis  and  suppuration 
of  the  eavities.  The  temperature  rim  and  Wla  according  to 
the  activity  of  these  conditions,  The  consolidation  ol  the  lung 
alni mi  extend  with  little  or  no  fever. 

The  functions  of  the  stomach  and  liver  are  80086?  or  later  af- 
i>rted.  either  With  or  without  chronic  eatarrhal  gastritis  and 
fatty  infill  ration  of  tie-  liver,  Loafl  ol  appetite,  repugnance  to 
fund,  nausea,  vomiting,  and  gastric  pain  may  v  annoy  the 

patient. 

Toward  the  eloae  of  the  diaease  b  severe  diarrhcea  often  let*  in. 
and  the  patients  lose  fieth  and  strength  very  rapidly,  Iu  these 
patients  after  death  we  may  tind  tubercular  ulcers  of  the  small 
intestine  or  only  a  eatarrhal  colitis.  It  may  also  happen  that 
extensive  tuherenlar  ulcers  of  the  small   intestine  exist   without 

any  diarrhoea  at  alb 

Tubereolar  meningitis,  or  peritonitis,  or  nephritis  may  oeeur 
as  eompHeating  inflatnmationa. 

Chronic  degeneration  of  the  kidney,  or  ehronic  nephritis  with 
or  without  exudation,  are  often  developed  after  the  phthisis  has 

;  for  some  time. 
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In  women  menstruation  is  either  irregular  or  stops  altogether. 
The  physical  signs  with  only  a  small  aiv.i  of  lung  consolidate  1 

:  dulness  on  percussion,  hroneho-wsieuiar  or  feeble  breathing, 
increased  vocal  resonance,  increased  bronchial  whisper,  and,  in 
addition,  subcrepitant  rales  and  friction  minds.  As  more  of  the 
lung  is  consolidated  the  dulness  on  percussion  becomes  more 
marked,  the  voice  and  breathing  approach  more  nearly  to  the 
bronchial  character,  and  an  increasing:  bronehitis  gives  BOOM 
and  subcrepitant  rales.  After  cavities  have  been  formed  tlie 
-ion  sound  changes  to  flatness,  tympanitic  resonance,  or 
cracked-pot    sound.     The   breathing   and    voice    remain    oi" 

taenia]  quality  or  become  cavernous,    There  may  be  gargling 

The  patients  regularly  lose  flesh  and  strength  in  proporti. 
the  extent  of  lung:  diseased.    But  it  is  not  rare  to  aee  persona, 
who  are  well  nourished  and  comparatively  strong,  with  extensive 
changes  in  the  lungs. 

If  we  compare  chronic  miliary  tuberculosis  with  chronic 
phthisis,  we  may  say  [hat  in  the  former  there  are  but  few  tuber- 
haeilli  in  the  sputa  or  in  the  lungs,  but  little  necrosis  or  sup- 
pur;i!iMMi  and  less  consolidat  ion  of  the  tling,  but  a  loss  of  health 
and  nutrition  mueh  greater  than  would  be  expected  from  the  ex- 
tent of  the  pulmonary  lesion. 

In  chronic  phthisis,  on  the  other  hand,  the  number  of  tub- 
bacilli  in  the  sputa  and  in  the  Lungs  is  Large,  necrosis  and  sup- 
puration  are  regularly  present,  the  patients  seem  to  suffer  ratter 
from  septic  than  from  tubercular  infection,  the  severity  of  the 
tptoms  is  usually  in  direct  relation  with  the  extent  of  lung 
inflamed. 

Prognosis.— li  is  possible  for  the  inflammatory  and  necrotic 
processes  which  beleng  to  chronic  phthisis  at  any  time  to  eesj 
When  this  happens,  all  symptoms  of  pulmonary  diaeaa 

md  thp  patients  are  apparently  cured.    The  portions 
lung,  however,  which  have  been  destroyed  or  converted  into 
Jew  are  never  replaced  by  lung  tissue,  so  that  the  injury 

inflicted  on  the  lunjjs  is  a  permanent  one.     The  fibrous 

left   behind  after  the  subsidence  of  acfi 
Liable  U  ■»  which  fresh  attacks  of  in- 

tfl 
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tla  munition  and  fresh  infection  may  proceed.  The  prognosis  is, 
therefore,  unfavorable,  although  life  may  be  prolonged  in  com- 
pel raliw  OOmfott  for  many  years. 

Treatment.  Cases  of  chronic  phthisis  are  to  be  managed  in 
the  gsme  way  as  ike  the  caaefl  of  chronic  miliary  tuberculosis. 

I  think  that  such  patients  do  best  in  a  dry.  inland  climate 
where  the  altitude  is  I10<  very  high,  and  they  should  reside  per* 
Tnarn •  r i t  1  \  in  such  a  climate. 

The  patients  with  a  - 1  deal  of  bronchitis,  or  with  suppurat- 
ion i-avitirs,  may  he  much  benefited  by  the  continuous  inhalation 
of  creosote, 

One  nIhmjU  \n>  particularly  careful  in  advanced  eases  of  this 
kind  not  lo  send  the  patients  away  from  home  to  die. 


Svpimrrit    PNEUMONIA. 


In  children  who  have  inherited  syphilis,  a  number  of  inflam- 
mations of  different  parts  of  the  body  are  liable  to  be  developed 
soon  after  birth.  The  lungs  are  not  exempt.  They  may  be  stud* 
(led  with  miiiiiMv  tumors  of  different  sizes,  or  they  may  be  the 
seat  of  interstitial  *>r  *>f  intra- alveolar  pneumonia. 

The  interstitial  pneumonia  may  cause  the  consolidation  of  one 
ii  more  lobes,  The  section  of  sueh  a  consolidated  lobe  is  smooth 
and  of  grayish  or  white  color.  The  consolidation  is  effected  by  a 
iMMwth  of  new  tissue  in  the  walls  of  the  air  spaces,  the  bronchi, 
and  the  blood  vessels,  together  with  the  filling  of  some  of  the 
air  spaces  with  epithelium. 

The  intra-alveolar  pneumonia  also  produces  a  whitish  hepa- 
tization of  considerable  portions  of  the  lung.  But  the  consoli- 
dation is  effected  entirely  by  the  filling  of  the  air  spaces  with 
fatty  epithelium. 

The  rlmiral  symptoms  in  these  children  are  obscure.  They 
often  haw  .tiler  syphilitic  lesions  besides  those  in  the  luntrs.  ;md 
beeome  weaker  and  more  emaciated  from  day  to  day.  without 
any  pulmonary  symptoms  except  the  physical  signs  of  the  con. 
iolidation. 

In  adults,  syphilitic  inflammations  of  the  hinir  are  rare.     Tkfi 
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Election  of  cases  that  1  have  seen  is  that  given  by  Hitter  in 

hafiU  Annate*  fox  1684s.    He  gives  68  eases  of  uuniistak- 

able  syphilitic  pneumonia. 

Morbid  Anatomy,— The  intlamiimthm  is  of  productive  I'harac- 

itfa  the  formation  of  round-celled  tissue,  of  gummy  tumors, 

ami  of  new  connective  tissue,     There  may  also  Km  souk*  exudation 

into  the  air  spaces  Bad  a  formation  of  epithelial  cells  in  the  air 

The  new  tissue  is  formed  in  the  walls  of  the  bronchi,  the 

a )(|ls  q|  the  air  spaces,  the  walls  of  the  blood  vessels,  the  sepia 

en  the  lobules,  and  the  pleura.     The  new  tissue  is  of  low 

vitality  and  may  become  necrotic.     There  results  from  such  an 

inflammation,  therefore:  stenosis,  ulceration  or  dilatation  of  the 

bronchi,  consolidation  of  parts  of  the  hum.  obliteration  of  the 

blood  vessels,  lobulation  of  the  Lung,  and  thickening  of  the  pleura. 

The  gross  appearance  of  the  lungs  will  accordingly  vary  in 

different  cases. 

1.  There  is  an  interstitial  inflammation  beginning  at  the  root 
of  the  lung  around  the  large  bronchi  and  blood  vessels.  This 
causes  stenosis  of  the  bronchi,  consolidation  of  the  lung,  or  masses 
of  fibrous  tissue  along  the  lines  of  the  bronchi.  The  eases  vary 
as  to  whether  the  stenosis  of  the  bronchi  or  the  consolidation  of 
the  lung  is  the  principal  feature, 

2.  The  inflammation  follows  the  type  of  a  broncho-pneumonia 

thickening  of  the  walla  of  the  bronchi  and  small  zones  of 
peribronchitic  pneumonia. 

;{.  There   are    Large   or  small    irregular   masses,   or  hands,   of 
fibrous  tissue  in  any  pari  of  the  lung.    These  replace  the 
hi n ir  tkeue,  and  in  them  may  be  cavities  formed  by  the  dilatation 
Of  The  bronchi, 

4.  AVith  the  interstitial  pneumonia  there  may  lie  associated  the 
forma  gummy  tumors,  or  an  obliterating  endarteritis  with 

of  necr 

With  more  or  less  interstitial  pneumonia  at  the  runts  of  the 
Krogg  there  is  a  syphilitic  inflammation  of  the  walls  of  the  large 

<ti.  the  trachea,  and  the  larynx.     These  walls  are  thicl 
in  some  places,  ulcerated  in  others,  so  that  in  some  plaees  tli 
in  others  dilatation. 
Symptoms. — Syphilitic  pneumonia  is  one  of  the  later  manifes- 
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tat  ions  of  syphilis,  in  most  of  the  cases  coaling  on  several  years 
after  the  initial  lesion.  A  great  many  of  the  patients  have  other 
-y | -ill i  1  i tie  lesions — a  faet  of  much  assistance  in  making*  a  diag- 
nosis, which  is  always  difficult. 

of  the  pulmonary  symptoms  perhaps  the  most  constant  is 
dyspntea.  This  is  like  any  dyspnoea  due  to  narrowing  of  th^ 
trachea  or  large  hronchi.  First  a  dyspnea  on  exertion,  then  a 
constant  dyspnaja  made  worse  by  the  least  bodily  or  mental  ex- 
ertion, and  becoming  more  and  more  distressing  up  to  the  time 
of  the  patient's  death. 

Cough  is  present  at  some  time  in  most  of  the  cases— a  dry 
cough,  ;i  Laryngeal  cough,  or  a  cough  with  mucous  or  muco-puru- 
lent  expectoration.  Small  or  large  hseinoptyses  occur  from  time 
to  time  in  some  eases. 

Pain,  referred  t€  some  part  of  the  chest,  is  present  in  some 
cases,  ;il>srni  in  others, 

A  febrile  movement  seems  to  be  the  rxeeption  rather  than  the 
rule. 

If  a  syphilitic  laryngitis  exists  the  symptoms  belonging  to  this 
will  be  added  to  those  of  the  pneumonia.  ' 

The  physical  signs  vary  with  the  exact  eondition  of  the  inn l:^ 
and  are  often  obscure.  They  depend  upon  tin*  pleurisy,  the 
bronchitis,  the  stenosis  or  dilatation  of  the  bronchi,  and  the  Con- 
solidation of  the  fang, 

Sn  in  tli^  different  eases  we  may  get  tubular  breathing  over 
one  or  botti  LongS,  absence  of  breathing  over  one  fang  or  part  of  a 
lung,  subcrepitant,  coarse,  or  irnrgling  rales,  usually  localized, 
dnlness  i>n  pereussmn.  ami  increase  in  weal  resonance  accord 
to  the  extent  of  the  consolidation. 

The  fact  that  the  iuHammation  involves  the  roots  of  I  he  Lungs 
rather  than  their  apices  causes  Che  physical  sigtts  to  be  heard 
largely  over  the  central  portions  of  the  fangs,  while  in  tuber- 
cular inflammation  of  the  LtmgB  it  is  over  the  upper  lobes  that 
the  physical  signs  are  usually  heard. 

The  symptoms  continue  for  weeks  or  months,  the  patients 
gradually  lose  flesh  and  strength,  and  anally  die  from  the  inter- 
ference with  breathing  or  worn  out  with  fche  d 

The  IHagiuk  be  difficult    The  symptoms  referable 
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those  of  chronic  tuberculosis,  of  aneurism  of  the  aorta,  of  intra- 
thoracic tumors,  and  of  actinomycosis  of  the  lung.  We  are  very 
dependent  upon  the  history  of  the  patient  and  the  presence  of 
other  syphilitic  lesions. 

Treatment.— It  is  natural  in  these  patients  to  adopt  an  ener- 
getic treatment  with  mercury  and  the  iodide  of  potash,  although 
the  rule  seems  to  be  that  the  disease  is  fatal. 

Case  I.  Syphilitic  Pneumonia;  Death  with  Profuse  Hcemopty- 
*w.— Male,  60  years  old,  February  8,  1868. 

The  man  came  into  the  hospital  coughing  up  large  quantities 
of  blood,  and  died  in  a  few  hours. 

Autopsy.— There  is  the  scar  of  a  chancre  on  the  penis. 

The  surface  of  the  sternum  is  eroded.. 

There  is  a  gummy  tumor  in  the  liver. 

In  the  apex  of  the  left  lung  there  are  several  small  cavities 
full  of  blood.  Around  these  there  is  a  diffuse  growth  of  fib- 
rous tissue  in  which  are  several  small,  gummy  tumors. 

In  the  apex  of  the  right  lung  there  is  a  diffuse  growth  of 
fibrous  tissue  in  which  are  gummy  tumors. 

Case  II.  Syphilitic  Pneumonia;  Diffuse  Hepatization  and 
Gummy  Tumors.— Male,  43  years  old,  March  1,  1883. 

Three  years  ago  he  began  to  have  cough,  pain  in  the  left  side, 
and  dyspnoea.  Cough  and  muco-purulent  sputum  have  contin- 
ued ever  since. 

Six  months  ago  he  had  several  small  hremoptyses. 

Now  he  is  pale  and  emaciated,  the  tongue  dry  and  brown,  with 
dyspnoea,  cough  and  profuse  muco-purulent  sputum:  tempera- 
ture 97°  to  99°,  pulse  104,  breathing  40 :  urine  1014,  a  large  quan- 
tity of  albumin. 

A  week  later  he  died. 

Autopsy. — The  brain  was  not  examined.' 

The  heart  is  normal. 

The  left  pleural  cavity  is  half  full  of  purulent  serum.  The 
costal  and  pulmonary  pleura?  are  coated  with  fibrin  and  pus. 
The  lung  is  compressed  and  unaerated.  In  the  lower  lobe  are 
a  number  of  gummy  tumors,  from  the  size  of  a  pea  to  that  of  a 
chestnut,  surrounded  by  diffuse  fibrous  tissue. 

The  entire  right  lung  is  in  the  condition  of  red  hepatization. 
The  walls  of  the  air  spaces  are  thickened,  without  much  cell 
growth.  Some  of  them  contain  epithelium,  fibrin,  and  pus, 
others  a  fibrillated  or  homogeneous  basement  substance  contain- 
ing cells  and  new  blood  vessels. 


GANGRENE  of  the  lung. 

The  kidneys  weigh  24  ounces-  the  Malpujlnau  tufts  ;nv  waxy 
and  there  are  marked  changes  in  the  epithelium  of  the  cortex 

tubes 

Case  III,    8yphititic  Pneumonia;  Necrorii  0/  Trachm  and 

Largt  lironrhi  —  Female,  33  years  old,  July  2d.  ISSS. 
Five  months  ago  she  began  to  have  cough  with  Draco-purulent 

tpuuim  and  dyspnoa  00  cxei lion. 

Six  weeks  ago  she  began  to  have  pain  in  the  throat  on  swallow- 

Ten  days  ;i>jn  the  voice  changed  to  a  strididous  whisper.  She 
has  been  steadily  losing  flesh  and  strength. 

Now  she   is   pale  and  emaciated,   the   tOngUfi   coated   and   dry. 

pulse  L20,  breathing  10,  temperature  103°. 

There  is  stridulotts  breathing,  laryngeal  dyspnoea,  and  hardly 
any  voir.-. 

Over  both  lungs  there  is  sibilant  and  sonorous  breathing  with 
poor  pulmonary  resonance. 

Urine  1020,  trace  of  albumin. 

An-just  ■-!  trad tozny  was  performed  fee  relieve  the  dyspm 

October  <>  there  were  flatness  on  percussion  and  coarse  riles 

OVOT  the  wle»le  left  cheat    The  temperature  ran  from  98°  to  104°. 

After  three  months  in  the  hospital  she  died. 
Autopsy,— The  brain  was  not  examined. 
The  heart,  liver,  spleen,  and  stomach  are  normal* 
The  kidneys  are  a  little  enlarged,  their  capsules  adherent,  the 
cortex  thick  and  pale. 
The  larynx  shows  no  change  in  the  epiglottis  or  vocal  cords, 

but   the  Laryngeal  eartilaiies  an'  neerotie.      The  whole  length  of 

tin-  trachea  and  the  large  bronchi  of  the  lefl  long  are  congested, 
ulcerated,  and  irregularly  thickened  and  dilated. 
The  rigid  lung  is  large,  congested,  and  oedematoua. 

The  left  lung  is  severed  with  old  adhesions.  The  entire 
lung  is  in  a  condition  of  smooth,  dense  hepatization  with  small 
bronchi ecta tie  cavities  in  the  lower  lobe.  There  is  an  exten- 
sive diffuse  growth  of  new  connective  tissue  in  the  walls  of  the 
air  spaces,  the  bronchi,  and  tie  arteries,  and  in  the  interlobular 
septa,  so  that  a  large  number  of  the  air  spaces  are  obliterated, 

Gangrene  op  the  Lung. 


Definition.— Death  accompanied  by  putrefaction  of  a  portion 
of  the  lung. 

Etiology* — Whenever  the  vitality  of  a  portion  of  the  lung  is 


GANGRENE  OF  THE  LVNG.  -5*1 

impaired  and  at  the  same  time  the  bacteria  of  putrefaction  art* 
present,  there  may  be  gangrene.  It  is  found,  therefore,  with 
lobar  pneumonia,  hemorrhagic  infarctions,  compression  or  em- 
bolism of  the  pulmonary  or  bronchial  vessels,  wounds  of  the  lung, 
contusions  of  the  chest,  cavities  in  the  lung,  foreign  bodies  in  the 
bronchi,  cancer  of  the  oesophagus,  and  in  persons  whom*  health 
has  been  enfeebled  by  disease  or  privation. 

This  is  the  ordinary  account  of  gangrene  of  the  lung.  In  my 
own  experience  I  have  seen  gangrene  occurring  late  in  lobar 
pneumonias  and  as  a  primary  disease. 

The  primary  cases  are  not  uncommon  in  New  York.  They 
occur  in  persons  whose  health  has  previously  been  good,  without 
discoverable  cause.  They  run  an  acute  course  lasting  for  several 
weeks,  and  terminate  in  death,  in  recovery,  or  go  on  for  a  long 
time  with  cough  and  expectoration. 

Morbid  Anatomy.— Gangrene  of  the  lung  is  either  circum- 
scribed or  diffuse. 

Circumscribed  gangrene  occurs  in  the  form  of  one  or  more 
foci  of  small  size  where  the  lung  is  of  blackish  or  greenish  color, 
soft,  or  broken  down  into  ragged  cavities.     These  foci  have  a 
most  offensive  odor.     The  lung  around  them  is  inflamed  and  the 
air  spaces  contain  epithelium,  fibrin,  and  pus.     Sueh  gangrenous 
foci  when  one*'  formed  may  ine reside  in  size;  as  they  do  v*  the  ad 
joining   veins   may    b*eow>*    fille*)    with    infeetiou*    thrombi,    or 
eroded.     From  the  thrombi  irjf«*etious  emboli  ean  \n'  <'nrr\t'*\  wfo 
the  circulation  and  ^*t  up  inflammatory  foei  in  /Jiff'*r<-fjt  par  t>  of 
the  body.     From  the  *rod«"i  vessels  then;  are  e/jnsi'Jerabl*  hemor- 
rhages.    If  the  >p<.t  /,f  'jHr.'jt+ti*-  >  near  the  pleura  j*  «.;»;*  «-«    ,o 
either  a  simple  or  a   'jHT.-irtwr-i*   pi'"jrj\v.     Or  *>;<-   \>  .if.'.or.ar  v 
pleura  may  be  jierfora'^i     :A  :vo;,.v-j»,o*hor;sz  •.*-*.  ,.*      l'.**'^* 
bronchitis,  either  '•;*•;-.  rr.v      or  ('r**'*Wf***    jr. ay  v-  *'Y.".**>^  '.  ■   V.«- 
irritation  of  the  ^a*  .rr-r.      -  rr.%***"'      Jf  *?■•  ;#>.*. *'f.-*  ■«.'■',.*-•  *r« 
ffaDErrenou**   lH,r*'   r      r    .    '.?   .*    :-•*•■        •  ;■*.»'.  .**;     *    '■<  .  *  . 
farmed  "f  wh:r-r.  •:.*  "■>    -  4r~   rr.>.  r. ;'■-'.    .:-*'.   '/. r . :. *•"*         *  «*  .■ 
^ueh  a  cavity  rr.%y  .•*-.*•  *.'*  *  vr  %    *  r ;'  *  "      *  •    *  "  >.  ■  v  '-**.•  ".*. 
tract  ed. 

Diffuse  eaEsr-s-.v-  :*<;   --    w."  .  <-;•  *    *:.--  ,.-  ••"•  *>':  *   *" 

or  it  mar  V  r's  >+  *••  ■     •*•  *  : -'*      '"' '    /•*-<•>•   'v,«-.v    ■.*  > 
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lobe,  i  whole  lobe,  or  even  a  whole  lung,  may  be  involved.    The 
n  of  hing  involved  is  changed  into  i  soft,  foul-smelting, 

hlaekish  0T  greenish  BASS, 

Sitn'p!^tns,     The  patents  have  ii  cnuiili  wit Fi  innn1  or  less  fetid 

c&oration  nnd  a  fetid  breath.  There  ii  mueh  variety  as  to 
the  Quantity  of  tin*  expectoration;  it  may  be  scanty  or  abundant. 
When  it.  is  abundant  and  la  allowed  to  stand  for  a  time  in  a 
glass  it  separates  into  three  layers:  the  upper,  frothy,  opaque, 

and  of  a  p«y  Otf  yrllnwish  eoW;   the   middle,  al&AI 

watery;  Che  lower,  greenish  and  purulent,  or  mixed  with  blood. 
I;  consists  of  serum,  unions,  pus,  and  shreds  of  lung  tissue. 
There  may  be,  however,  wily  a  rery  fetid  breath  without  any 
.  cpeeto ration.    Tf  the  pulmon,  led  Urge  quan 

lilies  of  blond  are  coughed  op. 

In  quite  a  good  many  oases  there  is  only  muco-purulent  spu 
turn  with  a  fetid  breath. 

The  patients  have  an  irregular  fever,  they  lose  flesh  and 
strength  and  pass  into  the  aeptic  condition.  But  some  of  tie- 
patients  who  apparently  have  gangrene  of  the  lung  and  recover 
are  not  at  any  time  so  siek  as  one  would  expect. 

The  physical  stuns  are  sometimes  obscure,  sometimes  well 
marked  They  are  most  commonly  found  over  the  middle  of  the 
aheel  behind.  At  this  point  Wis  may  get  dulness  or  flatness  on 
percussion  absence  of  breathing,  bronchial  breathing,  or  cavern- 
nus  breathing;  exaggerated  or  bronchial  voice,  and  coarse  rales. 

It*  tin-  pleura  is  inflamed  or  perforated,  producing  pneumo- 
thorax, the  symptoms  belonging  to  these  conditions  are  added. 

The  ordinary  rases  in  New  York  begin  with  chills,  fever, 
cough,  mucopurulent  sputum,  pains  in  the  ehest,  and  fetid 
breath.  They  go  on,  with  fairly  high  temperatures,  cough  and 
;i  good  deal  of  sputum,  fetid  breath,  the  physical  signs  of  bron- 
chitis, consolidation,  or  cavities,  for  several  weeks  until  the  dis- 

linates  in  death  OT  recovery. 

("vsk  1.  Gangrem  of  (hi  Lung;  Daoffc.— Male,  47  years  old, 
November  23,  1895. 

Seven  w<  •  be  began  to  have  cough  with  muco-purulent 

sputum,  offensive  breath,  and  pain  in  the  left  ride.    lb*  has 

tinned  to  cough,  to  lose  ties})  and  sfeength,  and  to  have  dyspiuea. 
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Now,  in  the  eighth  week,  over  the  left  chest  behind,  from  the 
spine  of  the  scapula  down,  there  are  flatness  on  percussion,  bron- 
chial voice  and  breathing,  and  subcrepitant  rales. 

The  man  grew  weaker  and  died  in  three  days. 

Autopsy.— In  the  lower  lobe  of  the  left  lung  there  is  a  large, 
irregular  cavity  with  gangrenous  walls  surrounded  by  red  hepa- 
tization. 

Case  II.  Gangrene  of  the  Lung;  Dea th.— Male,  57  years  old, 
January  5,  1897. 

Ten  days  ago  he  had  a  chill,  fever,  cough,  profuse  sputum,  and 
pain  in  the  left  side  of  the  chest,  with  nausea  and  vomiting.  A 
few  days  ago  the  breath  and  sputum  became  fetid. 

Now  over  the  middle  of  the  left  lung  behind  there  are  dulness 
on  percussion  and  diminished  voice  and  breathing.  Over  the 
rest  of  the  lung  there  are  sibilant  and  sonorous  breathing  and 
coarse  rales. 

The  breath  is  very  foul  and  he  coughs  up  brown,  foul-smelling 
sputum.  His  symptoms  continued  until  he  died  in  the  tenth 
week. 

Autopsy.— The  heart  is  normal. 

The  right  lung  is  congested  and  cedematous,  the  bronchi  are 
filled  with  muco-pus. 

The  left  lung  is  bound  down  by  old  adhesions.  The  middle 
and  lower  portions  of  the  upper  lobe  are  converted  into  a  large 
cavity  with  necrotic  walls  infiltrated  with  foul  pus.  The  rest 
of  the  upper  lobe  is  consolidated  and  studded  with  small  cavities 
filled  with  pus.  The  lower  lobe  is  congested,  with  small  areas  of 
consolidation. 

The  liver,  stomach,  and  intestines  are  normal. 

"The  spleen  is  soft. 

The  kidnevs  are  in  the  condition  of  acute  degeneration. 

(For  Chart  of  Case  II,  see  Fi*x.  72.) 

Case  III.  Gangrene  of  the  Lung;  Recovery.— 'Male,  48  years 
old,  November  6,  1896. 

Two  weeks  ago  he  began  to  have  cough  with  profuse,  foul,  yel- 
low sputum,  fever,  headache,  and  pain  in  the  chest. 

Now,  on  the  fifteenth  day,  the  color  and  nutrition  are  fairly 
good,  the  tongue  is  moist  and  coated :  over  the  lower  part  of  the 
left  lung  behind  there  are  dulness  on  percussion  and  subcrepi- 
tant rales;  urine  1022,  no  albumin. 

After  the  twenty-third  day  he  began  to  improve,  and  was  dis- 
charged cured  on  the  thirty-si xtli  day. 

(For  Chart  of  Case  III,' see  Fi<r.  73.) 
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IV.    Qangrem  of  tin  Lung;  V  —Male,  M-s  \v;h-s 


to  cold  and  wet,  he  went  to  bed 


February  S.  1*1)9, 
One  week  ago,  after  exposure 

with  chills,  fever,  and  sweating.  In  the  evening  he  became  de- 
lirious. Redeveloped  cough  with  profuse,  yellow,  foul  sputum, 
sometimos  mixed  with  blood, 

Now,  on  the  eighth  day.  his  color  and  nutrition  are  good,  his 

tOIlgUB  is  coated  and  dry.     In   the    right    interscapular   region 

are  dulnees  on  percussion,  bronchial  breathing,  and  coarse 

From  the  spine  to  tin*  angle  of  the  scapula  there  are  did 

ission,  diminished  breathing,  and  suberepitaut  rales. 

On  the  fifteenth  day  the  man  began  to  improve  and  to  ^\  out 

of  bod 

On  the  sixlieth  day  he  was  discharged,  without  eoutdi  of 
turn,  very  nearly  wdL 

IV.  see  Fig.  74.) 


SB  V.     'f  of  tin   Lung,  IJrofnn  t<d.— Male,  2i»  years 

ber  15,  1899. 
month  ago  ho  began  to  cough.    The  sputum  was  at  firsr 

id  mu is,  and  has  gradually  become  profuse  and  b&ugo 

purulent;  it  smelt  badly  from  the  first,      lb'  lias  losl   tl«'sh  and 
strength  and  for  the  last  two  weeks  has  been  in  bod. 

Nfow,  in  the  fifth  week,  he  is  feeble  and  emaciated.    Over  the 
Whole   !'H    lung  there  are  sibilant   breathing  and  coarse  rales. 
Over  the  right  lower  lobe  there  are  dulneos  on  percussion  and 
iitant  rales. 

h   week,  the  dulness  over  tie'  middle  and  lower  port 
of  the  right  lung  is  more  marked.    There  are  no  tubercle  bacilli 

in  the  sputum 

The  sputum  separates  into  the  three  Layers  characteristic  of 
gangrene  of  the  lung  ;  the  quantity  has  reached  fifteen  ounces  for 
the  twenty-four  hours. 

tor  ibis  ho  improved  considerably,  and  the  sputum  diniin- 
•>ix  ounces  for  twenty-four  hours, 
Tn  this  condition  ho  left  the  hospital. 
For  chart  of  Case  V.  see  Fig.  75,) 


The  di&(j  s  often  difficult.     It  may  bo  evident  that  the 

lit.  has  a  serious  disease  and  yet  impossible  for  some  time  to 

determine  its  character.     Even  when  it  is  certain  that  there  is  a 

pulmonary  lesion  we  cannot  always  tell  whether  this  is  gangrene, 

abscess,  or  fetid  bronchitis 
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The  Prognosis  is  always  serious,  but  recovery  is  by  no  means 
impossible. 

Treatment.— Besides  the  employment  of  such  measures  as  add 
to  the  comfort  of  the  patients  and  contribute  to  their  nutrition, 
it  is  customary  to  give  creosote  or  carbolic  acid  either  by  inhala- 
tion or  by  the  mouth.  Perhaps  the  simplest  plan  is  to  use  a 
naso-oral  inhaler  moistened  with  equal  parts  of  creosote,  alcohol, 
and  chloroform. 

In  a  moderate  number  of  cases  gangrenous  cavities  in  the 
lungs  have  been  opened  and  drained. 


Thrombosis  of  the  Pulmonary  Arteries. 

There  are  few  morbid  conditions  concerning  which  we  are  so 
ignorant  as  we  are  of  thrombosis  of  the  arteries  and  veins. 

Thrombosis  of  the  pulmonary  arteries,  as  we  have  already  seen, 
complicates  some  cases  of  pneumonia.  Rarely  it  occurs  without 
inflammation  of  the  lung,  but  of  these  cases  there  are  so  few  that 
we  can  hardly  construct  a  clinical  history. 

Case  I.  Thrombosis  of  the  Pulmonary  Artery;  Pleurisy;  Peri- 
carditis.—Female,  50  years  old,  July  24,  1873. 

For  two  months  she  has  been  sick  with  pain  in  the  left  side 
and  dyspnoea. 

Now  she  is  feeble  and  anaemic,  with  the  left  pleural  cavity 
full  of  fluid.  July  27  four  pints  of  fluid  were  aspirated  from 
the  left  chest. 

After  the  aspiration  she  improved  for  a  few  days;  then  the 
chest  filled  up  again  with  fluid,  and  on  August  15  she  suddenly 
died. 

Autopsy.— The  brain  was  not  examined. 

The  pericardium  is  coated  with  a  thick  layer  of  fibrin. 

The  left  pleural  cavity  is  nearly  full  of  fluid,  with  the  lung 
compressed. 

In  the  right  lung  the  branches  of  the  pulmonary  artery  are 
filled  with  firm  red.  white,  and  yellow  thrombi. 

The  liver  shows  the  changes  of  chronic  congestion. 

The  kidnevs  are  normal. 
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l  [I      I  ru  0/  //"  Pulmonary  Artery  after  Thn>m- 

of  tkt  Fi  mono]  I  -  /'".  —  Female,  40  years  oldr  Septemb- 

she  has  been  a  hard- working  woman  of  good  habits  and  fair 
health. 

One  week  ago  the  veins  of  the  right  tag  began  to  swell  and 
became  hard  and  painful.  The  swelling  of  the  veins  gradually 
extended  up  to  the  abdomen. 

Now  she  is  feeble  and  suffers  a  good  deal  of  pain.     In  the 
riL'M    leg   the   internal   saphenous    vein    and    its    branch* 
swollen  and  indurated  down  to  the  knee.     The  track  of  tin.*  mm 
is  marked  by  a  red  blush.    The  leg  is  stiff  and  nut  easily  KB 

October  s-  flw  swelling  of  the  veins  had  extended  up  to  l'ou- 
part's  ligament. 

•r  15,  she  was  feeling  better. 

October  27,  there  was  no  more  pain  in  the  leg,  the  swelling 
and  tenderness  of  the  veins  had  disappeared,  and  she  began  to 
ip. 

November  1.  at  5  in  tin'  morning,  she  awoke  with  dyspmca 
and  ii  iin  in  the  back;  she  rapidly  became  pulseless  and 

died  in  half  an  hour. 

Autopsy.— The  brain  is  normal. 

The  heart  ia  normal. 

The  internal   saphenous,  femoral,  and  profunda  veins  of  the 

leg  are  filled  with  firm  thrombi.     The  thrombi  extend  up 

:he  iliac  veins  and  into  the  inferior  eava  for  four  inches, 

There  is  a  firm  thrombus  in  the  trunk  of  the  pulmonary  artery, 
extending  into  its  two  large  branches.     There  an*  no  ehan 
the  l\ni_ 

The  other  viscera  art-  m»rinal. 


SB  III.    Thrombosii  of  lh<;  P<  A fU  'if.  —  Female.  19 

years  old,  February  15,  1^76. 

She  came  into  the  hospital  for  too  profut  The 

trotted,  and  she  went  DU1  on  April  J  4  m  fair  eon- 
dition.  * 

After  leaving  the  hospital  she  remained  weak,  with  a  little 
m.  leueorrhu  heart,  nausea  and  vomiting, 

-•>.  she  came  back  to  the  I  She  is  now 

fairly  d    but  weak;  the  uterus  is  normal,  the  urine  is 

he  complaius  of  a  good  deal  of  pain  in  the  p 
region. 

•ember  1.  the  precordial  pain  e  severe  and 

al.  and  had  cough  and  d 

\.  pulse  ll<>.  temper  1       she  had  repeated 
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Attacks  of  precordial  pain  with  rapid  heart  action  and  eold  ex- 
tremities. There  were  no  physical  siirns,  except  B  systolic  mur- 
mur at  the  ban  of  the  heart. 

Sin'  continued  to  have  these  paroxysms,  and  died  in  0S6  OH 
September  11. 

Autop$y.—Th&  brain  is  normal. 

The  heart  is  normal . 

Over  the  left  upper  and  lower  lobes  there  is  recent  fibrin 
oxi  the  pleura,  and  in  these  lobes  there  are  scattered  areas  of  red 
hepatization,  and  one  spot  as  large  as  a  hen's  egg  where  the  luntf 
tissue  is  broken  down  and  diffluent,  but  not  gangrenous. 

A  firm,  white,  dry  throinhus  completely  fills  the  pulmonary 
artery  where  it  enters  the  left  lung,  and  extends  through  all 
its  branches.  The  right  pulmonary  artery  is  tilled  with  a  simi- 
lar thrombus  where  It  enters  the  lung,  the  throinhus  extending 
into  the  branches  of  the  artery.  The  trunk  of  the  pulmonary 
artery  before  it  enters  the  lung  is  empty. 

There  are  QO  thrombi  in  any  of  the  large  veins. 

The  liver,  spleen,  kidneys,  stomach,  intestines,  and  uterus  are 
normal. 


Asthma. 

Definition,— An  affection  characterized  by  paroxysmal  dysp- 
niea,  recurring  at  intervals,  generally  in  the  night,  the  dyspnoea 
due  to  a  contraction  of  the  bronchi. 

The  same  name  of  asthma  is  also  frequently  employed  to  desig- 
nate the  paroxysmal  dyspno?a  caused  by  disease  of  the  heart  and 
by  contraction  of  the  arteries, 

Ef  iol  off  if.— Bronchial  asthma  occurs  most  frequently  in  pe*» 
sons  who  have  pulmonary  emphysema,  but  it  is  by  no  means  rare 
in  persons  whose  lungs  are  normal  except  for  the  condition  of  the 
bronchi 

The  causes  which  produce  an  attack  of  asthma  may  act  di- 
rectly on  the  mucous  membrane  of  the  bronchi,  or  indirectly  on 
the  bronchi  through  the  blood  or  the  nervous  system.  So  m 
find  some  persons  who  never  have  an  attack  of  asthma  except 
when  exposed  to  a  directly  exciting  cause;  while  other  persons 
have  constantly  recurring  attacks  for  long  periods  of  time  with- 
out anv  direct  cause  for  each  attack. 
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Amogtg  the  direct  eanaee  we  reckon  bronchitis,  inflammations 
and  obetruetiona  <>f  the  nose,  climatic  influences,  dust,  vege&ahle 
irritants,  chemical  vapors,  and  animal  emanation 

The  ordinary  <hist  floating  in  the  air;  the  odor  or  pollen  of 
many  plants  and  grasses;  the  vapors  of  pitch,  sulphur,  or  phos- 
phorus; the  peculiar  smell  of  dogs,  cats,  or  harass,  are  familiar 
examples  of  direct  causes. 

The  effect  of  climate  in  causing  asthma  is  very  marked  in  some 

rns.    This  effect  does  noi  follow  any  definite  law,  but  only 

the  idiosyncrasy  of  the  individual     It  does  noi  matter  trhethex 

the  locality  is  warm  Of  W)ld,  wet  or  dry,  low  or  elevated.     For 

nearly  every  asthmatic  person  we  can  find  acme  one  place  where 
he  Will  have1  little  or  im  asthma. 

Of  all  the  causes  of  asthma,  however,  bronchitis  is  the  most 
frequent.  In  the  patients  who  belong  to  this  class  the  bronchitis 
constitutes  the  important  part  of  the  ease,  for  if  the  attacks  ot 
bronebitis  can  he  prevented  there  is  no  more  asthma. 

*  »f  late  years  much  attention  has  been  ealled  to  diseases  of  the 
nasal  passage  B  as  a  Game  of  asthma.     I  think  there  is  no  411. 

that  they  do  constitute  one  of  the  causes,    But  it  is  going  a 

deal  too  far  to  say  that  they  arc  the  only  cause. 

Among  the   indirect    causes  of  asthma  we  enumerate  mental 

♦  -motions  indigestion,  hysteria,  gout,  heredity,  and  some  of  the 

skin  diseases.     But  it  must  he  confessed  that  we  are  often  unable 

why  i  previously  healthy  person  should  at  some  particular 

time,  without  any  exciting  cause,  begin  to  have  attacks  of  asthma. 

Morbid  Anatomy.— Ab  asthma  is  B  functional  disease  it  has  no 
But  in  the  bodies  of  old  asthmatics  we  commonly  find 
the  morbid  changes  belonging  to  pulmonary  emphysema  and 
bronchi! 

Symptoms. — A  paroxysm  of  asthma  begins  with  a  feeling  af 

Oppression  or  suffocation  about  the  upper  part  of  the  chest  which 

s  the  patient  to  sit  up  in  order  to  breathe,     The  feeling  of 

MifVocathei  ,.,lhtj s,  and  the  patient  brings  into  play  all  the 

muscles  of  respiration  in  order  to  satisfy  the  hunger  for  air.    The 

•  ■conies  livid,  the  pulse  feeble,  and  the  patient's  fare  shows 
Ins  Buffering.     If  we  listen  to  the  chest,  we  hear  over  both  lungs 
bilanl  ami  sonorous  breathing  caused  by  the  eontr 
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the  bronchi.  Such  an  attack  Lasts  for  hours  or  flays.  During  the 
most  severe  attack  the  patients  look  as  if  they  might  die  at  any 
minute,  but  yet  after  ■  time  the  attack  always  subsides. 

As  attacks  of  asthma  arc  due  to  n  variety  of  causes,  so  they 
present  themselves  to  us  under  fi  variety  of  clinical  aspects. 

1.  There  arc  the  persons  who  never  have  asthma  unless  they' 
have  an  attack  of  am  to  bronchitis.  In  such  persons  we  have  to 
look  at  the  bronchitis  as  a  real  disease,  while  the  asthma  is  only 
a  complication. 

2.  There  are  the  persons  who  only  have  asthma  at  certain 
times  nf  the  year  and  in  certain  localities,  the  attacks  being 
caused  by  tho  inhalation  of  the  pollen  or  odor  of  plants.  These 
persons  are  said  to  suffer  from  llhay  fever/'  "rose  cold," 
li autumnal  catarrh,*'  etc. 

3.  There  an  persona  in  whom  the  asthma  only  constitute 

of  the  symptoms  of  pulmonary  emphysema.  These  cases  will  he 
described  with  emphysema* 

4.  There  are  other  cases  in  which  the  asthma  occurs  by  itself 
as  a  pure  neurosis.  In  these  persons  the  disease  is  apt  to  be  very 
tenacious,  the  paroxysms  F6Cnr?illg  a<raiu  and  again,  even  after 
considerable  intervals  of  improvement.  In  the  more  severe  rnflfi] 
the  bronchi  are  somcuhai  contracted  and  the  breathing  labo- 
nearly  all  the  time,  while  the  spasmodic  dyspnoea  recurs  at  regu- 
lar intervals.     The  patients  become   worn   out   by   tb mstant 

dyspnoea,  the  face  is  one  of  Buffering,  the  chest  is  bent  forward 
and  stooping,  the  nutrition  is  impaired,  the  whole  condition 
one  oi  chronic  invalidism  l mi  yet  life  La  prolonged  and  death  h 
usually  due  to  some  other  disease, 

Tt -r  ,itmf-nt.  —  The   objects   of  treatment  are   to  cut   short   the 
licks  of  asthma,  and  to  prevent  the  recurrence  of  subsequent 

attacks. 

To  cut  short  an  attack  of  spasmodic  asthma  we  employ  such 

means  ai  will  relax  the  spasmodic  contraction  of  the  walls  of 
bronchi.     Tins  can  be  done  in  a  variety  of  waj 

the  fumes  of  stramonium,  nitrate  of  potash,  chloroform,  etli 

or  the  nitrite  of  amyl :  hypodermic  injections  of  morphine;  the 
preparations  of  belladonna  or  ehloral  hydrate,  given  by  the 
mouth  or  the  rectum:  the  use  of  the  drusrs  which   i  the 
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production  of  mucus  from   the  bronchi,   such   as   lobelia   and 
grind  el  i a  robusta. 

To  prevent  the  recurrence  of  the  attacks  we  examine  into  the 
condition  of  the  nasal  passages  to  see  whether  there  is  disease 
there  which  may  cause  the  asthma.     We  inquire  into  the  history' 
to  determine  whether  the  asthma  is  not  caused  by  bronchi | 
hy  the  pollen  or  odor  of  plants. 

If  the  asthma  is  a  pure  neurosis  a  considerable  number  of  pa- 
ean find  a  climate  in  which  they  cease  to  suffer.  But  the 
selection  of  this  climate  has  to  be  made  experimentally  by  each 
patient.  There  is  no  rule  to  guide  us.  Each  person  has  to 
travel  from  place  to  place  until  they  find  the  particular  spot 
where  they  cease  to  have  asthma. 

For  the  patients  who  cannot  travel  the  JBOBl  efficient  b 
seems  to  be  the  long-continued  administration  of  the  iodide 
of  potash,  the  systematic  inhalation  of  compressed  air,  attention 
to  the  feeding,  disorders  of  digestion,  and  to  any  conditions  which 
impair  the  general  health. 
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Blood  which  is  coughed  up  comes  for  the  most  part  from  the 

TH-hi:  less  frequently  from  the  pharynx,  from  eroded  vessels 
in  the  walls  of  cavities,  or  from  aneurisms  of  the  pulmonary 
artery  or  of  the  aorta, 

Haemoptyses  occur  so  frequently  with  the  tubercular  inflam- 
iis  of  the  lungs,  and  so  much  less  frequently  with  other 
morbid  conditions,  that  any  haemoptysis  is  regarded  with  a  good 
deal  of  suspicion. 

In  tubercular  inflammations  of  the  lungs  the  bleeding  is  from 
rho  BHXeoUfl  membrane  of  the  bronchi.  The  quantity  of  blood 
coughed  up  may  be  large  or  small.  The  bleeding  may  last  only 
a  few  minutes  or  continue  a  number  of  days.  The  same  patient 
may  have  only  a  single  haemoptysis,  or  several.  There  seems  to 
be  no  period  in  the  course  of  tubercular  inflammation  of  the 
which  is  exempt  from  the  liability  to  bleeding  from  the 
20 
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raucous  membrane  of  the  bronchi.  Especially  is  it  to  be  remem- 
bered that  either  large  or  small  haruoptyses  may  precede  by  a 
considerable  interval  of  time  any  rational  symptoms  or  physical 
signs  of  tubercular  disease. 

In  the  older  cases  of  pulmonary  tuberculosis  in  which  cavities 
have  been  formed,  the  vessels  in  the  walls  of  these  cavities  may  be 
eroded,  with  an  escape  of  blood  which  is  large  and  dangerous. 

The  very  frequency  of  the  association  of  haemoptysis  with 
pulmonary  tuberculosis  makes  it  important  to  enumerate  the 
Mix -v  conditions  under  which  haemoptysis  may  occur.  The  fol- 
lowing are  the  forms  of  haemoptysis  which  occur  without  pul- 
monary tuberculosis: 

1.  A  person  has  an  attack  of  haemoptysis  only  lasting  for  a 
•short  time,  but  during  which  he  raises  a  considerable  quantity 
nf  hi  (Mid.  He  has  no  other  attacks  and  does  not  develop  any 
pulmonary  lesions.  The  bleeding  may  follow  severe  muscular 
exertion,  great  mental  excitement,  or  occur  without  discoverable 
cause. 

_'.  In  women  haemoptysis  may  take  the  place  of  menstruation. 
Flint  says  he  has  seen  haemoptysis  occurring  at  regular  intervals 
for  four  years  after  the  suspension  of  the  menses.  But  the* 
GM0I  must  be  looked  on  with  suspicion.  A  wnman  may  cough 
up  blood  on  several  occasions  instead  of  menstruating,  and  then 
go  on  to  have  lung  disease. 

3.  Chronic  naso-pharyn^al  catarrh  is  sometimes  attended 
with  occasional  small  harnioptysrs. 

4,  There  is  a  set  of  women  who  are  hysterical,  anaemic,  al- 
ways Buffering  from  some  real  or  fancied  ailment,  who  from  time 
to  time  cough  sp  e  little  blood, 

J3I  I.— Female,  12  years  old,  December,  1901. 

She  began  to  menstruate  when  she  was  10  years  old,  and  her 
health  has  been  good  until  within  the  last  year. 

During  the  last  year  she  has  had  frequent  headaches,  three 
attacks  of  syncope,  and  some  hysterical  symptoms.  She  has 
coughed  up  small  quantities  of  blood  some  twenty  or  thirty 
times  in  the  course  of  the  year.  Otherwise  she  has  had  no  pul- 
monary symptoms  and  no  physical  signs. 

The  ha'moglobin  is  55  per  cent,  the  red  cells  4,028,000. 
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5.  It  is  said  that  pregnant  and  nursing  women  sometimes  have 
hemoptA  h 

6.  With  disease  of  the  aortifl  am]  mitral  valves,  especially  with 
mitral  stenosis,  bleeding  from  the  bronchi  is  of  frequent  occur- 
rence. In  the  course  of  the  heart  disease  the  patients  from  time 
to  time,  during  periods  of  several  days,  cough  up  clear  blood  in 
considerable  quantities. 

7.  Aneurisms  of  the  branches  of  the  pulmonary  artery  within 
the  lungs,  when  they  rupture,  cause  fatal  hemorrhage,  a  large 
part  of  the  blood  being  coughed  up. 

Aneurisms  of  the  arch  of  the  aorta  which  erode  the  trachea  01 
main  bronchi  may  rupture  into  the  trachea  or  bronchi  by  small 
ov  large  openings.  With  the  small  openings  the  patients  cough 
up  a  little  blood  from  time  to  time,  while  part  of  the  escaped 
blood  is  inspired  into  the  lungs  and  sets  up  a  peculiar  form  of 
pneumonia.  With  the  large  openings  the  blood  escapes  through 
the  trachea  in  enormous  quantities,  and  the  patients  bleed  to 
death  within  a  few  minutes, 

8.  Patients  who  suffer  from  emphysema  and  chronic  bron- 
chitis not  infrequently  from  time  to  time  cough  up  small  quanti- 

f  blood.  Much  less  often  such  patients  have  at  some  tnoo 
a  large  bleeding  from  the  bronchi.  Part  of  this  blood  is  coughed 
up  at  once,  part  is  coagulated  in  the  large  bronchi  and  is  after- 
ward coughed  up  in  the  form  of  casts  ol*  these  tubes. 

!».  Sir  Andrew  Clark  (Lancet,  1889,  p.  841)  describes  a  form 
of  bleeding  which  he  calls  "arthritis  haemoptysis,"  of  which  he 
hat  he  has  seen  some  twenty  cases.  He  lays  down  the  fol- 
lowing propositions:  There  occurs  in  elderly  persons,  free 
from  ordinary  diseases  of  the  Heart  and  lungs,  a  form  of 
haemoptysis  arising  out  of  minute  structural  alterations  in  the 
terminal  blood  vessels  of  the  lung. 

These  vascular  alterations  occur  in  persons  of  the  arthritic 
diathesis,  resemble  the  vascular  alterations  found  in  osteo-arthri- 
tic  articulations,  and  are  themselves  of  an  arthritic  nature. 

Although  sometimes  leading  to  a  fatal  issue,  this  variety  of 
hemoptysis  usually  subsides  without  the  supervention  of  any 
coarse  anatomical  lesion  of  either  the  heart  or  the  lungs. 

Thia  of  hemorrhage  is  aggravated  or  maintained  by 
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the  frequent  administration  of  large  doses  of  strong  astringents, 
and  by  an  unrestricted  indulgence  in  liquids  to  allay  the  thirst 
which  the  liquids  themselves  create. 

The  treatment  which  appears  to  be  the  most  successful  in  this 
variety  of  hsemoptysis  consists  in  diet  and  quiet,  in  the  restricted 
use  of  liquids,  and  the  stilling  of  eough ;  in  calomel  and  salines, 
in  the  use  of  alkalies,  with  iodide  of  potassium,  and  in  frequently 
renewed  counter-irritation. 

Case  II,— Female,  70  years  old,  April  25,  1883. 

While  in  her  ordinary  health  she  had  suddenly  coughed  up 
a  pint  of  blood.  An  hour  later  she  was  somewhat  prostrated, 
but  without  much  dyspnrea.  There  was  complete  flatness  and 
absence  of  breathing  over  the  whole  left  chest. 

The  next  day  she  was  quiet  in  bed  without  much  dyspnoea. 

April  30  she  was  quiet  in  bed,  no  dyspnoea,  complete  flatness 
and  absence  of  breathing  over  whole  left  chest;  the  heart  was 
not  displaced;  there  was  a  systolic  murmur  over  the  whole  pre- 
cordial region.  That  evening  she  coughed  up  a  clot  of  blood 
forming  a  cast  of  a  principal  bronchus  and  its  branches. 

May  1,  she  did  not  feel  as  well;  no  dyspnoea;  dulness  instead 
of  flatness  over  the  left  lung,  with  feeble  breathing. 

May  2,  she  felt  better,  Shfl  ooughed  up  blood  casts  nf  the 
smaller  bronchi.  The  dulness  was  less  and  the  breathing  was 
loader  over  the  left.  In  a  few  days  she  was  entirely  well  and 
had  no  trouble  afterward. 

10.  Dr.  Flint  ("Practice  of  Medicine/'  p.  265)  says  that  he 
has  met  with  a  few  cases  of  persistent  bronchial  hemorrhage. 
In  two  of  these  cases,  after  expectoration  daily  more  or  less  of 
a  sero-sanguinolent  liquid  during  several  months,  recovery  took 
place  under  the  use  of  tonics  and  hygienic  measures.  In  the 
third  case  the  hemorrhagic  expectoration  continued  for  six  years, 
during  which  time  repeated  examinations  of  the  chest  failed  to 
discover  any  positive  signs  of  pulmonary  disease. 

11.  Severe  injuries  inflicted  upon  the  wall  of  the  thorax  may 
be  followed  by  the  expectoration  of  blood  for  hours  or  days. 

Treatment,— In  managing  cases  of  bleeding  from  the  mucous 
membrane  of  the  bronchi  it  is  important  to  bear  in  mind  that 
even  the  most  profuse  hemorrha^vs  air  Beldam  fatal. 

The  methods  of  treatment  commonly  employed  are:  the  appli- 
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cation  of  cold  to  the  chest,  the  temporary  ligation  of  one  of  the 
arms  or  legs,  the  internal  use  of  opium,  ergot,  hydrastia, 
kramaria,  tannic  acid,  gallic  acid,  acetate  of  lead,  persulphate  or 
pernitrate  of  iron,  or  of  calomel  or  of  the  saline  cathartics.  It 
is  also  customary  to  keep  the  patients  very  quiet  while  the  bleed- 
ing  is  going  on.  I  doubt  if  it  be  wise  to  be  too  anxious  and  ener- 
getic in  the  treatment  of  bleeding  from  the  mucous  membrane  of 
the  bronchi.  The  bleeding  will  regularly  stop,  no  matter  what 
is  done.  The  frequent  use  of  astringents  disorders  the  stomach ; 
the  insistence  of  absolute  quiet  demoralizes  the  patients;  the 
keeping  the  patients  on  a  low  diet  unnecessarily  reduces  their 
strength. 


EMPHYSEMA. 


Interlobular  Emphysema, 

Definition, — An  accumulation  of  air  in  the  connective-tissue 
septa  between  the  lobules  of  the  lung. 

Etiology. — Interlobular  emphysema  is,  I  think,  most  frequent- 
ly seen  with  the  broncho-pneumonia  of  young  children.  It  rmiy 
be  caused  by  any  violent  efforts  which  require  the  abrupt  intro- 
duction of  a  large  quantity  of  air  into  the  lungs,  and  its  forcible 
retention  therein  by  closure  of  the  glottis.  The  efforts  in  par- 
turition, defecation,  raising  weights,  coughing,  paroxysms  of 
rage,  excessive  laughter,  and  hysterical  convulsions  have  all  been 
occasionally  followed  by  rupture  of  the  air  cells  and  interlobular 
emphysema. 

Morbid  Amiti'unt. —  Wc  find  after  death  the  interlobular  septa 
infiltrated  with  air,  with  more  or  less  compression  of  the  paren- 
ehyma  of  the  lunar.  The  air  may  find  its  way  from  the  lung  into 
the  mediastinum  and  thence  into  the  connective  tissue  of  the  neck 
and  the  wall  of  the  thorax. 

Symptoms.— There  seem  to  be  no  distinctive  rational  or  physi- 
cal symptoms  belonging  to  interlobular  emphysema.  But  in  ex- 
treme cases  it  is  said  to  have  caused  sadden  death. 


icular  Emphysema, 


It  is  customary  to  speak  of  three  forms  of  vesicular  emphy- 
sema: Compensating  emphysema,  senile  emphysema,  and  sub- 
stantive emphysema.  , 

I.  Compensating  Bmpky*  mo. — H  one  lung,  or  a  part  of  one 
lung,  is  so  changed  by  disease  that  it  can  only  partially  perform 


its  functions,  the  other  lung  becomes  increase" i  in  Mze  and  its 

air  spaces  are  dilated.     This  change  in  the  lung  is  a  beneficial 

nither  than  a  morbid  one,  and  given  no  symptoms  of  disefjs 

L'.  Senile  Emphysema. — This  condition  is  often  described  as 

hing  different   from  substantive  emphysema.     It   is  said 

that,  instead  of  there  being  an  abnormal  accumulation  of  air  in 

the  hings,  fchj  -mailer  and  contain  less  air  than 

normal.     In  consequence  of  atrophy  of  the  alveolar  walls  the  air 

cells  coalesce  and  form  larger  air  spaces*     These,  however,  do 

not  result  from  a  dilatation  of  the  alveoli,  but  from  I  gradual 

shrinkage  and  disappearance  of  the  lung  tissue. 

I  must  confess  that  such  descriptions  of  atoll*  emphysema  d^ 

rrespond  with  the  lungs  which  1  have  seen.     I  believe  that 

the  anatomical  conditions  are  the  same  in  senile  as  in  substantive 

emphysema,   although   the   causation   and   clinical    history   are 

diftei 

—  The  definition  of  substantive 
emphysema  usually  driven  is  that  it  is  a  morbid  condition  of  the 
lungs  characterized  by  enlarged  capacity  of  the  air  cells,  with 
atrophy  of  their  walls  and  obliteration  of  their  capillaries. 

Lacnnec.  who  was  the  first  to  describe  this  lesion,  irives  the 
causation  of  emphysema  as  follows:  Chronic  catarrh,  plugging 
by  mucus  of  small  bronchi,  consequent  nbstructioo  to  the  passage 
of  air,  conveyance  by  inspiration  of  air  past  the  obstruction, 
failure  of  expiration  to  expel  this  air,  accumulation  of  air  in 
tl.,  :wv  spaces,  dilatation  of  the  airspaces,  The  foundation  of  the 
disease,  therefore,  is  bronchitis, 

Louis  denies  this  mechanism,  because  the  symptoms  of  dilated 

air  cells  are  not  preceded  by  catarrh,  because  habitual  dyspnoea 

nut   undergo   permanent   increase  after  acute  catarrh,   and 

§e  normal  inspiration  ts  not  more  powerful  than  expiration. 

hi    Williams  maintains  ihe  catarrhal  basis  of  Laennee.  but 

s  that,  while  the  air  cells  communicating  with  plugged 

iii  escape  distension,  those  adjoining  ami  possessed  of  Cws 

communication   with  the   trachea    dilate   in  consequence  of  the 

B  work  and  pressure  thrown  upon  them. 

Walshe  says  tliar  the  vesicular  dilatation  may  be  a  primal 

■ndary   phenomenon;  that   is,   it  may  occur  independently 
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of  any  acknowledged  form  of  statical  change  within  the  chest, 
or  it  may  supervene  ou  some  actual  organic  mischief.  The  dila- 
tation may  be  the  resultant  of  primary  nutritive  change  in  the 
actual  walls  of  the  enlarged  vesicle,  affecting  both  their  rtatica] 
and  dynamic  properties.  Or  these  cells,  being  in  their  own 
nature  healthy,  may  dilate  through  the  extra  strain  thrown  cm 
th.  hi  in  consequence  of  the  inaction  of  neighboring  portions  of 
lung. 

It  is  frequently  stated  that  playing  on  wind  instrument*  Of 
glass  Mowing  causes  emphysema. 

I  think  that  it  is  curious  that  a  real  disease  of  the  lungs,  such 
as  emphysema  is,  should  not  yet  have  been  put  in  its  proper 
place.  It  belongs  to  the  chronic  productive  inflammations  of  the 
viscera — arteritis,  uephritis.  cirrhosis,  He. — and  follows  the  laws 
which  govern  them.  There  are  all  the  degrees,  from  the  lesion 
that  gives  no  symptoms  to  the  lesion  that  causes  death. 

In  the  autopsy  room,  if  to  the  naked  eye  the  air  spaces  an 
to  be  dilated,  the  patient  is  said  to  have  had  emphysema.  Clini- 
cally certain  physical  signs  are  said  to  denote  emphysema.  In 
either  case  the  condition  is  j Kissed  over  as  not  of  much  conse- 
quence. And  yet,  really,  emphysema  may  be  fl  most  serious  dis- 
ease, causing  marked  symptoms  and  death. 

If  we  once  tret  rid  of  the  idea  that  emphysema  is  only  dilatation 
of  the  air  skiers,  and  think  of  it  as  a  chronic  interstitial  pneu- 
monia, the  clinical  symptoms  and  the  lung  lesions  will  be  found 
to  correspond. 

Just  as  in  cirrhosis  of  the  liver  the  two  cardinal  symptoms 
are  loss  of  nutrition  and  dropsy,  9G  in  emphysema  the  cardinal 
symptoms  are  loss  of  nutrition,  dyspmea,  ami  venous  eongCfttiOfl 
of  other  parts  of  the  body. 

Morbid  Anatomy.—  Both  lungs  are,  as  a  rule,  increased  in  size. 
The  dilatation  of  the  air  spaces  may  be  so  great  as  to  be  evident 
to  the  naked  eye,  or  so  moderate  as  not  to  be  appreciable.  When 
we  examine  minutely  the  lungs  of  a  large  number  of  persons 
who  have,  during  life,  suffered  from  the  symptoms  of  emphy- 
sema, we  find  a  wry  irreat  variety  in  the  morbid  conditions.  In 
some  both  the  air  passages  and  air  vesicles  are  largely  dilated; 
in  some  the  air  passages  alone  are  dilated,  the  air  vesicles  re- 
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maining  of  normal  size:  in  some  neither  the  air  passages  nor 
the  vesicles  are  appreciably  dilated.  We  find  also,  when  we 
compare  the  lungs  with  the  clinical  histories  which  belong  to 
them,  that  the  most  marked  symptoms  are  often  associated  with 
very  slight  degrees  of  dilatation  of  the  air  spaces,  and  it  is  evi- 
dent that  the  severity  of  an  emphysema  is  not  to  be  measured  by 
the  degree  of  dilatation  of  the  air  spaces. 

The  walls  of  the  air  spaces  are  thickened  in  some  parts  of  the 
lung,  thinned  in  others.  The  epithelial  cells  which  line  the 
walls  of  the  air  spaces  are  often  increased  in  size  and  number. 
In  the  walls  of  the  air  spaces  are  holes  with  sharp-cut  edges. 
These  holes  are  formed  in  the  spaces  between  the  capillaries; 
some  are  very  minute,  others  are  of  large  size.  It  is  evident 
that  these  holes  are  not  formed  by  the  stretching  of  the  air 
spaces,  for  they  are  found  in  small  air  spaces  as  well  as  in  large 
ones.  They  constitute  a  curious  and  important  part  of  the  lesion. 
The  septa  between  the  lobules,  the  connective  tissue  around  the 
bronchi  and  blood  vessels,  and  the  pulmonary  pleura  are  often 
considerably  thickened.  Very  frequently  there  are  adhesions 
between  the  pulmonary  and  costal  pleurae.  The  mucous  mem- 
brane of  the  larger  bronchi  is  often  thickened. 
•  The  blood  vessel*,  of  these  lungs  can  be  readily  filled  with  an 
artificial  injection.  N-ither  arteries,  capillaries,  nor  veins  are 
obstructed  or  obiiteratrrd:  Mt  in  *he  walls  of  dilated  air  space*, 
and  in  the  wa^l*  ■»!  *:-•>*-  in  which  there  are  holes,  the  nj*-sh*« 
of  the  capillary  j..~x->  are  Parser  an<i  the  capillaries  are  farther 
apart  from  each  -..:L*-r. 

During  life,  however.  :r  *rt:ii~  cases  of  eiLj'hyseina.  there  is 
an  obstruction  v.  *he  j-assasr-r  rf  h'.\*A  *bro"j2h  the  Sum*,  and. 
eonsequently.  di]fc>T:-''i.>  *iid  hypertrophy  of  the  r\v&\.  ventricle 
of  the  heart  anc  v*;.«-.*>  ■'-'■:. 2*-crioii  vi  *-re  pia  ma*-r.  stomach. 
small  intestine.  I:v~r.  «.j*ie*-L.  and  kidney*.  The«*e  evidences  r»f 
venous  coneest; *•:.  f"*:..  es>~  :*.  ea*^*  in  wrier  the  air  *:»ac*e§ 
are  but  rery  I:rr>  ■?..£*-■; 

In  many  ease*  vr  t.-»  r.*. "  •*•.!••;.:••  -Tjiarter:*.*.  end>ca»'\i:*:s. 
or  nephritic. 

Sympltmtf.  F*  ">     ■''   >- ■-/»-*  —  In  *rh*-  je**^r  degree*  of  *niphy- 
tfcere  if  no  "Lanir-    i  *nr  shap*-  of  the  thorax.    It;  the  more 
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advanced  cases  there  is  a  prominence  of  the  upper  part  of  the 
su-muiii  mill  of  the  costal  cartilages.  In  patients  who  have 
suffered  much  from  dyspnea  the  hypertrophy  of  the  muscles 
which  move  the  thorax  rout  rusts  with  the  general  emaciation 
of  the  patients.  In  the  cases  in  which  there  is  great  dilatation 
of  the  air  spaces  the  chest  assumes  the  so-called  hand  shape, 

The  percussion  sound  may  remain  unchanged  for  a  consider- 
able length  of  time.  When  it  is  changed,  the  change  is  either 
to  a  rather  dull  note  of  wooden  quality  or  to  exaggerated  reso- 
nance of  either  vesicular  or  vesiculotympanitic  quality.  The 
respiratory  murmur  is  feeble,  or  there  is  feeble  inspiration  with 
•  r.  hinder,  low-pitched  expiration;  or  both  inspiration  and 
expiration  may  be  exaggerated,  loud,  and  high-pitched. 

The  pleuritic  adhesions  give  more  or  less  dulness  on  percus* 
BOD.  When  the  bronchi  are  contracted  there  is  sibilant  and 
s< mm i mns  breathing. 

RatioHttl  8jjmptOm$.— There  are  many  persons  in  whom  sub- 
stantive emphysema  is  developed  and  continues  for  many  years 
without  giving  rise  to  any  symptoms,  and  yet  even  in  such 
persons  it  is  often  possible  to  be  pretty  sure  of  the  presence 
of  the  disease,  because  they  are  persons  whose  general  condition 
and  age  are  such  u  ire  usually  associated  with  emphysema,         * 

There  are  many  persons  in  whom  the  associated  chronic  endo- 
carditis, or  endarteritis,  or  nephritis  <rives  such  marked  symp- 
toms that  the  emphysema  passes  unnoticed. 

Tn  some  persons  the  emphysema  produces  after  a  time  dvspncea 
CD  •  xertion,  hut  without  bronchitis  or  disturbance  of  the  general 
health.  These  are  persons  past  middle  atre,  who  do  not  consider 
themselves  invalids,  who,  on  the  contrary,  are  often  strong  and 
robust,  and  in  whom  the  emphysema  is  only  an  inconvenience. 

In  some  persons  the  principal  symptoms  are  those  belonging 
to  the  associated  acute  and  chronic  bronchitis.  The  attacks  of 
acute  bronchitis  may  be  mild,  lasting  for  a  few  days  or  a  few 
wr*  ks,  with  cough,  mucous  expectoration,  sometimes  liani- 
asthmatic  breathing,  and  a  febrile  movement;  or  they  may  be 
severe  Rnd  last  for  several  months,  with  continued  cough, 
asthmatic  breathing,  fever,  venous  congestion,  dropsy,  and  I 
of  flesh  and  strength.     The  chronic  bronchitis  continues  year 
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after  year,  better  every  summer  and  worse  every  wiDter.  The 
patients  have  a  cough,  with  mucous  or  muco-purulent  expectora- 
tion, sometimes  with  small  haemoptyses.  They  are  always  a  little 
short  of  breath  when  they  exert  themselves.  After  a  time  tft 
have  attacks  of  spasmodic  asthma.  In  the  unfavorable  cases 
the  dyspncea  on  exertion  becomes  more  constant  and  more  de- 
cided, venous  congestion  and  dropsy  are  established,  and  the 
patients  lose  flesh  and  strength. 

In  some  persons  the  prominent  feature  in  the  disease  is  the 
liability  to  attacks  of  spasmodic  asthma,  which  often  are  f 
queutly  repeated  and  of  long  duration.  These  attacks  are  souh-- 
times  due  to  contractions  of  the  bronchi,  and  then  we  get  sibilant 
and  sonorous  breathing;  or  they  are  due  to  contraction  of  the 
arteries  belonging  to  the  aortic  system,  and  there  is  a  radial 
pulse  of  increased  tension;  or  they  are  due  to  contraction  of 
the  branches  of  the  pulmonary  artery,  and  then  there  is  neither 
sibilant  and  sonorous  breathing  nor  a  pulse  of  high  tension. 

In  some  persons  the  principal  symptom  is  the  constant 
dyspncea.  The  difficult  breathing  is  at  first  only  developed  by 
exertion;  later  it  becomes  more  constant  and  is  made  worse  by 
slight  exertion,  by  indigestion,  and  by  bronchitis.  Finally,  in 
the  bad  cases,  the  dyspnoea  is  constant  and  distressing.  The 
patients  constantly  feel  the  need  of  air,  and  are  always  over- 
using the  muscles  of  respiration  in  order  to  satisfy  this  need. 
ieral  venous  congestion  is  gradually  established,  as  well  as 
cyanosis  of  the  skin,  clubbing  of  the  fingers,  congestion  of  the 
stomach,  small  intestine,  liver,  and  kidneys,  dilatation  anJ 
hypertrophy  of  the  right  ventricle  of  the  heart,  and  general 
dropsy.  The  nutrition  of  the  patients  suffers  and  they  become 
emaciated,  feeble,  and  ancemic.  It  is  not  easy  to  tell  how  mnch 
of  this  dyspncea  depends  upon  the  anatomical  changes  in  the 
lungs,  how  much  upon  contraction  of  the  branches  of  the  pul- 
monary artery,  and  how  much  upon  contraction  of  the  arteries 
belonging  to  the  .aortic  system. 

To  give  an  idea  of  the  cases  in  which  emphysema  is  the 
primary  lesion,  I  give  a  table  of  eight  cases.  In  these  it  will 
be  seen  that  the  emphysema  is  the  one  lesion  that  caused  the 
symptoms,  the  secondary  lesions,  and  the  death  of  the  patient 
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Note       v,-i«u  I.. -tym- 
panitic,   expiration 
prolonged,  ami  mu- 
com  and  mh 
t ant  rales.   For  few 

dayi  beftei  death 

lever     and      great 

i'l'ii, 

>r>    winter 

conga,    six    i 
ago    cough,     with 

W0tW     in     attacks. 

Dtminiihfld  mo* 
nanea,     prokmgnd 

■iratiuii.      Heart 
irregular    and    fee- 

i 'it-     ETrintfera I 

albumin.  Died  with 
dyipacBa,  adani* 
nf  mfigS  and  legs. 


There  are  rare  and  fatal  cases  in  which  there  are  no  pul- 
monary symptoms.     The  patients  lose  flesh  and  strength,  and 
ie  anaemic  without  any  evident  cause  for  their  ill  health. 
After  continuing  in  this  way  for  some  time,  they  begin  to  have 
ttacks  of  contraction  of  the  arteries,  with  headae!  pless- 

delirium,  stupor,   muscular  twi tellings,  and  vomiting,  or 
a  dyspnoea  like  that  seen  with  chronic  nephritis.     They  die  within 
months  after  they  have  begun  to  have  the  attacks  of  con- 
traction of  the  arteries. 

fn  pome  persons  ;ifter  emphysema  has  existed  for  some  time, 
with  mor-  9  marked  symptoms,  chronic  miliary  tubercu- 

i  slowly  established. 
Emphysema  by  itself  proves  fatal  in  a  moderate  mimher  of 
Death  is  usually  due  to  some  complicating  or  intercur- 
rent disease. 

Tnmtment. — The  conditions  which  call  for  treatment  arc  the 
id   condition  of  the  lung,  the  loss  of  nutrition,  the  bron- 
chitis, the  ncea  and  tie-  spasmodic  dyspmea.  the 
contraetion  of  the  arteries,  and  the  venous  congestion. 

The  emphysema  is  favorably  affected  by  an  out-of-door  life 
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in  a  suitable  climate;  by  abstinence  from  alcohol  and  tobacco; 
by  the  use  of  fats  and  by  overfeeding  with  the  stomach  tube; 
and  by  methodical  inhalations  of  compressed  air.  All  of  these 
measures  are  also  of  service  in  improving  the  nutrition  of  the 
patients  and  in  helping  them  to  szel  rid  of  chronic  bronchitis. 

The  constant  dyspncea  is 'due  to  the  changes  in  the  lungs,  and 
is  then  to  be  treated  by  the  same  means  which  are  used  to  control 
the  emphysema;  or  it  is  due  to  the  complicating  contraction  of 
the  arteries,  and  is  then  to  be  treated  by  the  drugs  which  di- 
late the  arteries — nitroglycerin,  potassium  iodide,  or  chloral 
hydrate. 

The  attacks  of  spasm. m|j.-  dysp&GBQ  are  due  to: 

Spasmodic  contraction  of  the  muscular  coat  of  the  bronchi. 
Tli is  can  be  relieved  by  the  inhalation  of  the  fumes  of  stra- 
monium, nitrate  of  potash,  chloroform,  or  ether,  by  the  admin- 
istration of  chloral  hydrate,  potassium  iodide,  belladonna,  or 
opium, 

(b)  Congestion  of  the  walls  of  the  bronchi.  This  can  be  re- 
lieved by  drugs  which  increase  the  production  of  mucus,  such 
as  lobelia  and  grindelia  robusta;  by  drugs  which  stimulate  the 
heart,  such  as  caffeine,  convallaria.  and  digitalis;  or  by  the 
application  of  dry  cups  to  the  walls  of  the  chest. 

Contraction  of  the  small  arteries.  This  can  be  relieved 
hv  the  drugs  which  dilate  the  arteries,  such  as  nitrite  of  amyl, 
nitroglycerin,  chloral  hydrate,  potassium  iodide,  or  opium. 

d  «   Inflammation  of  the  nasal  passages.    This  is  to  be  treated 
by  local  applications-, 


A.  nNOMYCOSiH  of  the  Lung. 


The  following  account  of  actinomycosis  of  the  lung  is  taken 
from  a  compilation  of  thirty-four  cases  made  by  Dr.  Hodenpyl; 
my  "\\ii  experience  is  limited  to  two  cases. 

De fin i (ion.— Pulmonary  actinomycosis  is  a  chronic  infectious 
disease  of  the  lungs  dependent  upon  the  presence  of  actinomyces. 

Etiology*— The   living   germ   seems   to   be   inhaled   into  the 
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bronchi.     The  majority  of  the  cases  were  in  young  adults;  the 
youngest  patient  wa^  9  yean  old,  the  oldest  63. 

)l>)bid  Anatomy.  —  The  lesions  are  unilateral  in  about  the  pro- 
portion of  three  to  one.    They  may  be  classified  into  two  groups: 
1.  There  are  cases  with  the  symptoms  of  chronic  general  bron- 
,  with  the  germ  present  in  the  sputum,  but  in  which  no 
my  is  made.    Whether  in  these  cases  there  is  no  lesion  but 
that  of  chronic  bronchitis  we  cannot  certainly  tell. 

8    There  is  broncho-pneumonia  of  b  peculiar  type,  which  in- 
vnlves  part  of  a  lobe  or  an  entire  lung.     The  largest  bronchi  are 
coated  with  muco-pus.     The  small  bronchi  contain  pus,  their 
walls  are  thickened,  they  are  surrounded  by  zones  of  peribron- 
chial pneumonia.    In  some  of  the  small  bronchi  there  are  growths 
of  new  connective  tissue  partly  filling  them.     In  the  peribron- 
chial zones  of  pneumonia  the  walls  of  the  air  spaces  are  thick- 
BDftd  and  1  heir  cavities  filled  with  new  connective  tissue.     Be- 
tween these  zones  is  a  dilYuse  hepatization  of  ordinary  exuda- 
tive   type.     There  are  adhesions  between   the  pulmonary   and 
I   pleura*.     There  are  often,  in  addition,  sacculated  collee- 
of  pus  in  the  pleural  cavity,  which  may  perforate  through 
kin  or  through  the  diaphragm.    The  ribs,  sternum,  or  ver- 
tebra? may  be  eroded.     The  opposite  lung,  the  pericardium,  or 
the  heart  may  become  involved.     There  may  be  secondary  infiam- 
«ns  of  th*1  abdominal  organs  or  of  the  brain.     In  one  case 
the  inflammation    penetrated   the   portal  vein  and   there  were 
-s  all  through  the  body. 
npUm&.—A  febrile  movement  is  present  in  nearly  all  the 
Usually  it   is  .me  of  the  first  symptoms,  but  sometimes 
ea  not  come  on  until  later  in  the  course  of  the  disease. 
Cough  is  usually  the  first  symptom  and  continues  throughout 
[t  is  accompanied  with  an  abundant  muco-puru- 
lentT  often   fetid,   expectoration,   and   sometimes   contains   acti- 
ves.    Hfemoptyses  were  not  observed,  although  the  iputa 
were  sometimes  stained  with  blood. 

The  patients  lose  flesh  and  strength,  at  first  slowly;  later,  as 
abscesses  are  formed  and  septic  poisoning  established,  they  run 
down  more  rapidly. 
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The  physical  signs  are  those  <>f  bronchitis,  of  broncho-pneu- 
monia, of  phthisis,  or  of  empyema, 

Tin-  average  duration  of  the  disease  is  ten  months;  the  shortest 
case  lasted  four  months,  and  the  longest  was  still  living  after 
a  duration  <>f  several  ye:n 

Of  the  thirty  t'on t-  rases,  all  died  except  two. 

Diagnosis.— The  disease  is  liable  to  be  confounded  with  fetid 
bronchitis,  ^anorrene  of  the  hum,   broncho-pneumonia,  or  pul- 
monary phthisis.     The  only  positive  din  gnostic  symptom  - 
to  be  the  presence  of  the  actinomyces  in  the  sputa  or  in  the  pus 
from  the  pleura. 

Treatment.— There  seems  to  he  no  way  of  directly  improving 
this  disease  of  the  lungs, 

It  is  said,  however,  that  good  results  have  been  obtained  by 
the  us.<  of  Iodide  of  potash  in  targe  doc 
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Carcinoma ta  of  the  tang  occur  ae  primary  ;m«l  secondary 
growth*  The  necmdary  growths  follow  the  anatomical  type  of 
the  primary  tumor. 

The  primary  growths  consist  of  a  stroma  enclosing  spaces 
lined  with  cylindrical  epithelium,  the  growth  apparently  begin* 
ning  in  the  small  bronchi.  Whether  the  tumors  are  primary 
or  secondary,  we  find  that  they  may  be  developed  in  such  a  \\i\y 
as  to  eompren  the  bronchi;  or  be  associated  with  exudative  and 
productive  in  rl  am  mat  ion  iii  such  a  way  as  to  consolidate  targe 
portions  of  the  Lung;  or  be  associated  with  suppurative  and 
destructive  inflammation  in  such  a  way  that  abscesses  are 
formed;  or  involve  the  pleura,  10  that  collections  of  serum  are 
formed  in  tbe  pleural  cavities. 

The  sarcomata  of  the  lungs  are  secondary  tumors.  They 
usually  are  in  the  form  of  nodules  scattered  through  the  lung, 
or  of  tumors  which  compress  the  bronchi,  or  of  tumors  in  the 
pleura  with  serum  in  the  pleural  cavities 
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The  lyinphomata  begin  in  the  bronchial  glands  and  infiltrate 
the  fongfl  from  the  root  outward,  following  the  track  of  the 
lji  or  of  the  interlobular  septa* 

Sfflnpiom*. — While  in  some  eases  the  symptoms  are  obscure, 
in  others  they  are  well  defined.  They  are  apt  to  follow  one  of 
three  types: 

1.  The  most  marked  symptom  is  dyspnoea,  due  to  pressure  on 
the  bronchi.     The  dyspno&a  is  developed  slowly  and  is  brought 

by  exertion.  It  becomes  more  and  more  distressing,  until 
finally  the  patient  can  hardly  move  at  all  without  bringing  on 
the  difficulty  in  breathing. 

The  physical  signs  are  either  tubular  breathing  or  diminish)  -1 
breathing  over  the  lung  corresponding  to  the  compressed  bronchi. 
The  patients  lose  flesh  and  strength,  at  first  slowly,  later  very 

ipidly, 

2.  The  symptoms  are  those  of  a  chronic  inflammation  of  the 
lung.  The  patients  have  cough,  dyspnoea,  muco-purulent  or 
bloody  expectoration,  a  febrile  movement  and  pain  in  the  chest, 
the  physical  signs  of  bronchitis  and  of  consolidation  of  the- 
lungs,  and  gradual  loss  of  flesh  and  strength. 

3.  The  symptoms  are  those  of  a  pleurisy  with  ♦•tfusion,  but 
it  is  a  pleurisy  which  does  not  improve  under  treatment.  The 
serum  is  apt  to  be  blood-stained,  but  is  not  always  BO;  it  re- 
secwnulatefl  after  it  has  bees  drawn  off:  the  patients  steadily 
lov.   flesh  and  strength. 

My  own  experience  with  secondary  carcinomata  of  the  lung 

test)  principally  with  those  which  occur  after  removal  of 

cancer  of  the  breast.     It  has  seemed  to  me  that  since  surgeon* 

have  practised  the  very  extensive  removal  of  tissue  in  operating 

nicer  of  the  breast,  we  see  fewer  recurrences  in  the  scar 

more  recurrences  in  the  lungs  and  liver.     These  recurrences 

some  late— two  or  three  years  after  the  operation, 

le  time,  then,  after  tin-  operation  these  patients  begin  to 
have  dyspnoea  on  exertion,  with  or  without  cough,  but  then  are 
no  physical  signs.  The  dyspnoea  is  not  at  first  very  urgent,  and 
the  patients  are  not  at  all  ill.  But  as  the  months  go  on  the 
dyspnoea  is  more  and  mnre  easily  brought  on  by  less  and  less 
on,   the   cough    is   more    troublesome,   and    the  flesh    and 
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gtrengtb  begin  to  fail.  But  even  at  this  time  there  may  be  in- 
tervals of  considerable  improvement  lasting  for  several  weeks. 
Then,  after  a  time,  eoine  the  physical  sign*  uf  fluid  in  the  chest, 
of  bronchitis,  of  pressure  on  the  large  bronchi,  or  of  consoli- 
dation. 

In  the  primary  cases  the  first  symptoms  have  been  the 
dyspnoea  and  cough.  The  curious  thing  about  the  dyspnoea  is 
that,  while  in  all  0U6B  it  is  at  first  a  dyspnoea  on  exertion  and 
then  an  uncontrollable,  constant  dyspnoea,  its  character  is  the 
HUBS  whether  the  growth  is  in  the  pleura,  the  lung,  or  around 
the  bronchi. 

The  physical  signs  are  those  of  fluid  in  the  pleural  cavity,  of 
bronchitis,  of  narrowing  »»t  the  bronchi,  or  of  consolidation  of 
the  lung. 

Case  I. — Female,  "V4  years  old. 

In  September,  1877,  she  began  to  have  dyipnoea  on  exertion, 
followed  by  a  dry  cough.  Later  there  was  profuse  mucous  and 
bloody  sputum  and  constant  dyspnoea. 

Tn  January,  1878,  there  were  the  physical  signs  of  a  general 
bronchitis  and  of  fluid  in  the  left  pleura. 

January  21  she  died. 

Autopsy. — There  is  serum  in  both  pleural  cavities. 

The  lungs  are  large,  linn,  and  studded  within  and  without 
with  small  white  nodules.  The  bronchial  glands  are  large, 
hard,  and  infiltrated.  The  nodules  in  the  lungs  are  formed  of 
air  vesicles  filled  with  large,  irregular  cylindrical  cells  and  of 
new  eonTK'etive  tissue  infiltrated  with  similar  cells, 

The  other  viscera  are  normal. 


Ta.se  II. — Male.  4J  years  old. 

In  August,  1877,  he  began  to  cough  with  mucuiis  sputum  and  to 
have  dyspnoea.     He  was  treated  for  tubercular  laryngitis. 

The  dyspnoea  gradually  increased  and  he  had  constant  pain  in 
the  left  side.  Lately  he  has  lost  nVsh  and  strength  and  has  bad 
night  sweats. 

January  15,  1878,  I  first  saw  him.     He  then  had  the  phj 
signs  of  fluid  in  the  left  chest.     I  looked  upon  the  ease  M  one  of 
pleurisy  with  effusion. 

February  14  1  aspirated  tear  pints  of  clear  yellow  serata. 

February  27  I  aspirated  five  pints  ot*  clear  serum.  The  tem- 
perature ran  from  Wfl  to  101°,  the  dyspmva  grew  iteadily  worse 
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in  spite  of  the  aspiration,  he  continued  to  lose  flesh  and  strength, 
and  died  on  March  13. 

Autopsy.— The  larynx,  trachea,  and  large  bronchi  are  con- 
gested and  coated  with  mucus. 

The  left  pleural  cavity  is  nearly  full  of  clear  serum ;  the  pleura 
is  studded  with  small  white  nodules. 

The  lower  lobe  of  the  left  lung  is  converted  into  a  solid,  uni- 
form white  mass.  The  upper  lobe  is  studded  with  small  white 
nodules.  The  whole  right  lung  is  studded  with  small  white 
nodules. 

The  new  growth  consists  of  air  spaces  filled  with  cylindrical 
cells,  and  of  a  difFuse  new  connective  tissue  containing  alveoli 
filled  with  large  round  cells.  In  the  left  lower  lobe  the  consoli- 
dation is  due  partly  to  new  growth,  partly  to  exudate  in  the  air 
spaces. 

The  pericardial  sac  is  distended  with  turbid  serum. 

The  liver  is  large  and  contains  a  number  of  small  white 
nodules. 

The  other  viscera  are  normal. 

Case  III.— Female.  27  years  old,  January  22.  1882. 

Six  months  ago  she  began  to  have  cough  with  mucous  and 
bloody  sputum. 

For  two  months  she  has  been  confined  to  bed  with  night  sweat*, 
irregular  chills,  dyspno-a.  nausea  and  vomiting,  pain  in  the  right 
side,  and  loss  of  flesh  and  strength. 

Now  there  is  marked  tracheal  dyspnoea— constant,  with  exacer- 
bations— sonorous  and  sibilant  rales  ov*r  both  lungs,  1  thought 
she  had  a  small  aneurism  pressing  on  the  trachea.  She  con- 
tinued in  the  same  condition  with  constant  dvspnwa.  temperature 
96    to  102'. 

February  13  she  died. 

Avtopty.— The  larynx  and  the  upper  part  of  the  twh'-a  are 
normal. 

The  wall  of  th*  lower  end  of  the  trachea  i*  thickened,  it* 
inner  surface  is  irr-^rular  and  papillary.  The  epithelial  «ells 
are  increased  in  <\zf-  and  number,  and  in  places  the  cylindrical 
t*\'a  are  replaced  *r>y  ?.*'  *•*.]*.  Th~  xalJ  i*  thickened  from 
the  basement  membrane  back  v,  »he  eartilasre  by  a  new,  growth 
of  connective  'i-*-^.  A>hoi^h  *he  wali  of  thi*  part  t>f  the 
traebea  »thie«*r.^i_  :•*  '.  ■-.  rr.*r.  :.*  no*  ehanzed. 

Tl*e  waSs  of  -he  .zrz*  bronchi  r>**w*en  fhe  fraehea  and  th'r 
hcagi  are  very  meh   •h:cx*5ed.   ar.d   'he  lumen    narrowed   *o 
kiat  a  goo**** ";:".!    t;".1   hardly   ;«».**   •r.rouarh    fhe   larve^t   bron 
efrsfc.    1Ve>:-?.-:/;r:.  -*  •h"-v«c*r.-ad.  *h*  *■#■;;*  deformed,  and  rher* 
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are  patches  of  pavement  epithelium.  The  stroma  is  thrown  into 
papillae  of  irregular  size  and  shape.  The  thickening  of  the  walls 
of  the  bronchi  is  made  up  of  connective  tissue. 

The  walls  of  the  medium-sized  bronchi  within  the  lungs  are 
moderately  thickened. 

Through  the  lungs  are  patches  of  hepatization  and  quite  a 
good  deal  of  interstitial  pneumonia. 

There  are  firm  white  clots  in  the  pulmonary  arteries. 

The  heart,  aorta,  liver,  stomach,  intestines,  spleen,  kidneys,  and 
uterus  show  no  morbid  changes. 
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THE   HEART. 


In  examining  any  person  who  is  suspected  of  having  a  disease 
of  the  heart  we  follow  a  certain  routine.  We  determine  the  size 
of  the  heart,  the  character  of  its  impulse,  the  rhythm  of  its  con- 
tractions and  dilatations,  the  character  of  the  heart  sounds,  and 
the  presence  or  absence  of  murmurs.  Most  important  of  all,  we 
try  to  tell  how  well  the  heart  is  carrying  on  the  circulation  of  the 
blood. 

The  position  of  the  heart  and  of  its  valves  is  seen  in  Fig.  76. 
This  drawing  has  been  made  from  dissections  in  the  department 
of  anatomy  of  the  College  of  Physicians  and  Surgeons.  It  ac- 
curately represents  the  average  position  of  the  heart. 

The  size  of  the  heart  is  made  out  by  simple  or  auscultatory  per- 
cussion and  by  locating  the  apex  beat.  It  is  usually  easy  to  make 
out  an  increase  in  the  size  of  the  heart,  but  a  diminution  in  its 
size  is  much  more  difficult  to  determine. 

The  apex  beat  can  usually  be  felt  by  the  hand,  but  in  many 
healthy  persons  can  hardly  be  appreciated.  Its  position  must 
then  be  determined  by  the  stethoscope.  The  force  of  the  im- 
pulse is  temporarily  increased  by  muscular  exertion,  by  rapid 
respiration,  by  digestion,  and  by  mental  emotions.  It  is  de- 
creased by  all  conditions  that  weaken  the  heart,  such  as  dilata- 
tion of  the  ventricles,  myocarditis,  endocarditis,  fluid  in  the 
pericardium,  and  general  loss  of  nutrition.  But  many  persons 
whose  health  is  good  have  habitually  a  feeble  heart  impulse. 

The  force  of  the  impulse  is  increased  in  some  of  the  cardiac 
neuroses,  with  hypertrophy  of  the  ventricles,  with  contraction  of 
the  arteries,  and  with  some  of  the  inflammations  of  the  peri- 
cardium and  endocardium. 

Dilatation  of  the  ventricles  changes  the  character  of  the  im- 
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pul»e;  instead  of  a  circumscribed  apex  beat,  there  is  a  diffuse, 
heaving  impulse. 

The  rhythm  of  the  alternate  contractions  and  dilatations  of 


Fig,  76  -  J.aorti'  i.ulnnmary  vnlv<> ,  .1/  mirr.il  \;i, 


the  heart  should  he  perfectly  regular.     In  some  healthy  persona, 

however,  there  is  a  regular  intermission  of  the  ventricular  systole. 

also  occur  in  the  tubercular  meningitis  of  children 
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The  heart's  action  becomes  irregular  with  valvular  disease,  dila- 
tation and  hypertrophy  of  the  ventricles,  fatty  degeneration  of 
the  wall  of  the  heart,  myocarditis,  pericarditis,  and  the  cardiac 
neuroses. 

The  contraction  and  dilatation  of  the  ventricles  are  accom- 
panied with  certain  sounds.  The  first  sound  is  synchronous  with 
the  systole  of  the  ventricles,  the  apex  beat,  and  the  closure  of 
the  auriculo- ventricular  valves :  it  is  loudest  at  the  apex.  After 
the  first  sound  is  a  short  interval  of  silence — the  post-systolic 
silence.  The  second  sound  is  synchronous  with  the  closure  of 
the  aortic  and  pulmonary  valves:  it  is  most  distinct  over  tha 
third  cartilage  and  the  middle  of  the  sternum.  After  the  second 
sound  there  is  another  interval  of  silence — the  post-diastolic 
silence. 

When  we  listen  to  the  heart  sounds  we  notice  the  loudness,  the 
distinctness,  and  the  quality. 

Murmurs  are  pericardial  or  endocardial. 

Pericardial  murmurs  are  produced  by  the  rubbing  of  opposed 
surfaces  of  pericardium  covered  with  fibrin  or  connective  tissue. 

Endocardial  murmurs  are  produced  by: 

i  a )  Changes  in  the  valves  by  which  they  are  rendered  rough. 
Ntenosed,  or  insufficient. 

'b>  Ventricular  lesimis.  Inflammation  of  the  endocardium, 
er  of  the  chorda?  rendina* :  abnormal  tendinous  cords  extending 
across  the  ventricles,  or  thrombi  in  the  ventricles.  Ventricular 
murmurs  are  systolic:  their  point  of  maximum  intensity  is  at  the 
apex. 

•  c'»  Systolic  murmurs  heard  at  the  second  left  interspace,  or  at 
the  apex  without  disease  of  the  heart  or  pericardium. 


Pericarditis. 

Lfsions. — The  inflammations  of  the  pericardium  resemble  those 
of  the  pleura. 

They  begin  acutely  m-  Mibacutely,  and  then  run  an  acute,  sub- 
acute, or  chronic  course.  There  is  a  greater  disposition  to  bleed- 
ing from  the  inflamed  surfaces  than  is  the  ease  in  pleurisy.     The 
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inflammation  regularly  begins  at  the  base  of  the  heart  and  then 
extends  over  the  greater  par!  of  the  pericardium. 

We  distinguish : 

I.  PerioarjUiti  with  thi  Production  of  Fibrin. — The  pericardi- 
um is  congested,  or  even  studded  with  minute  hemorrhages.  Its 
surface  is  coated  with  a  thin  film  of  fibrin,  or  with  large,  rough 
masses  which  g!tte  together  the  opposed  surfaces  of  the  peri- 
cardium.  The  quantity  of  fibrin  is  sometimes  large,  and  may  be 
so  distributed  that  during  life  it  gives  Hi--  Biffed  of  enlargement 

•  »}'  tin-  heart  or  of  fluid  ID  the  pericardial  sag.     li"  the  inflannna- 

linn  is  protracted  the  pericardium  itself  becomes  thickened  and 
infiltrated  with  cells,  and  the  wall  of  the  hear!  may  also  undergo 
huflammatory  ebangej 

If  tin-  patient  recovers  the  fibrin  is  absorbed  and  the  pericar- 
dium return*  to  its  normal  condition;  or  there  is  a  growth  of 
new  connective  tisane,  which  forms  permanent  thickenings  and 
adhesions. 

i.  Pi  riot f<lths  with  th<  Production  of  Fibrin  and  ^(  rum, — The 
pericardium  is  coated  with  fibrin  and  there  is  an  effusion  of  serum 
in  the  pericardial  sac,  The  serum  accumulates  al  first  between 
(he  SOOT  of  the  pericardium  and  the  lower  surface  of  the  heart ;  as 
it  increases  it  distends  tlje  pericardial  sac  m  all  directions,  push- 
ing the  heart  upward  and  forward.  The  pericardial  sac  may  be 
so  much  distended  as  to  compress  the  trachea,  the  Left  bronchus 
5 he  GBSophagUflj  or  the  aorta.  If  tlie  patients  recover,  the  serum 
and  fibrin  are  absorbed,  but  permanent  thickenings  and  adhesions 

i  its  tisane  are  left. 
8,  /'  rv  an  ditia  with  the  Production  of  Fibrin,  Si  rum,  and  Pus. 
— This  variety  may  have  the  purulent  character  from  the  oi 
or  it  may  begin  as  one  of  the  forms  just  described  and  afterward 
assume  the  purulent  character.    Tie  inflammation  is  apt  to  run 
B  chronic  course.     The  pericardial  sac  contains  a  large  quantity 
of  purulent  serum;  the  pericardium  is  coated  with  fibriu,  thick- 
ened and  infiltrated  with  cells;  the  walls  of  the  heart  may  b 
seat  of   interstitial   myocarditis.    The   trachea,    left    bronchus, 
(esophagus,  or  aorta  may  be  compressed    The  serum  may  be  ab- 
sorbed, ami  the  fibrin  and  pus  undergo  cheesy  degeneration,  or 
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may  be  an  infiltration  of  the  thickened  pericardium  with 

the  salts  of  lime. 

-Inflammation  of  the  pericardium  is  caused  by  pnea- 
streptococci,  staphylococci,  the  bacillus  of  influenza,  the 
bacillus  of  typhoid  fever,  the  tubercle  bacillus,  the  p 
rheumatism,  id*  scarlatina,  of  smallpox,  and  of  some  of  the  Other 
infetf  ions  diseases,  and  it  occurs  in  the  course  of  chronic  nephritis 
and  chronic  endocarditis, 

rhifsiiuil  S I,/ us. — When  the  pericardium  is  coated  with  fibrin 
and  there  is  lit  lie  or  oo  serum  in  the  pericardial  sac,  there  is 
Bfluall;  a  characteristic  friction  sound.  This  sound  may  be  of  a 
rubbintr.  grating,  creaking,  or  whistling  character,  or  ma; 
semhle  an  endocardial  murmur.  The  sound  may  be  loud  or  wry 
faint.  It  is  heard  with  the  first  or  second  sound  of  the  heart.  Off 
with  both,  but  is  not  always  synchronous  with  then  Bounds, 
If  a  rely  there  is  a  presystolic  friction  sound.  There  is  no  fixed 
point  of  intensity  of  pericardial  murmurs;  they  ma>  be  loudest 
it  any  point  over  the  anterior  surface  of  the  heart;  usually  the 
id  is  superficial. 
Pericardia]  murmurs  are  to  be  distinguished  from  endocardia) 
murmurs  by  their  rubbing  quality,  their  superficial 

limitation  to  a  small  area,  their  ehangeable&esB  10  position 
from  hour  to  hour,  their  greater  intensity  on  prea- 
i  wall,  and  their  want  of  ayiichronisni  with  the- 
They  cannot  always  be  distinguished  from  endo- 
cardial murmurs.     They  may  I  her. 
When  tie  pericardia]  sac  is  distended  with  fluid  the  distension 
be  symmetrical,  or  may  bulge  more  in  one  direction  than  in 
another,  so  the  shape  of  the  area  of  precordial  dulness  varies. 
Fluid  in  the  pericardial  s;                always  be  distinguished 
dilatation  of  the  heart  or  from  large  productions  of  fibrin  in  the 
pericardial  sac, 

Rlu  -In  different  countries  the  ft 

of  pericarditis  with  rheumatism,  and  the  comparative  freq 
of  the  eases  with  fibrin  alone  and  of  those  with  large  exud 
>  vary.     In  Sew  York  pericarditis  with 
alone  often  enough,  but  the  lar_  m  are 

ry  common. 
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Pericarditis  occurs  with  both  mild  and  severe  rheumatic  in- 
Fee&kma,  and  at  any  time  in  flie  course  of  the  infection.    The 

ntosl  obscure  those  in  which  there  is  no  inflammation  of 

the  joints  and  the  pericarditis  runs  a  subacute  course. 

In  tin   cases  will]  fibrin  alone  an  increaaod  frequency  «>f  the 
heart  action,  more  or  tesa  precordial  pain,  and  the  friction  sound 

are  the  only  symptoms.     With  the  distension  of  the  pericardial 
sac  with  attain  come  the  pressure  symptoms  and  the  dyspneea. 

0A81  I  — Female,  27  years  old,  January  2& 

Five  days  before  admiaaios  to  the  hospital  she  had  an  attack  of 

acute  articular  rheumatism.  On  the  day  of  admission  there  was 
Itolic  pericardia]  friction  murmur,  and  on  the  next  day  a 
double  friction  murmur.  The  friction  sound  continued  through 
the  whole  of  her  illness.  She  eoutiuued  to  gel  worse  and  died 
cyanotic  and  delirious, 

Atttopsif, — The  pericardium  is  symmetrically  dilated.  The 
dilatation  is  i\\ii-  to  B  j-reat  ileal  of  fibrin  with  but  little  serum. 
There  are  vegetations  on  the  aortic  and  mitral  valves.  Both 
pleural  cavities  contain  large  quantities  of  dear  W  rum.  The 
Lungs  are  compressed  and  ttdematom  Tim  abdominal  vi- 
are  conge 


Case  II. — Male,  16  years  old,  January  14* 

He   has   had    rheumatism   in   his   feet   and   a   Blight   OOUgb    for 

it  months.     Three  weeks  ago  the  OOUgjb  became  worse,  with 

dyspnoea,  cardiac  palpitation,  and  pains  in  both  sides  of  the  chest. 
After  hi   came  into  the  hospital  thr  dyspneea  was  argent,  with 

marked  cyanosis.     The  pulse  was  rapid,  but  the  temperatur. 
not  over  ■♦!'   .     The  urine  contained  no  albumin.     Qn  the  third 
in  the  hospital  he  died. 
Autopsy.—The  anterior  surface  of  ihe  heart  ia  entirely  un- 
covered by  the  lungs.    The  pericardium  extends  up  to  the  first 
rib  and  has  the  shape  of  a  pericardial  sac  distended  with  fluid. 
The  distension  Of  the  pericardia]  sat*  is  due  to  the  presence  of  n 
quantity  of  fibrin  with  but  little  serum.     Th«   left  centricle 
is  dilated,  with  thin  walls.    There  is  a  fringe  of  small  vegetations 
on  the  aortic  and  mitral  valves.     There  are  m»  minute  chan 
the  walla  of  the  ventricles.    Both  pleural  cavities  contain  serum. 

In  both  InngB  the  bronchi  are  congested  and  contain   inueo -pus 

down  to  the  small  bronchi.     In  all  the  lobes  there  are  a  numl 
lobules  of  smooth  hepatization.    The  liver  and  kidneys  are  coti 
Bested. 
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Case  III. — Female,  25  years  old,  December  30. 

Five  weeks  ago  her  left  knee  and  ankle  became  swollen  and 
painful.  Two  weeks  ago  she  suddenly  developed  sharp  pain  in 
the  left  mammary  region,  and  any  exertion  caused  severe  dysp- 
noea. She  also  had  fever,  nausea,  headache,  prostration,  sleep- 
lessness, and  orthopnoea. 

Now.  at  the  beginning  of  the  third  week  of  her  endocarditis, 
she  looks  very  badly,  pale  and  cyanotic,  with  distressing  dyspnoea, 
the  heart's  action  rapid  and  feeble,  the  left  foot  swollen  and  pain- 
ful, a  loud,  double  friction  sound  over  the  entire  precordial  re- 
gion, temperature  101 r.  pulse  120,  breathing  38.  Urine  1024. 
albumin  present. 

On  the  twenty-seventh  day  the  friction  sounds  had  disap- 
peared :  she  could  lie  down,  and  felt  much  better. 

On  the  thirty-first  day  she  felt  worse  and  there  were  subcrepi- 
tant  rales  over  the  lower  lobe  of  the  left  lung. 

On  the  thirty-fifth  day  she  had  continued  to  get  worse,  with 
dyspnoea,  cyanosis,  tongue  brown  and  dry.  marked  prostration. 

On  the  forty-fifth  day  she  was  in  the  typhoid  state  and  there 
were  dulness.  bronchial  breathing,  and  subcrepitant  rales  over 
the  lower  lobe  of  the  right  lung. 

On  the  fifty-seventh  day  she  was  feeble  and  emaciated,  but  was 
beginning  to  improve. 

On  the  seventy-seventh  day  there  were  flatness  on  percussion 
and  bronchial  breathing  on  the  right  side  from  the  angle  of  the 
scapula  down.     Clear  serum  was  drawn  off  with  the  needle. 

On  the  eighty-third  day  she  l>eLran  to  sit  up. 

On  the  one  hundred  and  twelfth  day  she  had  a  fresh  attack  of 
rheumatism  involving  both  ankles  and  knees.  This  subsided  in  a 
few  days.  She  was  discharged  entirely  well  on  the  one  hundred 
and  twenty-third  day.  The  temperature  was  very  irregular,  bur 
never  over  102". 

Pericarditis  with  Lnhar  Put  umonia. — This  does  not  seem  to  be 
an  extension  of  the  pneumonia,  but  an  additional  pneumoeoeeus 
infection.  In  New  York  it  i^  seen  more  frequently  in  some  win- 
ters than  in  others.  In  most  eases  it  gives  few  symptoms,  but 
there  are  patients  in  whom  the  symptoms  of  the  pericarditis  are 
more  marked  than  tho^e  of  the  pneumonia.  Very  few  patients 
recover  from  the  combination  of  lobar  pneumonia  and  peri- 
carditis. 

Pericarditis  iriiji  phnri*y. — In  these  cases  the  inflammation 
seems  to  extend  from  the  pleura  to  the  pericardium.     If  the  pleu- 
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are  patches  of  pavement  epithelium.  The  stroma  is  thrown  into 
papilla?  of  irregular  size  and  shape.  The  thickening  of  the  walls 
of  the  bronchi  is  made  up  of  connective  tissue. 

The  walls  of  the  medium-sized  bronchi  within  the  lungs  are 
moderately  thickened. 

Through  the  lungs  are  patches  of  hepatization  and  quite  a 
good  deal  of  interstitial  pneumonia. 

There  are  firm  white  clots  in  the  pulmonary  arteries. 

The  heart,  aorta,  liver,  stomach,  intestines,  spleen,  kidneys,  and 
uterus  show  no  morbid  changes. 
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The  lun^s  are  emphysematous,  the  bronchi  congested  and 
coated  with  mucus. 

The  kidney-  weigh  together  lour  ounces;  tiny  are  nodular  and 
cystic. 

i:  VIIL  Pancarditis;  Chronic  Endoconhhs^ — Hale,  48 
years  old,  December  1£, 

Hi'  has  had  scarlatina  and  rheumatism.  For  some  time  past 
he  baa  had  attacks  of  sever*'  nm^h  in  paroxysms,  sometimes  with 
hsanoptyses.  More  recently  he  has  suffered  from  frequent  and 
severe  headaches  and  occasional  vomiting.  fl&r  two  wreeka  the 
and  dyspnoea  have  beep  worse,  and  lie  has  a  good  deal  of 
pain  over  the  liver. 

\<.w  pulse  92,  temperature  5)7°,  breathing  80;  systolic  mur- 
mur  at  the  apex  of  the  Heart;  severe  pain  over  Ihe  Lhrerj  urine 
1014,  no  albumin. 

lie  continued  with  no  fever,  severe  pain  over  the  liver,  and 
Ly  loss  of  flesh  and  strength,  until  he  died  one  month  lain . 

Autopsy. — The  brain  and  its  membranes  are  normal. 

The  pericardium  is  coated  with  fibrin;  the  mitral  valve  i^ 
stenosed  and  insufficient. 

The  lun^s  are  congested  and  (edematous. 

The  liver  and  spleen  are  congested 

The  kidneys,  stomach,  intestines,  peritoneum,  and  vertebra' 
are  normal. 


Treatment* — For  a  rheumatic  pericarditis  He-  treatment  of  the 

rheumatism  with  salicylate  ol  soda,  etc.,  is  a  matter  of  much  im- 
portance. With  pneumonia  and  with  double  pleurisy  the  treat- 
ment ol  these  conditions  is  necessary 

the  pericarditis,  *\\y  cups,  blisters,  or  continuous  cold  over 

the  precordial  region,  are  of  service.  The  feeble  and  disturbed 
heart  action  requires  cardiac  stimulants.  If  there  is  a  consider- 
able quantity  of  fluid  in  the  pericardia]  sae  w  thartioa  of 
diuretics,  or  draw  off  the  fluid  with  the  aspirator.  The  point  of 
flection  at  which  to  insert  the  troear  is  the  fifth  Or  fourth  Left  in 
terspace,  about  one  inch  Erom  the  sternum.  In  some  eases  the 
fifth  right            see  at  tin- sternal  border  is  the  besl  place,     Fo* 

my  own  part,  1  think  that  just  inside  the  outer  left  limit  of  the 

lii ;  dulu«  as  is  the  best  place  to  tap. 

This  tapping  of  the  pericardial  sae  must  be  done  very  carefully. 
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It  is  easy  to  wound  the  heart,  and  the  withdrawal  of  the  fluid  may 
be  followed  by  most  alarming  attacks  of  heart  failure. 

In  the  cases  with  purulent  effusion  aspiration  may  not  be  suffi- 
cient. Then  it  is  necessary  to  resect  a  small  portion  of  a  rib.  open 
the  pericardial  sac,  and  put  in  a  drainage  tube. 


Endocarditis. 

The  endocardium  is  a  connective-tissue  membrane  which  lin*»s 
the  cavities  of  the  heart  and  forms  the  larger  part  of  th*?  valves. 
It  is  a  thin,  dense,  and  elastic  membrane,  containing  but  few 
blood  vessels.  Its  surface  is  covered  by  a  single  layer  of  endo- 
thelium. It  becomes  the  seat  of  productive  rather  than  of 
exudative  inflammation.  During  fortal  life  the  endocardium  of 
the  right  heart  is  inflamed:  after  birth  usually  the  endocardium 
of  the  left  heart.  The  valves  are  the  portion  of  the  endocardium 
most  frequently  affected,  but  that  which  lines  the  auricle  and 
ventricles  and  covers  the  papillary  muscles  may  be  in:!amed 
independently. 

I  do  not  think  that  it  is  possible  at  the  present  time  to  make  any 
satisfactory  classifieati* on  of  cases  of  endocarditis.  .Som~  year* 
ago  nearly  all  cases  of  *r*doeardit:s.  whether  ar-'iV  f,t  chronic. 
were  considered  • .« r»-  .-.f  rhe*iir.a*ic  origin.  Th*  acute  case*  for:.':e<? 
part  of  the  history  of  acre  ar\euiar  rhei.v.atisrr. :  the  chronic 
eases  were  considered!  to  te  *"cr:r&r.i':  disease  <>*  the  hear*.*" 

More  recently  has  "veei.  "*>ro*;ght  ir.to  prorr.ir.er.ee  th*-  fact  tha* 
in  both  aente  ar.d  chr.r.i'r  rz.  loeard.tis  there  are  eases  »\*h  i>*I- 
disturbance  of  err;!**,  r..  r.~t  -*~ith  :r.ariced  infections  syr/.p*^.. 

To  this  has  Ver.  ^  ii^-i  -he  e.x '<erier.ee  that  different  forrr-*  of 
bacteria  are  p.-^w-r.*  ir.  v.e  l^r^er  r.~rr.t-er  of  case*.  At  rrrv:  '.* 
seemed  That  the  T.res^;.re  .  f  '.  vrteri*  <'r? ~;r.ted  f:r  th-  .r.fee*:or;* 
*ynii>l«OEa?_  B^*  ■:■»  *he  ■»*>:/>  "*.%*•*-*«  %re  f:~r./i  ir.  the  r-e-ar* 
jesiofi*,  iy.*:h  iri-r.  <r.  :  ~.**  .*  !r.f~-~:  >  v".r. :.*-"..vj».  this  eT*  -^rj^- 
tion  is  *>:*  *- 5"  *::-.•:• 

It  «ea»  *-.  .--  v.~     r.  y  ;i>r.  ;;>"  r.""w  ls  *:  try  to  -"i 
endwaardrri*  %s  .*  .»■■■  •..--    ...-.  ->...-. 
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Jn  acute  endocarditis  there  are  three  essential 
changes  due  to  the  inflammation: 

1.  A  simple  swelling  <d'  the  endocardium.  The  basement 
Substance  is  swollen  and  succulent,  the  cells  are  increased  in 
size,  the  endothelium  remains  intact.  Such  a  swelling  of  the 
valves  makes  them  shortened  and  insufficient. 

2  A  production  of  small  round  cells  in  the  thickness  of  the 
endocardium,  with  a  falling  off  of  the  endothelium.  If  these 
cells  become  necrotic,  ulcers  are  funned.  Such  changes  in  the 
valvea  cause  insufficiency,  narrowing,  and  roughening, 

9,  Tin'  formation  of  thrombi  of  different  sizes,  which  adhere 
to  the  inflamed  valves.  These  thrombi  may  Dbstrud  the  openings 
id  the  valves.  Tt  is  a  question  how  far  the  formation  of  these 
thrombi  is  due  to  the  condition  of  the  valves  and  how  far  to  the 
unknnwu  conditions  which  cause  the  formation  of  thrombi  in 
veins. 

The  micro-organisms  most  frequently  found  are  streptococci, 
staphylococci,  and  pnenmococci,  but  b  variety  of  others  have  been 
described 

There  are  two  anatomical  forms  of  chronic  endocarditis: 

1,  The  endocardium  is  thick  and  dense.     There  may  be  little, 
d  prominences  on  its  surface:  it  may  be  Infiltrated  with  the 

salts  of  lime;  but  its  surface  remains  smooth  and  thrombi  are  not 
formed  on  it.  Sueh  an  endocarditis  renders  the  valves  rigid 
insufficient,  or  stenosed. 

2.  The  endocardium  is  thickened;  there   is  a   growth  of  cells 
ipanied  by  necrosis,  so  thai  more  or  less  of  the  endocardium 

is  destroyed.    Thrombi  are  formed,  which  adhere  closely  to  the 
inflamed  endocardium.     There  may  be  a  deposition  Of  the  salts  of 
i!  the  inflamed  endocardium  and  in  the  thrombi. 
The  same  miCTO-Organiamfl  arc  found  as  arc  seen  in  acute  endo- 
carditis. 

This  description  of  the  lesions  applies  to  all  the  eases  of  endo- 
carditis, although  for  convenience  we  describe  different  clinical 

groups,     The  groups  are  as  follow 

Endocarditis  with  acute  articular  rheumatism. 
Endocarditis  with  chorea. 
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Endocarditis  with  gonorrhoea. 
Endocarditis  with  disturbances  of  circulation. 
Endocarditis  with  infectious  symptoms. 

Endocarditis  with  both  infectious  symptoms  and  disturbances 
of  circulation. 


1.  Acute  Endocarditis  with  Acute  Articular  Rheumatism. 

This  is  especially  common  in  young  persons.  It  occurs  in  both 
severe  and  mild  cases.  It  usually  follows  the  inflammation  of 
the  joints,  but  may  precede  it,  or  may  occur  without  any  joint 
lesion  at  all. 

Although  micro-organisms  are  found  on  the  inflamed  endocar- 
dium in  rheumatic  endocarditis,  it  seems  probable  that  the 
inflammation  is  due  to  the  poison  of  rheumatism,  whatever  that 
may  be.  rather  than  to  the  presence  of  the  micro-organisms. 

Symptoms. — The  physical  signs  are  regularly  those  of  aortic 
obstruction  and  insufficiency  and  of  mitral  insufficiency,  aortic 
systolic  and  diastolic  and  mitral  systolic  murmurs. 

In  many  cases  of  rheumatism  the  endocarditis  is  of  mild  type. 
The  only  symptoms  are  the  aortic  or  mitral  murmur,  some 
disturbance  of  the  action  of  the  heart,  and  a  moderate  rise  of 
temperature. 

But  there  aro  cases  in  which  the  endocarditis  is  mild  but  the 
rheumatic  poison  is  severe.  These  patients  are  very  ill  with  the 
rheumatism  and  are  liable  to  have  in  addition  pericarditis,  pleu- 
risy, and  pneumonia. 

In  the  more  severe  eases  of  endocarditis  the  disturbance  of  the 
heart's  action  is  much  more  serious  and  regularly  follows  one  of 
l  wo  types : 

1.  The  heart's  action  is  violent,  tumultuous,  and  irregular; 
there  is  very  marked  venous  congestion  of  different  parts  of  the 
body. 

The  congestion  of  the  pia  mater  produces  delirium  and  stupor. 

The  congestion  of  the  lungs  gives  labored  breathing,  and  may 
go  on  to  inflammation  and  consolidation  of  parts  of  the  lungs. 

The  congestion  of  the  pleura  produces  hydrothorax;  that  of 
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tomach,  vomiting;  that  of  the  liver,  enlargement  of  that 
organ;  that  of  flu1  peritoneum,  ascites;  that  Of  the  suheuiancoies 
connective  tissue,  dropsy. 

Til?-  congestion  of  the  kidneys  is  attended  with  S  diminished 
quantity  of  urine,  which  contains  a  little  albumin  and  a  few 
eostt,  If  the  urine  is  scanty  for  a  long  time  the  patn axti  become 
aneemic  and  develop  the  symptoms  of  chronic  an&mia, 

2,  The  heart 'a  action  is  feeble  and  rapid.  There  is  mil  as 
much  disposition  to  venous  <  n,  but  the  patients  suffer 

from  dyspiiiiM,  I  hey  are  vitv  feeble,  they  are  liable  to  attai 

syncope. 

A  very  serious  feature  of  rheumatic  endocarditis  is  that  the 
patients  may  have  repeated  altaeks  of  rheumatism  and  with  each 
attack  there  is  a  fresh  endocarditis. 

A  lar^e  number  of  cases  of  acute  rheumatic  endocarditis 
recover,  but  vrry  few  without  permanent  ohangea  in  the  valvea, 

In  some  the  valves,  although  rendered  insufficient,  undergo 
no  Furtln  res,  and  the  patients  do  well. 

In  some  the  valves,  after  rengaining  unchanged  for  years, 
finally  become  the  seat  of  e&ronic  endoearditia. 

To  some  the  acute  cndoc&rditifl  paasee  into  the  ehronk  form, 

and  the  patients  <jn>\\    worse  with  but   little  interruption. 

1'n  atnu  tit. — The  prineipal  objeeta  of  treatment  are  the  cure  of 

the  rheumatism  and  the  relief  of  the  bad  heart  aetion  with  the 

consequent  disturbane.  filiation*     For  the  rheumatism  the 

most  efficient  remedies  are  the  salicylate  of  soda,  the  oil  of  winter- 

n.  the  alkalies,  antipyrin,  pheaaeetin,  and  aspirin. 

If  the  heart's  actiou  is  exaggerated,  tumultuous,  and  irregular, 
with  excessive  venous  congestion,  we  employ  venesection,  wet 
enpfl  0T  Leeches,  purging  or  sweating.  Chloral  hydrate,  amyl 
nitrite,  opium,  and  potassium  iodide  are  often  of  much  service* 

If  the  heart  a  is  feeble  and  rapid  we  need  the  cardiac 

stimulants — digitalis,  convallaria.  caffeine,  and  aleoh.il 


2.     Endocarditis  -with    CkOTM. 

In    a   large   number   of   cases   of    chorea    there    are   systolic 

murmurs  at  the  base  or  apex  of  the  heart,  sometimes  associated 
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with  an  increase  in  the  size  of  the  heart  and  with  irregular  heart 
action. 

In  some  of  these  cases  there  is  a  true  endocarditis,  in  others 
there  is  not.  I  do  not  know  any  certain  way  of  determining  which 
conditions  exist,  except  by  waiting  for  several  months  and  seeing 
whether  the  evidences  of  valvular  changes  persist. 


3.     Endocarditis  with  Gonorrhcea. 

There  are  cases  of  gonorrhoea  in  which  the  disease,  instead  of 
behaving  like  a  localized  inflammation,  behaves  like  a  general 
sepsis,  with  rises  of  temperature,  prost ration,  cerebral  symptoms, 
and  inflammations  of  different  parts  of  the  body. 

Of  these  secondary  inflammations,  those  of  the  endocardium 
and  of  the  kidnevs  are  the  most  fatal. 


Case  I.  Gonorrhaal  Sepsis  icith  Endocarditis. — Male.  20  years 
old.  August  4. 1900. 

Six  weeks  ago  he  had  a  chill  followed  by  fever:  this  has  been 
repeated.  He  has  had  bad  headaches,  has  been  irrational,  but 
has  managed  to  keep  about  until  yesterday. 

Now.  at  the  beginning  of  the  seventh  week,  he  is  irrational: 
there  is  a  purulent  discharge  from  the  urethra,  which  contains 
sionococci.  There  is  a  loud  mitral  systolic  murmur,  but  the 
heart's  action  is  regular  and  of  fair  force. 

In  the  ninth  week,  hiemosrlobin  *«)  per  cent.,  red  cells  4.106.- 
000.  white  cells  11.4<»»». 

In  the  tenth  week  the  right  elbow  became  inflamed. 

In  the  eleventh  week,  haemoglobin  54  per  cent..  r»-d  <vlls 
3.128.000.  white  ?rll<  lu.SOO. 

During  the  whole  time  he  was  in  the  hospital  the  condition 
was  that  of  acute  ^p>is  with  marked  cerebral  symptom*:  Tem- 
peratures 100"  to  1»4\ 

He  died  at  th-  -r.i  «.f  th-  -lev-nth  w«-k. 

Autopsy. — Th-  :■>.  r:;;i>r  «■:  *h~  ?>ra:n  :>  a  litTl*  thicker.- •:. 

The  lungs  arr  j-i-:j.a*'  *>. 

There  are  s*.-f*.  v-^e*^*:*  :.-  •  :.  *h-  r:.:*r<il  vaiv*  . .;  *l~  h~*:m~. 

The  spleen  c* .r."t::.»  v.  "■*.:*-  ::. :*?■:':■ .:.. 

The  kidneys  ar-  I--.rj-.  -  .':.  pa".-  •*'.-r**-x.  <\zA  &  ;.--;■.-.  w  ::.:,:.-.-- 
tion  in  one  of  the:r.. 
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4.    Endocarditis  with  Disturbances  of  Circulation, 


These  are  the  ordinaxj  caa  i  of  chronic  heart  disease,  in  which 
all  the  symptoms  866211  to  be  due  to  the  inability  of  the  heart  to 
Carry  <m  the  circulation  of  the  bloud  in  a  normal  manner. 

The  inflammation  involves  most  frequently  the  aortic  and 
mitral  valves.  Less  often  the  tricuspid  and  pulmonary  valves  and 
1 1n*  endocardium  of  the  ventricles  and  auricles. 

With  chronic  endocarditu  are  often  associated  myocarditis, 
arteritis,  emphysema,  chronic  bronchitis,  chronic  nephritis,  and 
contraction  of  the  arteries, 

Causes,  •Chronic  endocarditis  may  succeed  acute  endocarditis, 
either  immediately  nr  afler  a  long  interval.  It  may  be  earned  by 
rheumatism,  gout,  or  syphilis.  It  very  often  is  a  primary  Lesion 
It  is  rarely  due  to  the  rupture  of  a  valve  bj  externa]  violence. 

Tin  symptoms  depend  «>n  : 

The  endocarditis, 

The  dilatation  and  hypertrophy. 

The  character  of  the  heart's  action, 

Tin-  presence  of  thrombi  on  the  endocardium, 

The  myocarditis, 

Th'  lis. 

The  contraction  of  tin-  arteries, 

The  emphysema. 

The  chronic  nephritis, 

The  general  venous  congestion. 

h  Tin  Endocarditis, — Tin*  inflammation  may  last  Tor  months 
or  years,  cease  to  be  active,  and  no  further  changes  be  produced 
in  the  valves;  or  ii  may  continue  slowly  and  with  intenniasionsiip 
to  the  time  of  the  patient's  death,  the  valves  becoming  more  and 
more  damaged,  and  the  inflammation  extending  to  other  valves, 
or  the  inflammation  may  be  more  active,  the  endocardium  man 
rapidly  and  profoundly  changed,  with  a  febrile  movement  ami 
Loss  <»t'  nutrition. 

The  changes  in  the  endocardium,  due  to  the  inflammation,  may 
produce  cardiac  murmurs. 

Aortic  stenosis  gives  a  murmur  with  the  first  Bound,  and  during 
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*'u'  first  silence.     The  murmur  is  loudest  at  mid-sternum  opposite 

***'■'  third  interspace.     It  is  transmitted  upward  and  In  tin*  right 

*l  iiliv  be  heard  behind  on  the  teH  aide  of  the  second,  third,  and 

Utfe  dorsal  vertebra1.     It  may  be  loudest  at  the  lower  end  (if 

the  -sternum,  or  in  the  second  interspace,  on  the  right  or  left  side. 

kWieare  may  be  well-marked  aort:  ilh  no  murmur. 

Aortic  insufficiency  gives  a  murmur  with  the  second  sound, 
'«i<l<st  at  mid-stei  iiiiiii  oppWte  the  third  interspace.     It  is  lr;ms- 
"itited  down  the  sternum,  and  upward  to  the  right.     It  may  be 
tclMl  at  the  lower  end  of  the  sternum,  in  the  left  fourth  inter 
.*«-e.  nr  at  the  apex.     It  is  a  wry  constant  murmur. 
^Mitral  stenosis  gives  a  presystolic  or  systolic  murmur,  or  both. 
Ine  presystole  murmur  is  heard  just  before  the  first  sound.     It 
ideal  al  I  he  apea  and  is  usually  circumscribed.    The  systolic 

iniinmir  is  loudest  at  the  apex  and  is  transmitted  to  the  left    The 

"nirmnrs  o£  mitral  stenosis  are  very  inconstant,  ami  often  absent 
altogether. 

Alitral    insufficiency   1^1  vis   b   systolic-   murmur,   loudest   al    the 
aP^i.  and  transmitted  to  the  left.    This  murmur  is  nearly  alwavv 
*~*  Oust  ant  one. 

Ventricular   murmurs  are   produced   by   roughening  of  the 

v  "utricular  endocardium,  or  thrombi  in  the  ventricle*,    They  are 

T\   loudest   at   the  apex,  and  circumscribed.      They  are  not 

Dilatation  mni  Hypertrophy  of  the  V$HtridB9, — Dilatation 

'°np  of  the  ventricles  adds  to  the  dangers  of  the  endocarditis. 
J  *>  pay  alone  semis  often  to  be  of  benefit.    Hypertrophy 

■  I   dilatation  together,  if  QOt  excessively  developed,  may  also  be 
'*"      benefit.      A    beflrl    which   remains  of  norma]   else,   or   which 
a  small  when  associated  with  advanced  valvular  chai 

ot  to  ad  badly. 

Am-;-  regularly  followed  by  dilatation  and  hyper- 

Brat  of  The  left   ventricle,  then  of  the   right. 

-V.rih   insufficiency  is  followed  by  dilatation  ami  hypertrophy 

fit  ride. 
^Mitral    <t<iiosis  should  be   followed   by  dilatation  and   hyper- 
vl»hy  of  the  left  auricle  and  the  rijsrht  ventricle.     Hut  there  may 


be  dilatation  alone  of  either  or  of  both  ventricles;  or  dilatation 
and  hypertrophy  of  the  left  ventricle:  or  the  entire  bearl  nuv 
be  small. 

Mitral  insufficient  ifl  followed  Ivy  dilatation  alone,  or  dilnta- 
tion  and  hypertrophy  of  the  left  ventricle. 

3.  Tin  Character  of  //"  Heart'*  Action.— -Disturbance!  of  the 
i  action  seem  to  depend  upon  the  changes  in  the  valves  and 
waits  of  th-'  heart;  up  traction  of  the  arteries;  and  apon 

unknown  asanas. 

The  hearth  action  may  be  rapid,  slow,  feeble,  forcible,  inter- 
mittent, irregular,  or  tumultuous.    The  contractions  of  the  heart 

may  he  so  feeble  that  there  are  more  apex  beats  than  arterial 
pulsations 

Aortic  and  mitral  stenosis,  without  contraction  of  the  arteries, 
gives  a  feeble  and  irregular  pulse;  with  contraetion  of  the  arteries, 

the  pulse  is  tense,  ami  the  hejirt  action  often  tailoring,  Aortic- 
stenosis  may  give  more  irentricular  contraction*  than  heart 

Aortic  insufficiency  gives  an  exaggerated  heart  action,  with 
dilated  arteries,  full  of  blood,  but  • 

Abnormal  sensations  referred  to  the  heart  seem  Ui  depend  upon 

its  disturbed  action. 

There  may  be  actual  pain,  referred  to  the  heart  ami  the  left 
shoulder;  the  pain  constant,  produced  by  exertion,  or  paroxysmal 
Or  then-  are  feelings  of  constriction,  or  of  displacement  of  tin 

heart. 

I,  Thrombi  Attached  to  fin  Endocardium* — These  interfere 
with  the  heart's  action.  They  may  abstract  the  orifices  of  the 
heart ;  fragments  of  fchera  lodged  in  the  cerebral  arteries  produce 
convulsions,  paralysis,  and  aphasia 

5,  Myocarditis. —  Interstitial  myocarditis,  degeneration  of  the 
heart  muscle,  and  disease  of  the  coronary  arteries  are  each  one 
capable  of  rendering  the  heart's  action  f.  i  Irregular,  of 
producing  attachs  of  angina  pectoris,  and  of  causing  sudden 
death, 

6.  Chronic  arteritis  affecting  many  of  the  arteries  adds  t« • 
the  ilifiicultics  of  the  circulation.     If  it  involves  the  cerebral 
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arteries  the  characteristic  symptoms  of  cerebral  arteritis  may  be 
developed. 

7.  Pulmonary  emphysema  is  a  frequent  complication,  and  adds 
much  to  the  dangers  of  the  endocarditis. 

8.  Venous  congest  ion  takes  a  very  large  share  in  producing  the 
symptoms  of  chronic  endocarditis.  It  is  due  to  the  valvular 
lesions,  the  dilatation  of  the  ventricles,  the  disturbed  heart  action, 
the  contracted  arteries,  and  the  complicating  emphysema  or 
arteritis. 

Congestion  of  the  pia  mater  produces  delirium,  stupor,  and 
convulsions. 

Congestion  of  the  lungs  produces  chronic  bronchitis,  ha»mop- 
tyses,  the  pneumonia  of  heart  disease,  oedema  of  the  lungs,  and 
hydrothorax. 

Congestion  of  the  stomach  produces  pain,  gastric  dyspepsia, 
vomiting,  and  vomiting  of  blood. 

Congestion  of  the  small  intestines  produces  loss  of  flesh  and 
strength.    There  is  also  gastric  and  intestinal  flatulence. 

The  general  congestion  of  the  body  gives  subcutaneous  dropsy 
and  dropsy  of  the  serous  cavities. 

The  kidneys  may  be  the  seat  of  chronic  congestion,  of  chronic 
degeneration,  or  of  chronic  nephritis. 

With  chronic  congestion  of  the  kidney  the  quantity  of  urine 
is  diminished,  its  specific  gravity  is  hijrh.  there  Is  little  or  no 
albumin,  the  quantity  of  urea  to  the  ounce  of  urine  is  sufficient. 
This  change  in  the  kidney  seems  to  add  but  little  to  the  symp- 
toms. 

The  chronic  contrition,  if  protracted,  is  succeeded  by  a  chronic 
nephritis.  The  >pwih>  jravity  of  the  urine  falls,  the  quantity  of 
urea  is  diminished,  and  albumin  and  cast*  mak*'  their  appearance. 

With  chronic  d»-j»-ri»-ra:ion  of  rh»-  kidney  the  quantity  «.f  th»- 
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l.  There  is  an  abundant  exudation  of  tenon  from  the  vessels 
tit"  the  kidneys.    The  mine  is  of  low  specific  gravity  and  contains 
quantities  of  albumin.    The  patients  arc  anaemic,  dropsieal, 
and  suffer  trow  chronic  anemia. 

_'.  There  is  tittle  or  m>  exudation  from  the  bl I  of  the 

kulneys.  hm  there  is  an  extensive  growth  of  interstitial  con- 
oeetive  t  issue.  The  urine  is  of  low  specific  gravity,  contains  Little 
ores  and  little  or  no  albumin.  The  patients  are  liable  to  attacks 
of  acute  anemia  with  contracted  arteries. 

Cause  pf  flu  ZKss&ttf. — The  disease  may  succeed  one  or  mow 
a  of  acute  endocarditis,  or  it  may  be  chronic  fr<nu  the 
outset, 

In  the  chronic  eases  the  symptoms  are  usually  not  developed 
until  the  dist  |vi  baa  bj  i  ted  for  some  time.  Then  first  one  or  twi 
symptoms  appear  and  others  art-  added  later. 

The  lii  si  symptom  may  he: 

Dyspnoea  mi  exertion. 

Anaemia  and  less  of  nutrition. 

Cough  and  expectoration. 

Cardiac  palpitation  and  pain, 

Stomach  symptoms. 

Dropsy. 

Contraction  of  the  arteries. 

It  sometimes  happens  that  the  patients  go  on  for  a  long  time 
with  an  i  'lis,  but  without   symptoms.     Then  suddenly, 

with  a  pericarditis,  a  pleurisy,  a  bronehitisj  or  without  discover- 
able  cause,  they  develop  a  most  distressing  and  argent  dyspnesa 
with  contracted   arteries,      This   dyspnoBS   continues  and    to 
within  s  i  or  weeks. 

The  endocarditis  may  stop  ai  anj  time.  Ti  may  go  on  slowlj 
or  qiiirkK     ii    may   be  complicated   by   the  i   already 

mentioned, 

The  had  eases  die  with  dyspnoea,  or  with  dropsy,  or  with  cere- 
bral symptoms,  or  feeble  and  emaciated,  Or  suddenly. 

The  prognosis  is  always  in  be  made  with  b  good  deal  of  resi 

n  whom  the  cardiac  symptoms  are  rory  marked,  and 
whose  condition  seems  almoal  hopeless,  are  capable  of  very  greal 
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improvement  under  treatDMnt    -They  may  live  for  mouths  or 
■a  longer  than  is  expected. 

In  judging  the  prognosis  we  think  of: 

The  extent  and  activity  of  the  endocarditis. 

Thv  degree  of  the  stenosis  or  Lneofficiency  of  the  valves. 

The  condition  of  the  veni  rides, 

Tin-  character  of  the  heart's  art  ion. 

The  presence  or  absence  of  contraction  of  tin*  arter 

Th«-  character  of  the  associated  lesions. 

If  one  only  sees  these  cardial  during  life,  or  only  exam- 

ines the  lesions  after  death,  the  condition!  seem  eotnparativi 
simple.    But  if  one  both  sees  the  cases  anil  makes  the  autopt 
tor  many  years,  one  finds  one's  self  confronted  with  verj 
difficulties  in  the  exact  appreciation  of  each  <•. 

It   is  very  difficult  to  tell  how  Ion- ndoearditis  has  lasted 

before  it  begins  to  give  symptoms,     En  many  vary  old  cases,  as 
Long  as  twenty  years,  there  are  hardly  any  symptoms  and  then 
symptoms  come  on  tieutely. 

When  the  symptoms  do  come  on  it  requires  great  aare  to  tel! 

whether  they  are  due  to  the  narrowing  of  s  stenosis,  the  dilatation 

of  the  ventricles,  iho  failing  compensation,  the  disturbed  heart 

on,    the   contraction    of   the  arteries,   or  the   complicating 

■it  is. 

It  is  very  difficult  to  appreciate  tin*  character  and  extent  of 
the  valvular  Lesion,  whether  it  is  a  simple  thickening,  or  s 
wth  with  nect  id  thrombi. 

The  ruli  to  be  thai  cell  growth  and  oeero  more 

-  in  the  sortie  valves  and  simple  thickening  in  the  mn 

nt. — It  is  impossible  to  lay  down  anything  but   the 
aJ  rnh's  for  treatment,     The  success  depends  mi  the 
d  skill  of  the  physician. 
principal   indications  are   to  check   the   prog]  the 

litis.  io  regulate  the  net  inn  of  the  heart  and  the  • 
m  of  th<  -,  and  to  alleviate  symptoms, 


with  Cell  Growth  and  A  /  tit* 

\»>h<   Valves—  Male,  *  old,  January  10,1880. 
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He  has  never  had  rheumatism. 

One  year  ago  he  had  an  attack  of  dyspnoea  and  vomiting  which 
lasted  for  three  days.  After  that  he  was  well  until  five  weeks 
ago.  Then  he  became  pale,  feeble,  had  night  sweats,  pains  in  the 
chest  and  arms,  constant  severe  headaches,  and  occasional  vomit- 
ing. 

On  the  third  day  of  the  attack  the  left  foot  and  leg  became 
swollen  and  painful. 

One  week  ago  he  began  to  have  cough  and  dyspnoea,  became 
more  feeble,  and  had  one  or  two  sharp  chills  every  day. 

Now  he  is  feeble  and  emaciated,  the  skin  dusky,  the  tongue 
coated  and  yellow,  urgent  dyspnoea,  pulse  102  and  hard,  tem- 
perature 100°,  breathing  28.  There  is  an  aortic  diastolic  mur- 
mur, loudest  in  the  third  interspace. 

He  grew  steadily  worse,  with  dyspnoea  and  expectoration  of 
bloody,  frothy  mucus.     The  next  day  he  died. 

Autopsy. — The  brain  was  not  examined. 

The  right  ventricle  of  the  heart  is  a  little  dilated:  the  left 
ventricle  is  moderately  dilated,  with  thin  walls.  There  is  a 
moderate  cell  growth  between  the  muscular  fibres.  Two  leaves 
of  the  aortic  valve  and  part  of  the  aorta  beneath  are  nearly  de- 
stroyed, and  to  the  portions  of  the  valves  still  left  are  attached 
large,  soft,  white  vegetations  extending  up  into  the  aorta. 

Both  pleural  cavities  are  nearly  full  of  serum.  Both  lungs 
show  the  changes  of  the  pneumonia  of  heart  disease  with  con- 
siderable red  hepatization.  The  bronchi  are  full  of  bloody  serum. 
The  liver  is  small  and  firm. 

The  spleen  is  large  and  soft,  and  contains  one  yellow  infarc- 
tion. 

The*  kidnevs  look  normal  to  the  naked  eve. 


Case  III.  Endocarditis  with  Cell  Growth,  X(  crash,  and  Cal- 
cification of  the  Aortic  Vol  res. — Male,  52  veal's  old,  March  22, 
1882. 

Three  months  ago  he  began  to  have  cough  with  mucous  sputum 
and  dyspmea. 

One  month  ago  he  had  to  stop  work. 

For  eight  days  he  has  been  in  bed  with  couirh,  dyspnoea,  and 
sleeplessness. 

Now  he  is  emaciated,  cyanotic;  dyspmea.  coiiirh,  small  ha> 
moptyses.  heart's  action  feeble,  double  aortic  murmur,  tempera- 
ture 97c. 

Four  days  later  he  died  suddenly. 

Autopsy. — The  brain  was  not  examined. 


>ms. 


The  Inn  overed  with  old  pleuritic  adhesions;  they  an 

emphysematous;  there  is  no  congestion  or  oedema. 

There  are  old  pericardial  adhesions.  The  aortic  valves  are 
partly  calcified,  and  covered  with  vegetations,  The 
ventricles  are  small;  their  wmIIs  are  not  thickened. 

Th"  liver  is  hard  and  congested. 

The  stomach  and  small  intestines  are  congested. 

Th«'  kidneys  an  atrophied  and  nodular. 

BE  [V.  Aoriu   Insufficiency  with  Large  Vegetations  Bang- 
Omvn  into  th<  Ventricle, — Male,  30  years  old,  November  20. 
When  he  was  admitted  he  was  w  of  the  serious  nature 

<-t*  lus  illness  and  did  not  know  how  lonjr  he  had  bees  sick, 
lie  le  and  anaemic,  with  great  dyspnoea,  increased  by 

The  heart  wns  much  enlarged,  with  a  diffuse,  heaving 
pulsation.  There  was  a.  loud  diastolic  murmur,  most  distinct  at 
.«  point  two  inches  to  th<-  Left  of  the  apex  and  transmitted  to  the 
back, 

TIim  dyspnoea  continued;  there  was  general  dropsy;  he  became 
delirious,  witli  a  moderate  rise  of  temperature,  and  died  at  the 

E    weeks. 

Autopsy. — The   pericardium   is  covered   with  <>M   adhesions. 
Hnih  ventricles  are  dilated,  without   hypertrophy.    The  mitral 
valves  are  normal      The  aortic  valves  are  thickened  and  in 
ctent :  to  their  edg< -s  adhere  three  large,  polypoid  vegetations 
which  hang  far  down  into  the  ventricle, 

The  lungs  show  the  lesions  of  the  pneumonia-  Of  heart  disease. 
The  kidneys  are  in  th mditiou  of  chronic  congestion. 


arditis  with  Cell  Growth  and  Calcification 
1     fie  Valves,  —  Female,  20  years  old,  January  6,  1878. 
Three  months  ago  she  eauirht   euld  ami   heyan   to  have  CO 

with  white  sputum,  sometimes  streaked  with  blood,  headache, 
vomiting,  dyspnoea,  palpitation,  and  pain  over  the  heart 
Two  weeks  ago  she  wenl  to  bed,  began  to  have  dropsy  of  the 

and  the  urine  uas  nearly  suppressed. 
Now  she  is  feeble  ami  amende;  the  heart   is  dilated,  with  a 
loud  double  murmur  all  over  it.     There  arc  suberepitani  rales 
over  both  lungs 
sie1  gradually  gre^  worse  and  died  four  days  later. 
Autopsy. — The  brain  was  not  examined. 
Both  ventricles  of  the  heart  an   dilated,  without  hypertrophy. 
lOrtic  orifice  is  nearly  dosed  hv  one  leaf  of  the  valve,  v 
md  calcified. 


:m 


H.'AKMTIS. 


The  LuBgfl  show  the  lesions  of  the  pneumonia  of  heart  dr 

and  are  cedeiBatoua. 

Th6   Stomach    and   small    intestines   arc   congested    ami   coated 

with  mucus. 

Tin'  liver  is  congested. 

The  kidneys  are  lame,  hard,  pale,  and  nodular. 

Case  VX  Endocarditis  with  DeU  Groteth  and  Thrombi  of 
Mitral  VoJvi  amd  Left  Avru&e-  Mala,  12  yean  old,  February 
9,  1881 

Five  years  air*.*  In*  had  rheumatism  with  cardiac  complications; 
and    since    then    lias   had    several    subacute    attacks.     For    four 

months  be  has  been  much  worse,  with  cardiac  pain,  dyap 

isea,  I'Minrh.  and  dropsy. 

\m\\  ihe  heart  is  dilated,  with  -i  Lend  systolic  murmur  all  over 

it,    i Mil  irregular  and  tumultuous  action.     TLie  urine  contains  al- 
1  hi  rum  and  Lrranular  Casts, 

Be  died  oomatose  sixteen  days  Later, 

Autopsy. — The  brain  was  not  examined. 

The  pericardium   is  covered  with  old  adheaiona.    The  right 

Ullride    and    both    ventricles    are    dilated.     The    mitral    valve    is 

ned  and  covered  with  vegetation*.  The  endocardium  of 
the  left  auricle  ii  covered  wit}!  vegetations. 

Both  pleural  cavities  contain  serum.  The  Lung*  show  the 
lesions  of  the  pneumonia  of  heart  disease. 

The  liver  is  Large  and  congested. 

The  spleen  is  Large  and  firm* 

The  kidneys  are  Large,  pale,  and  contain  white  infarctions, 


SB  VII.  Endocarditis  with   Ctofl   Qrowth   and  Aft 
Aortic  <ut<!  Mitral   Valves. — Male  .^  old,   Decembej 

L878. 

years  ago  be  had  a  chancre, 
For  two  yean  he  lias  had  occasional  palpitation  of  the  bet 

For  six  weeks  he  has  had  pain  and  stillness  in  the  joints,  cough, 

and  palpitation  ««i  the  heart. 

For   two   weeks    there    has   hcen    dropsy   of   the   legs   and    ah- 

domen. 
Now  he  is  well  nourished,  good  appetite,  clean,  bowels 

lar,  pulse  1<><>.  temperature  101  ,  breathing 24.     [Trine  H»14, 
annlar  and  epithelial   casts 
There  is  n  double  aortic  murmur  with  hypertrophy  and  dilata- 
lion  of  the  Left  ventricle. 
January  <;  he  had  a  chill,  fever,  and  arc 
One  ater  he  had  bloody  expectoration. 


CARDITIS. 


At  the  end  of  two  weeks  he  died. 

Autopsy. — The  brain  was  not  examined. 

The  left  ventricle  of  the  heart  is  greatly  hypertrophied  and 
dilated;    the    right    ventricle   is   a   little  dilated.      The   aortic 
-  are  short  and  thick,  with  a  lontr  vegetation  attached  to 
one  leaf.     Another  Leal  is  wry  much  thickened  and  ulcer 
and  hi  ivitv  with  roughened  walls.     The  mitral  valve 

with  its  tendons  is  thickened  and  uleerated. 

There  is  serum  in  both  pleural  eavit 

The  lungs  show  the  lesions  o\*  the  pneumonia  of  heart  dh 

The  liver  is  large  ami  nutmeir-eohnvd. 

The  spleen  is  large  and  firm. 

Tip  i  shows  the  changes  of  chronic  gastritis 

The   ki<!'  e   large  and  white  and  show  tin-  chl 

chronic  nephritis. 


i   \!lf  t  icith  Thickening  of  thi  Mitral  Valv< 

Producing  Insufficiency. — Male,  2">  years  old,  April  11,  1*77. 
Tn  February  he  had  pleurisy  with  effusion, 

i  to  haw  dyspnoea  and  cramps  in  the 

abdomen. 

Now  he  is  cyanotic:  VOZnita;  has  dyspncea:  the  heart  is  dilated, 

JtOlic  mitral  murmur;  the  left  pleural  cavity  is  half- full 

ii:i,  there  is  genera]  dropsy;  temperature  98°»10Q*;  urine 

_',  trace  of  albumin. 

He  continued  in  about  the  same  condition  for  six  months,  when 

itopsy. — The  dura  and  pia  mater  are  congoetod. 
Both  ventricles  of  the  heart  are  dilated,  without  hypertrophy; 

tnitraJ  ralve  is  thickened  and  insufficient. 
The  left  pleural  cavity  is  two-thirds  full  of  Berum  and  the 
long  is  compressed.     The  right  pleura  -1  with  connective 

infiltrated  with  serum.     The  upper  lobe  of  the  right  lung 
is  in  the  condition  of  smooth  red  hepatization. 
The  peritoneum  lb  turbid  serum 

The  stomach  and  small  intestine  are  congested  and  coated  with 

BJUC1 

The  liver  is  small  and  hard. 

The  ind  firm. 

The  kidneys  are  large,  hard,  and  smooth — chronic  congestion. 

.  IX.   Etidoy  •  ning  am  >n  of 

i  ■!<',  Pro  Male,  15    «  ars  old, 

1888:   V  in  the  hospital  for  a  month  with  pre- 
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cordial  pain,  dyspiura,  dropsj  odE  the  legs,  crdema  of  tin*  lungs, 
rapid  and  tumultuous  heart  action,  albumin  in  1 1 1  ■  -  urine. 

Alter  tliis  be  was  much  better  until  November  1.  Then  lie 
came  back  i<>  the  hospital  with  tin*  name  symptoms,  but  after  two 
weeks  was  much  improved.  He  continued  pretty  well  until  Janu- 
ary 15,  1889.  'Dim  he  came  back  to  the  hospital  with  argent 
dyspncBa,  the  heart  dilated,  irregular,  and  rapid,  with  mitral 
systolic  murmur j  temperature  98*  j  urine  1023.  albumin,  hyaline 
and  epithelial  easts. 

The  next  day  he  died  suddenly. 

Autopsy. — The  brain  is  normal. 

The  right  ventricle  of  the  heart  is  dilated  and  hypertrophic  d 
the  left   ventricle  is  dilated,  with  thin  walls.     The  aortic  v;ilws 
are  a   little  thickened.     The  mitral  valve  is  thickened,  calcified, 
and  stenosed. 

The  Liver,  spleen,  stomach,  and  small  Intestine  arc  congested. 

The  kidneys  are  large,  hard,  and  shew  the  lesions  ol  chronic 
nephritis. 

Cask  X.  Endocarditis  with  Modorati  Thickening  of  (hi  Aortic 
and  Mitral  Valves;  Cardiac  Symptoms  Out  of  Proportion  t<r  thf 

Ctnliar  Lrsiutts,    -Female,  39  years  eld,  July  6,  1H79. 

Xe  history  of  rheumatism  or  syphilis. 
One  year  ago  she  had  sn  attack  of  lobar  pneumonia. 
Three  months  ago  she  began  to  have  dull  pain  in  the  left  side, 
and   Bough   with   mucous  sputum.     The  COUgh  has  grown   worse 

and  the  sputum  is  sometimes  streaked  with  bleed. 

Two  months  ago  the  urine  beeame  scanty ;  there  was  dropsy 
Of  the  feet   ami  EegB,  ami  dyspmea  00  exrrl 

One  month  ago  she  was  confined.  After  her  confinement  she 
had  dull  precordial  pain,  dyspucpii,  and  palpitation. 

Now,  orthopncea  ;  pulse  feeble  and  rapid;  dropsy  of  beth  Ii-jlts  ; 
urine  1033,  albumin;  sn  aortic  regurgitant  murmur. 

August  »»  she  was  discharged  improved. 

i  October  4.  readmitted.  For  the  past  month  she  has  had  pre- 
cordial pain,  cough,  several  attacks  of  syncope,  dropsy  of  the 
Peel  ami  legs. 

\Y.\v  there  are  dilatation  and  hypertrophy  of  the  heart  with  a 
mitral  systolic  murmur. 

October  7:  Two  attacks  of  syncope 

October  25 1  Vomits  after  meals^  no  dropsy  .  puli  e,  but 

^ar. 
October  28:  Pain  in  abdomen';  bloody  and  watery  diarrhcea. 
December  5:  All  the  contraction^  of  the  ventricles  are  not 
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ag  enough  to  be  fell  la  the  radial  artery;  l<>4  pulsations  of 
tire  heart  to  44  of  the  radial  puke. 
December  30:  Bhe  is  steadily  getting  more  feeble  and  i>  de= 

January  19:  She  *  I  i  •  -*  1  suddenly. 

. — There  is  an  increase  of  serum  in  tin-  pia  mater;  no 
congestion. 

tic  and  mitral  valves  are  moderately  thickened  and  in- 
icient    Both  ventricles  are  dilated  and  hypertrophied.   Them 
old  pericardia]  adhesions.    There  arc  no  minute  changes  in 
the  walls  of  the  venl  rielcs. 

The  lungs  are  covered  with  old  adhesions;  then'  is  a  little  old 
pigmented  fibrous  tissue  at  the  apices. 
The  liver  is  congested* 
The  spleen  is  large  and  soft. 
The  kidneys  shorn  only  degeneration  of  the  epithelium. 

I.  Chronic  InfiammaU&n  of  thv  Endocardium  of  the 

Ventricle. — -Female,  -*l  yean  old.  May  25. 

During  the  preceding  winter  she  began  to  have  cough  with 

Iteemoptyses  and  night  sweats.    She  has  had  an  eruption  and 

n)cers  of  the  skin. 

For  three  months  she  has  had  nausea,  vomiting,  and  dropsy  of 

Now  there  is  a  mitral  systolic  murmur;  dropsy  of  the  feet; 
urine  contains  a  little  alhumin  and  hyaline  easts. 

June  4:  There  is  flatness  ever  the  lower  halt"  of  the  ri«rht  lun?. 

June  5  she  suddenly  became  cold  and  pulaek 

June  8  she  died. 

Autopsy. — The  brain  is  normal. 

The  heart  weighs  sixteen  ounces.     The  endocardium  of  the  left 

ventricle  is  thick,  white,  and  in  places  r gherted,  with  Sbrin 

adhering  to  it.    The  mitral  valve  is  insufficient 

Both  pleural  cavities  are  about  half-full  of  serum. 

Both  lungs  are  partly  aerated  ami  oedematous.  in  the  lower 
l<»b<-  of  the  left  lung  there  is  a  small  hemorrhagic  infarction. 

The  liver  weighs  three  pounds,  nutmeg. 

The  kidneys  weigh  together  eleven  ounces;  the  Malpighian 
t  nfts  a  re  waxy. 


B  XII.  Chronic  Endocarditis  of  the  Left  Auricle* — Female, 
34  years  old,  February  14.  Is 

Por  several  years  she  has  complained  of  palpitation,  dysp 
and  cough. 

Last  winter  the  cough  was  worse,  with  blood-stained  sputum. 


i-:\h«««  wkmtis. 

Seven  v,  50  she  had  an  attach  of  erysipelas  of  the  face 

and  in 
Three  weeks  ago  dropsy  began  to  the  toga  and  extended  up 

\  ;ir«l  ;  the  urine  Wiis  scanty. 

For  two  weeks  sin  baa  been  delirious  at  night. 

Now  there  is  genera]  dropsy;  greal  dyapncea;  delirium;  pulse 
72,  small  and  feeble,  temperature  100° ,  breathing  36;  urine  1017, 
albumin  and  oasts,  fourteen  to  thirty-four  ounces.  The  heart  is 
feeble  and  irregular, 

She  improved,  with  less  dropsy  and  Leas  dyspnoea,  until  Feb 
nmry  *J4.  when  the  sputum  became  bloody  and  she  died, 

Autopsy. — The  brain  shows  an  increase  of  dear  serais  be 
ueath  the.  pia. 

The  right  ventricle  of  the  heart  is  dilated  ami  hypertrophted ; 
the  left  Ventricle  is  normal.  The  aortie  valves  aiv  a  little  thick- 
ened and  insufficient. 

The  left  auricle  is  very  small;  its  entire  wall  is  thickened;  in 
some  places  it  is  half  an  inch  thick,  and  this  thickening  extends 

In  the  milral    valve :  the  valve  itself  is  hut    Little  changed.      The 

whole  condition  ia  such  as  in  be  equivalent  to  a  mitral  stem 

The   left    I ii ii ir   is  completely   covered   With   old   adhesions.   ami 

the  pulmonary  pleura  is  much  thickened.  The  whole  lung  is 
small  and  leathery.  The  middle  of  the  upper  lobe  is  dense  and 
hard,  traversed  by  hands  of  connective  tissue,  and  contains  small, 

hard  nodules. 

The  right  lung               and  in  the  condition  of  pigment  in- 
duration. 
The  liver  is  large,  hard,  and  finely  nodular. 
The  spleen  is  Large  and  firm. 
The  stomach  and  small  intestine  an agested  and  coated  with 

mUCUS,      The  kidneys  are  of  medium  size  and  show  the  lesions  of 

chronic  nephritic, 


In  the  following  table  are  given  the  principal  symptoms  and 

263  fatal  eases  of  ehronie  endocarditis. 
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TABLK   OF  263  FATAL  CASES  OF  CHRONIC  ENDOCARDITIS  WITH  DISTURBANCES 
OF   CIRCULATION.      AUTOPSIES. 


Number  ,.,„i.»j;..Mi..:- ... 

Itoth  ventricles  dilated 

Both    ventricle*    dilated    and 

hypertrophied 

Riffht  ventricle  dilated 

Eight  ventricle  hypcrlrophied 

Left  ventricle  diluted 

Left  ventricle  hypertrophied.. 
Pneumonia  of  heart  disease  . . 
f  Kriema  of  the  lungs  .-••*..-... 

Emphysema 

Hront'Mlis  ................... 

Chronic  nephritis  ...»...,...,*; 
Chronic  congestion  of  the  kid- 

ney  . . 

Normal  kidneys ..,.,.. 

Cerebral  apoplexy —  >> 

Cerebral  embolism  ........... 

Dropsy 

Delirium  . . .,.-... 

Convulsions 

Coma. 

Dyspnoea 

Htemoptysis ,.         

Cou^h 

Sudden  death . . 
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5.     Endocarditis  with  Infectious  Symptoms. 


Many  of  these  eases  have  been  observed  and  described,  but  their 
real  nature  is  still  obscure. 

A  person  who  has  had  rheumatic  endocarditis,  chronic  endo- 
carditis, lobar  pneumonia,  a  focus  of  septic  infection,  or  has  ap- 
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parently  heen  in   tjuod   health,  may  at  some  time  develop  symp- 
tom* of  ami,',  subacute,  or  chronic  sepsis  with  a  cardiac  murmur. 

Disturbances  of  the  heart  action  or  of  tin-  circulation  arc  not 

promt    unless   the\    are   due   to   the   pro-existing   chronic   endo 
carditis. 

Lesions. — Either  the  mitral,  the  aortic,  (ir  the  tricuspid  valve, 
the  endocardium  of  tin  left  auricle  or  of  the  right  ventricle,  may 
be  inflamed.  The  inflamed  endocardium  is  covered  with  a  thin 
or  thick  layer  ol  soft  material  composed  of  fibrin  ami  mteroeoeei. 
usually  the  ordinary  streptocoeei  ami  staphylococci  of  suppura* 
tion  or  the  dipiocoecoa  pneumoniae.  The  endocardium  beneath  is 
swollen,  infiltrated  with  sella,  often  ulcerated,    It*  the  malignant 

endocarditis  a  fleets  a  heart  already  the  seat  of  chronic  endue 
dilis,  the  old  lesions  persist. 

Portions  of  the  soft  matter  on  the  inflamed  endocardium  often 
become  detached  asd  are  Lodged  aa  emboli  in  the  arteries  of  the 

brain,  lunirs.  heart,  spleen,  and  kidneys.     These  emboli  are  infec- 
tious and  srt  up  an  in!hmima1  ion  of  the  surrounding  tissues.    The 
liver,  spleen,  and  kidneys  are  swollen  ami  their  cells  degenerated. 
&J   in   other  leptic   condition*,   there  are  often   fibrinous  and 

purulent   inflammations  in  different   parte  of  the  body,  and 

thrombi  in  the  veins. 

It  is  still  an  open  question  whether  in  these  rases  the  endoea> 
ditis  causes  the  sepsis,  or  whether  this  inflammation  is  itself 
only  one  of  the  evidences  of  a  general  poisoning. 
The  cases  teem  to  group  themselves  into: 
l,  8ubacutt  cases  which  terminate  in  death  or  recovery, 
In  these  patients  the  symptoms  are;  a  gradual  loss  of  flesh  and 
strength 5  a  diminution  in  the  quantity  of  aamoglobin  and  I 
number  of  red  blood  cells,  an  increase  in  the  number  of  white 
blood  cells:  an  endocardial  murmur  and  more  or  less  afternoon 
fever.     The  symptoms  continue  for  weeks  or  months  and  ter- 
minate in  d»ath  or  recovery. 


Task   XIII.   Endocarditis    with    Infectious   Symptoms,   Tn~ 
minating  in  Recovery.* — Male.  35  years  old,  May  27.  1903. 
Usually  a  strong,  robust  man. 

For  several  mouths  he  has  not  fell  well  and  has  had  queer  Eeel 
LngS  in  his  arms,  but  has  continued  to  he  actively  engaged  in  a 
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large  business.  He  sleeps  well,  has  no  gastro-intestinal  or  pul- 
monary symptoms,  has  noticed  no  fever. 

Haemoglobin  75  per  cent.,  white  cells  increased  in  number.  The 
heart  is  not  enlarged;  its  rhythm  is  good.  There  is  a  loud 
mitral  systolic  murmur. 

June  2 :  The  systolic  murmur  is  not  as  loud. 

June  17 :  The  murmur  is  now  loudest  in  the  second  left  inter- 
space. He  has  gained  seven  pounds  in  weight  and  feels  better. 
Haemoglobin  90  per  cent.,  white  cells  10,000. 

June  29 :  The  murmur  is  louder ;  he  has  a  temperature  of  100° 
in  the  afternoon ;  haemoglobin  78  per  cent. 

July  17:  The  murmur  has  disappeared;  no  more  fever; 
haemoglobin  72  per  cent. 

September  17:  There  is  no  murmur;  he  feels  perfectly  well; 
white  cells  9.000.  haemoglobin  75  per  cent. 

Case  XIV.  Endocarditis  with  Infectious  Symptoms:  Subacute 
Case,  about  Thirty  Days'  Duration  of  Symptoms. — Male.  -45  years 
old,  an  orderly  in  the  hospital. 

September  6,  1883,  he  was  admitted  to  the  ward  with  an  ir- 
regular febrile  movement,  96°-102°,  and  the  story  that  he  had 
been  gradually  getting  feeble  and  anaemic.  He  developed  a 
systolic  murmur  at  the  base  of  the  heart,  continued  to  have  an 
irregular  temperature,  gradually  became  more  feeble,  and  died 
on  October  7. 

Autopsy. — The  brain  was  not  examined. 

The  body  is  emaciated. 

There  is  a  large,  soft  vegetation  of  one  leaf  of  the  aortic  valve, 
with  ulceration  of  the  valve  and  of  the  soft  parts  beneath.  There 
are  colonies  of  •micrococci  in  the  vegetation. 

The  bronchi  contain  pus;  there  is  a  little  fibrin  on  the  left  pul- 
monary pleura. 

The  liver  is  large:  commencing  cirrhosis. 

The  spleen  is  large  and  contains  red  and  white  infarctions. 

The  kidneys  are  of  medium  size:  chronic  nephritis. 

Case  XV.  Endocarditis  with  Infectious  Symptoms,  running 
a  Subacute  Course  of  about  Five  Weeks. — Female,  November 
12,  1884. 

For  three  weeks  she  has  suffered  from  headache,  pain  in  the 
back,  nausea  and  vomiting. 

Now  temperature  101°,  pulse  90;  tongue  coated:  tonsils  and 
pharynx  swollen:  slight  redness,  swelling,  and  tenderness  of  the 
left  ankle.  There  is  a  loud  systolic  murmur  over  the  whole  pre- 
cordial region. 

November  15:  Temperature  102°-104°.  pulse  130  and  feeble, 
24 
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breathing  30-46.  Tin-  skin  is  cyanotic;  the  tongue  is  dry  and 
coated;  there  are  moist  rales  over  the  lower  lobe  of  the  ri^ln  \\u\iz. 

November  18 >  Temperature  99M03 ",  pulse  100,  She  looks  as 
i!  she  were  Buffering  from  an  Infectious  disease:  punts  all  over 
the  body;  will  not  ea4  on  speak. 

November  26:  She  lies  quietly  in  bed;  takes  no  notice  of  any- 
thing; the  mine  arid  feces  an*  passed  involuntarily;  temperature 
100'  -103*. 

November  30  she  died. 

Aittfjhsti. — There  is  no  pericarditis.  On  the  aortic  valves  there 
area  lev  small  vegetations.  The  mitral  valves  are  a  little  thiek- 
.ried,  with  small  oloera  and  small  adherent  thrombi. 

The  lungs  are  congested;  with  small  patches  OI  red  hepatization 

it.  the  lower  lobes. 

The  liver  is  fatty. 

The  spleen  is  large  end  soft. 

Tli  s  look  normal  to  the  naked  eye. 

38  XVI.  Endocarditis  of  tin  Left  Auridi  with  Infectious 
Symptoms,  running  a  Subacuti  Coursi  of  about  Nint  (reeks, — 
Female,  it  yean  old,  September  lb,  1884. 

si\  weeks  ago  she  began  to  have  Revere  headache  and  pau 
over  the  body. 

\ow  she  looks  stupid;  complains  of  constanl  headache;  is  very 
azuexuic;  there  is  a  mitral  systolic  murmur. 

she  continued  to  grow  steadily  weaker  and  more  emaciated, 
with  irregular  temperatures  from  98   to  103°,  until  she  died  three 

Weeks   hi! 

Autopsy, — The  brain  la  somewhat  oadematom 

The   mitral  partly    calcified,   With   a   small   thrombus 

adherent   to  it.    On  the  endocardium  of  the  left  auricle  ia  a 

patch,  one  Inch  in  diameter,  studded  with  small  thrombi.      There 

are  eoloniea  of  micrococci  In  the  thrombi. 
The  lungs,  liver,  and  uterus  are  normal 

The  sple<  □  is  large  and  contains  a  white  Infarction. 
The  kidneys  look  normal. 


2.  A*  uU  si  I'f'i  t  ases, 

These  inn  a  short  course  with  the  symptoms  of  an  aOCtte  and 

virulent  infection.     Repeated  chills,  an  irregular  febrile  move- 
ment, delirium  or  stupor,  eougfa  with  bloody  sputum,  a  rapid  and 
feeble  heart,  ecchymoses  In  the  skin,  increased  leukocytosis,  a  dry 
tongue,  and  rapid  emaciation  are  the  principal  features. 
The  disease  is  apt  to  prove  Fatal  inside  of  two 
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«    XVII,  A  Tkr\  ,f  the  Mitral  Vafa*  as  Part  of  t 

Gem  ml  Postpartum  8epais. — Female,  24  years  old,  July  14, 1876, 

Two  weeks  Ago  she  had  a  normal  confinement.  She  got  up  00 
the  thin!  day,  bad  some  few,  and  wefti  to  bad  again.  Since 
then  ahc  has  been  up  and  about. 

v»w  pulse  120,  temperature  105° ;  t ht*  uterus  as  lai  ; - rtal 

bead. 

July   H:  Retention   of   urine,  diarrho-a,   and   a    good   deal   of 

•!l    both 

July  i's  :  She  vomited  blood;  there  was  a  loud  mitral  systolic 
murmur:    the   Legs   were   cdd;   there   was  no   pulsation    in   the 
:mI  arteries. 

The  temperature   ran   from   100°    to   106°,   with   ehills  nearly 
v  day. 
jUflt   1  she  died. 
topty. — The  brain  is  normal. 
The  right  ventricle  of  the  heart  is  dilated.     There  ia  ;i 
throm  iched  to  the  mitral  valve,  otherwise  the  vah 

mal. 
The  spleen  weigh*  twelve  ounces  aud  eontainfl  several  infarc- 

The  kidneys  show  th>'  changes  of  acute  degeneration. 
The  stomach  and  intestines  are  normal.      The  uterus  is  Is 

its  inner  surface  is  coated  with  pus;  a  portion  <d'  decomposing 
idhereni  to  the  fundus, 
The  aorta  :«i  its  bifurcation  ia  completely  filled  with  a  firm 
thrombus,  whirh  extends  into  both  common  iliac  artei 


i:  XVIII.  Old  Endocarditis,  Recent  Endocarditis  with  In- 
^ymptmns  of  Xim  Days'  Duration. — Male,  43  years  old, 
October  13,  1878. 

The  man   was  well  and  at   work   until   five  d;iv>  ago,  when  he 

complained  of  general  malaise  and  vertigo, 

Four  days  ago  he  had  ehills  and  vomiting. 

Now  he  is  well  nourished;  tongue  brown  and  dry;  delirious, 
small  ecchymoses  in  the  skin:  moist  rales  over  both  lungs;  pulse 
116-132,  temperature  102c  to  103°,  breathing  3444.  He  con- 
tinned  in  the  same  condition,  became  comatose,  and  died  Four 

Autopsy. — Beneath  the  pia  mater  of  the  convexity  there  is  a 

thin  layer  of  fluid  blood.      There  are  groups  of  round  and  poly- 
cells  and  a  few  threads  of  fibrin  in  the  pia. 
The-  ehviimses  in   the  pericardium.     The  aortie  v.- 

v  thick,  calcified,  stenosed;  their  ventricular  surfaces  are  cov- 
svith  vegetations,  and  beneath  these  the  valves  are  ulcerated. 
There  are  eechyrnoses  in  the  pleura;  the  bronchi  are  congested 
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and  CO&tcd  with  unico-pus,  the  lungs  are  congested.     The 
weighs  five  pounds  and  is  cirrhotic. 

The  spleen  is  large  and  contains  soft  recent  infarctions. 

The  kidneys  arc  large,  contain  old  and  recent  infarctions  and 
small  foci  of  pus. 

The  spinal  curd  mid  its  membranes  are  normal. 

Case  XIX.  Endocarditis  with  Infectious  Symptoms  and  Acute 
Nephritis  0/  *thuuf  Twenty-on*  Days'  Duration, — Female,  18 
years  old,  January  24,  1868. 

She  (same  into  the  hospital  with  acute  tonsillitis;  arine  1023,  a 
great  deal  of  albumin,  with  blond  and  epitheliaJ  easts.  She 
seemed    to    be    wry    little   sick,    nave    n.i    mIIilt   symptoms    until 

February  8,  when  she  had  a  chill  followed  by  fever,  sweating, 

nausea,  pain  in  the  hack,  drowsiness,  GOUgfc  with  profuse  brown- 
ish and  bloody  sputum. 

The  legs  are  dropsical;  urine  1014,  much  albumin,  blood  and 

many  caste  On  March  3  there  was  an  eruption  of  red  blotches 
all  over  the  body,  which  lasted  for  five  days.  The  dropsy  dis- 
appeared. 

The  temperature  ran  from  100°  to  104°,  pulse  96-188.  She 
ed  into  the  typhoid  state  and  died  March  13, 

Autopsy — The  brain  was  qoI  examined. 

On    the   surfaces   of   the    aortic    and   mitral    valves   are   small 

soft  vegetations;  otherwise,  to  the  naked  eye,  the  valves  look  om 
mal.  The  endothelial  cells  covering  the  valves  are  increased  in 
number,  and  just  beneath  the  vegetations  there  is  a  cell  growth 

and  Splitting-up  Of  the  basement  suhslance. 

The  right  pleura  is  nearly  full  of  turbid  vrimi;  the  pleura  is 
coated  with  fibrin  and  pus. 

The    peritoneum    is   eonUvl    With    fibrin   and    contains    a    little 

brownish  serum. 

liver  is  normal 
All  of  the  spleen,  except  S  little  of  the  upper  end,  is  necrotic 
and  softened;  all  its  arteries  are  full  of  linn,  white  thrombi. 

Tie-  stomach,   intestines,   uterus,  aorta,  and  large  veins  ,ire 
normal 
The  kidneys  show  the  lesions  of  acute  productive  nephritis. 


Task  XX    Endocarditis  with  Infectious  Symptoms,  Occurring 
uk  tin  Course  of  a  Chronic  Endocarditis,  Uu  Symptoms  lasting 
for  Tea  Dons. — Male,  60  y*>iw-  old,  after  not  feeling  well  for 
several  days,  on  April  24,  1884,  in  the  afternoon,  had  a  » 
chill  followed  by  a  temperature  of  IW . 

After  this  he  had  chills  at  irregular  intervals,  the  temperature 
running  between  99    and  106°. 
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On  April  30  I  saw  him  for  the  first  time.  The  face  was  drawn, 
the  tongue  coated:  he  was  apathetic,  but  could  recognize  persons; 
there  was  a  loud  double  murmur  over  the  whole  heart ;  the  heart  s 
action  and  pulse  were  fairly  good. 

The  next  day  he  died. 

Autopsy. — The  body  is  emaciated.  The  brain  was  not  ex- 
amined. 

The  aortic  valves  are  thick  and  hard;  one  leaf  is  very  much 
thickened  and  covered  with  vegetations.  The  mitral  valve  is 
thick,  hard,  and  insufficient.  The  wall  of  the  right  ventricle  is 
thickened :  the  left  ventricle  is  dilated  and  hypertrophied. 

The  lungs  are  congested  and  very  oedematous. 

The  liver  is  fatty. 

The  kidneys  are  of  medium  size,  nodular,  with  atrophied 
cortex. 

3.  Cases  lastiny  for  a  number  of  months,  uKith  afternoon  fever 
as  the  principal  symptom. 

In  these  cases  the  most  noticeable  symptom  is  the  fever.  Every 
day  there  is  an  afternoon  temperature  of  from  100°  to  104°, 
vhile  the  morning  temperature  is  from  97 3  to  99°.  With  the 
fever  there  may  be  chilliness  and  sweating.  There  may  be 
paroxysms,  like  those  of  ague,  with  chill,  fever,  and  complete  in- 
termissions. A  secondary  anaemia  and  a  moderate  leucocytosis 
are  usually  present. 

The  patients  are  at  first  not  confined  to  bed.  but  gradually  lose 
flesh  and  strength.  There  is  a  cardiac  murmur,  but  no  other  car- 
diac symptoms,  unless  a  chronic  endocarditis  already  exists. 
There  are  often  days  and  weeks  of  considerable  improvement  and 
less  fever.  But  then  the  fever  comes  on  again  and  the  patients 
get  worse.  They  continue  in  this  way  for  from  six  to  twenty-four 
months  and  finally  die  feeble  and  emaciated. 

Case  XXI.  EntjonmHtis  with  In  fictions  Symptoms;  After- 
itoon  Fivtr  for  Eiyht  Months. — Male.  .">()  years  old.  September 
6.  1903. 

Seven  and  a  half  months  aim  he  began  to  feel  siek  and  tired, 
to  lose  flesh,  strength,  and  appetite. 

Seven  months  aim  he  went  to  bed  with  fever,  !*S-101°  in 
the  morning.  101  -10'Jv  in  the  afternoon.  He  was  kept  in 
bed.  on  a  fluid  diet,  for  three  mouths  with  the  diagnosis  of 
typhoid  fever.     Then  he  got  up  and  went  back  to  his  business. 
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a!  which  lie  has  continued  ever  since,  Be  does  not  feel  very 
badly,  but  always  lias  an  afternoon  fever  of  from  101 c  to  104  . 

Ik*  now  weighs  150  pounds;  before  he  was  sick  he  weighed  200. 

The  InngB  an1  normal  The  left  ventricle  of  the  heart  is 
hypertrophic*!  and  dilated;  there  is  a  double  aortic  and  mitral 
systolic  murmur.  The  radial  arteries  are  thickened.  The  liver 
in  aol  enlarged;  the  spleen  is  moderately  enlarged. 

Blood — haemoglobin  30  per  cent.,  red  Belli  3,176,000,  white  cells 
10,000. 

September  IS  he  reported  that  the  afternoon  fever  was  the 
same.  He  had  gained  a  little  in  weight,  hut  there  was  some 
dropsy  <>f  the  teg 


4.  Tin  n  uri  patients  tw  whom  tin  endocarditis  produce*  both 

fiisl  Ht'tunici  s  Of  <  initiation  ami  rritk  iters  of  infection. 

c  XXII.  Endocarditis  with  Infectious  Symptoms  and  Dis- 
turbances of  Circulation, — Female,  23  years  old,  March  28,  1900. 
No  history  of  rheumatism  or  syphilis. 

six  weeks  ago  the  developed  cellulitis  of  the  right  band,  which 
later  extended  \\p  to  the  elbow  and  then  subsided,  leaving  only 
le  stiffness, 
Three  weeks  ago  she  began  to  have  irregular  chills  and  (ever, 

with  BO]  H    disturbance  ol  the  heart's  action. 

Pive  days  ago  she  began  to  have  dropsy  of  the  feet. 

Now,  on  tile  twenty  -second  day,  there  is  a  loud  systolic  murmur 

a1  the  apex,  transmitted  to  some  distance.     1-Soth  feel  are  □edem- 
atous, with  hemorrhagic  spots  <»n  one.    Qriue  1022,  with  a  trace 
of  albumin.    Temperature  102°,  pulse  120,  breathing  ^2, 
On  the  twenty-third  day  the  oedema  of  t.h<'  feet  had  di 

pea  red.      Ihemo^lohin  42  per  cent.,  red  <-«jlis  2,862,000,  white  cells 
17.200. 

On  the  twenty-eighth  day  she  was  getting  more  septic  and  at 
ih<j  same  time  bad  more  dyspnoea  and  more  venous  conges 
The  morning  temperatarea  ran  at  about  100° \  tin-  evening  tern* 
peratures  at  103  .  with  repeated  chills. 

On  the  thirty-first  day  the  died. 

Autopsy. — The  pericardium  contains  clear  serum.     Both  ven- 
B  of  the  heart  are  dilated.     The  aortic  valves  are  extenfi 

ulcerated  and  covered  with  Large  vegetations. 

Both    pleural   Cavities  are   distended   with   clear  serum;     the 
hmtrs  show  the  lesions  of  bronchopneumonia. 

The  spleen  contains  red  and  white  infarctions. 

The  livrr  is  congested. 

The  kidneys  look  norma]  to  the  naked  eye. 
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There  is  hardly  nny  subject  more  obscure  than  that  of  throm- 
bosis; all  that  is  known  on  the  subject  is  stated  by  Professor 
Welch  in  his  article  On  "Thrombosis"  in  ADlmtl's  System  of 
Medicine.*1 

It  is  very  common  to  find,  after  death,  in  tin*  heart   cavities 

yellow,  sureulent  clots.    They  are  most  common  and  of  firmest 

texture  in  persona  who  die  of  acute  inflammatory  diseases,    They 

may  adhere  quite  firmly  to  the  walls  of  the  heart  and  extend  in 

•  'ords  into  the  vessels.    They  are  formed  in  the  last  hours  of 

life  and  just  after  death.  They  are  of  oo  clinical  or  pathological 
importance. 

True  thrombi  are  formed  in  the  heart  during  life. 

Some  of  them  are  adherent  to  the  diseased  endocardium  and 
form  part  of  the  lesions  of  acute  endocarditis. 

Others  are  formed  in  the  heart  cavities  without  much  relation* 
ship  to  endocarditis.  They  are  in  the  form  of  flattened  masse* 
firmly  adherent  to  the  endocardium;  or  of  rounded  bodies  in  the 
spaces  between  the  trabeeuls;  or  bam  a  polypoid  shape,  attached 
by  a  narrow  pedicle;  or  are  free  in  the  heart  cavities. 

They  are  firm,  dry,  and  "1"  a  whitish  color,  They  may  soften 
and  break  down  at  their  centres  BQ  as  to  look  Ilk**  oystfl  lilh-d  with 

pro,  they  may  become  calcified,  or  they  may  he  changed  into 
nixed  connective  tissue. 
Clinically  they  present  themselves  in  two 
1    They  are  formed  within  a  few  weeks  before  death,  are  accom- 

<1  with  meat  cardiac  dyspnoea,  and  are  s  cause  of  death 
2.  They  are  formed  a  long  while  before  death,  give  very  irregu- 
lar cardiac  symptoms,  and  are  usually  recognized  only  a1  the 
autopsy. 


i    I.   Thrombosis  of  tJu  Heart  after  Typhoid  F<  r<  r. — Male. 

►Id,  a  lawyer,    lb-  has  been  strong  and  well,  and 

irdiac  ay mp tome,  thai  Pot  p  long  time  he  has 

had  a  systolic  murmur  at  the  base  of  tli«-  heart, 

During  February,  1903,  he  went  through  a  mild  four- weeks 

,i  - 1  convalescence. 

The  second  week  in  March  be  went  to  I  >d. 
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March  17.  in  New  fork,  on  hia  way  borne,  be  had  an  attack 
of  cardiac  discomfort  and  dyspxu&a. 

On  March  is  he  went  home-  1 1  is  physician  then  found  some 
enlargement  of  the  heart,  pulse  Bft  cardiac  dyspnoea.     It 

i  bromides  and  digitalis  and  allowed  to  walk  in  the  street 

March  29  the  dyspnoea  was  decidedly  worse. 

March  31   I  saw  him.     lie  was  then  unable  to  lie  down.     As 
it   in  his  chair  there  was   im  appearance  of  dyspnoea,     lie 

bad  d rebra]  or  gastric  symptoms.    The  legs  and  feet  were 

edematous.    The  breathing  was  easy  and  regular;  there  were 
Bubcrepitant  rales  over  the  lower  Lobes  of  both  tongs. 

The  heart  was  much  enlarged  towards  the  left  side,  more  dila« 
tation  than  hypertrophy;  Its  action  was  too  forcible,  regular,  100 
to  the  minute  There  was  a  loud  systolic  murmur  over  the  whole 
heart,  extending  into  the  large  vessels,  THe  radial  pulse  was 
LOO,  of  fair  force,  of  digitalis  quality, 

I  made  the  diagnosis  of  thrombosis  ol  the  hit  ventricle  of  the 
heart. 

He  died  the  next  day. 

There  wai  no  autopsy. 


Case  II.  Thrombo&is  of  tin  Heart  with  Chronu  Miliary  Tu- 

doiis  Of   the   Lung. — Mali-,  40  years  old}  came  into  the  hns- 

witli  the  symptoms  of  chronic  phthisis.    Mr  was  emaciated. 

but  at  rirst  did  not  seem  v.-ty  sick     Then  lie  began  to  vomit  and 

vomited  constantly  for  a  week. 
On  September  10  I  found  him  lying  fiat  in  bed,  cyanotic,  with 

no  radial  pulse,  but  with  pulsation  in  the  eai  d    femoral 

arteries.  The  arms  were  cold  T  the  legs  were  warm;  there  v 
perspiration,  He  was  perfectly  rational  and  complained  of 
nothing  but  want  of  breath.  The  heart  was  acting  fairly  well; 
the  heart  sounds  were  distinct  ;  there  was  no  murmur.  I  made 
the  diagnosis  of  cardiac  thrombosis,  lie  remained  in  the  same 
condition,  for  several  hours  and  then  died. 

Autopsy. — The  brain  was  not  examined 

The  lefi  lung  is  thickly  studded  with  old  miliary  tubercles. 

The  heart  is  of  medium  si/.e;  the  walls  of  the  ventricles  are  nor 
nuil  ;  the  mitral  valve  is  a  little  thickened.     The  right  eavite 

completely  filled  with  a  yelli.  oth  dot  in  which  are  em- 

d  small,  white,  granular  thrombi.  Similar  mixed  clots  ex- 
tend into  the  pulmonary  artery  and  vein.  Tin  left  ventricle  is 
contracted  and  nearly  empty.  A  yellow  and  red  slot,  with  white 
thrombi  embedded  in  it.  begins  in  the  ventricle  jusi  below  the 
aortic  valves  and  extends  into  the  arah  of  the  aorta.  The  sub- 
clavian and  carotid  artei  empty. 
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Case  III.  Thrombus  of  the  Left  Ventricle;  Embolus  of  the 
Left  Middle  Cerebral  Artery. — Male,  45  years  old,  April  t>,  1875. 

No  history  of  rheumatism.  He  had  always  been  well  until  the 
fall  of  1873.  Then,  while  sitting  on  his  bench,  he  suddenly  be- 
•came  cold  and  paralyzed  on  the  right  side.  He  did  not  fall  or 
lose  consciousness ;  his  speech  was  somewhat  affected.  By  the  end 
of  three  months  he  recovered  entirely,  but  the  right  arm  re- 
mained weak. 

March  28,  1875,  he  lay* down  in  the  evening.  At  10  p.m.  he  got 
up  and  fell  on  the  floor,  but  was  able  to  get  up  again  and  un- 
dress himself. 

March  29,  in  the  morning,  he  walked  out  of  the  house.  At 
11  a.m.  he  fell  on  the  floor,  totally  paralyzed  on  the  right  side 
and  aphasic,  but  did  not  lose  consciousness. 

April  6  he  was  admitted  to  the  hospital.  There  was  right 
facial  paralysis,  complete  loss  of  motion  and  sensation  on  the 
right  side,  and  complete  aphasia.     There  was  no  heart  murmur. 

April  22 :  There  was  thrombosis  of  the  veins  of  the  right  arm 
and  leg.     There  was  a  mitral  systolic  murmur. 

July  7 :  The  right  heel  was  becoming  gangrenous. 

July  25:  The  temperature  up  to  104°,  with  dyspncni  and 
coarse  rales  over  both  lungs. 

August  4  he  died. 

Autopsy. — There  is  a  firm,  old  plug  of  fibrin  in  the  two  large 
branches  of  the  left  middle  cerebral  artery.  The  outer  portion  of 
the  left  corpus  striatum,  optic  thalamus,  and  adjoining  brain 
tissue,  including  the  second  and  third  frontal  con  volutions,  are 
softened. 

The  heart  is  covered  with  old  pericardial  adhesions.  The 
wall  of  the  left  ventricle  is  thin  and  soft.  There  are  no  changes 
in  the  valves.  There  is  a  large,  firm,  old  thrombus  free  in  the 
cavity  of  the  left  ventricle. 

There  is  an  infarction  in  the  spleen.  Tn  the  lower  part,  of  the 
right  lung  and  the  upper  part  of  the  left  lung  there  are  spots  of 
gangrene  and  cheesy  hepatization. 

Case  IV.  Thrombi  in  the  Lift  Vfntrirlt,  and  HUjhl  Auricle, 
with  Rheumatism. — Female.  2U  years  old.  June  10.  1870. 

For  seven  years  she  has  had  pains  in  the  joints  of  the  fingers. 

For  two  years  she  has  had  dyspno*a  en  exertion. 

June  10  she  had  a  chill  and  one  instep  and  one  knee  became 
red.  tender,  and  painful.     Now  the  joints  named  are  inflamed. 

August  5  she  developed  severe  dyspwra  and  died  suddenly. 

Autopsy. — The  brain  was  not  examined. 

There  are  lanr**.  *oft  vegetations  attached  to  the  mitral  valve. 
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There  is  a  rmn.  white,  dry  thrombus  in  the  Lett  fantriete,  and 
another  in  the  right  auricle. 

The  lungs  are  in  the  condition  Of  pigment  induration  and  are 
inlmiatous. 

The  spleen  contains  a  large  infarction. 
The  liver  and  kidneys  are  normal. 

Cam;  V.     Thrombi  fa   fin    h'l'jht    VenificU  with   Chronic   Pld- 

monory  Phthisis. — Female,  34  year*  old,  November  19,  1869. 

She  has  had  the  ordinary  symptom  of  chronic  pulmonary 
phthisis  for  two  yean. 

February  21,  1870,  she  died. 

Autopty* — The  Lungs  ihOW  the  ordinary  lesions  of  chronic 
miliary  tuberculosis  with  large  bronchiectasis. 

Both  ventricles  of  the  heart  are  dilated  and  hyperi  mphied. 
The  right  ventricle  contains  two  thrombi.  One  is  of  rounded 
shape,  the  size  of  n  filbert,  with  a  soft,  purifnrm  estttfti.  The 
other  is  flat,  laminated,  and  adherent  to  the  wall  of  the  ventricle 
near  the  apex.  There  is  also  a  long  vegetation  attached  to  the 
tricuspid  valve. 

The  liver  Is  fatty. 

The  Malpighian  tufts  of  the  kidneys  Bit  waxy. 


Case  VI,  Tkrambw  of  tin  Ltft  AtcricJ*.-  -Male,  ~>*f  fears  eld, 
April  2L 

It  is  said  that  he  has  had  rheumatism  for  four  weeks. 

Now  there  ia  no  evidence  of  rheumatism;  temperature  104  \ 
pulse  100, 

April  29  lie  had  a  chill;  temperature  f*7!   to  103° .  pulse  66-100. 

April  24  he  got  out  of  bed  in  the  night  and  wandered  about  the 

ward;  temperature  B8°-97  .   pulse  66-70.    There  is  a  systolic 

murmur  at.  the  apex. 
M,,y   13  lie  died. 

Autopsy* — The  pin  mater  is  opaque,  with  an  increase  <>f  serum, 

Tlie  cerebral  arteries  are  normal.  On  the  surface  of  the  l'ft 
hemisphere,  at  the  outer  and  posterior  part  of  the  middle  lobe, 
there  is  a  spot  about  one  inch  in  diameter,  soft  and  yellow. 

The  heart  weighs  fourteen  ounces;  the  right  cavities  are  nor- 
mal. The  wall  of  the  left  auricle  is  thickened.  A  thrombus, 
about  one  inch  long,  is  attached  to  the  Outer  edge  of  the  mitral 
orifice  and  the  auricular  surface  of  the  mitral  valve.  Its  base 
is  eovered  with  a  smooth  membrane  continuous  with  the  endo- 
cardium ;  the  rest  of  it  is  ragged.  The  left  ventricle  is  a  little 
dilated. 
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The  lunirs  slimy  only  the  lesions  of  bronchitis. 
The  liver  weighs  five  pounds  ten  ounces, 
The  spleen  is  large  and  contains  two  large  infarctions. 
The  kidneys  weigh  together  eleven  ounces  and  contain  small 
infarctions. 

k  VII.  Thrombu*  of  fin    Left  A  mule. — Female,  32  years 
old,  Ap*ril  7. 

has  been  intemperate  for  years.     One  week  ago  slie  had 
chill,  fever,  dyspnoea,  mid  pain  Is  the  left  Bade. 

April  11  two  pints  of  bloody  serum  were  aspirated  from  the 

hesl 

April  13  she  died. 

Autopsy, — The  brain  was  not  examined. 

The  heart  weighs  nine  ounces.  In  the  left  auricle,  firmly  at- 
tached to  the  mitral  valve  and  nearly  doling  it.  is  i  rounded, 
firm,  white  thrombus. 

The  left  pleural  cavity  is  tilled  with  purulent  serum.    The  lung 
if  compressed  and  coated  with  fibrin.    In  both  Lungs  are  hemor- 
rhagic infarctions  surrounded  by  /.ours  of  pneumonia, 
liver  is  congested. 
kidneys  weigh  together  twelve  ounces;  chronic  nephritis. 


:    VIII.  Organized  Thrombi  of  the  Eighi  Awtelev— The 

middle-aged  woman  without  history. 

Autopsy. — The  right  auricle  and  ventricle  are  both  dilated. 

shed  to  tlie  inner  surface  of  the  right  amide,  at  a  point  half 

an  inch  from  the  tricuspid  valve,  and  close  to  each  other,  are  two 

thrombi.    One  of  them  is  nearly  spherical,  two  and  a  half  inches 

ameter,  has  a  small  round  pedicle  firmly  attached  to  the 

wall  of  the  auricle,  and  is  entirely  contained  in  Ihe  cavity  of  the 

auricle.     The  other  thrombus  is  of  ovoid  shape,  projects  through 

i lie  opening  of  the  tricuspid  valve  into  the  ventricle,  is  parti} 

calcified,  and  its  free  end  is  broken  and  ragged. 

The   thrombi    present    a    yellow.    senii-trans]ue*mt    appearance 

and  aw  of  firm,  elastic nsistence.  Blood  vessels  containing  blood 

Can  be  seen  in  them  with  the  naked  eye.     On  the  outer  surface  df 
ihe  thrombi  is  a  thin  membrane  continuous  with  the  endocardium. 
The  thrombi  arc  composed  of  blood  vessels  in  considerable 
numbers,  arteries  and  capillaries  containing  blood;  a  baa 

nee  partly  fibrillated,  partly  gelatinous,  containing  round, 
stellate,  and  fusiform  cells,  and  in  places  calcified. 
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Hypekthopiiy  and  Dilatation  of  tiii:  IIkaht  WITHOUT  Endo- 

CARDITIS. 

1.   From  excessive  and  prolonged  muscular  exertion, 
The  left  vent  rifle  akme.  or  both  ventricles,  are  hypertroplm-ij 
0*  dilated,  or  both  dilated  and  hypertrophied. 

To  produce  these  changes  id  the  hearl   the  muscular  exei 

tunst  be  excessive  arid  prolonged,  so  we  find  them  most  frequently 
in  soldiers,  athletes,  and  laborers. 

In  the  milder  cases  there  is  only  hypertrophy  of  the  left  ven- 
tricle.   The  patient  has  Ha-  feelings  of  pain,  constriction,  or  dis- 

placement  of  the  heart,  with  rapid  heart  action. 

These  patients  usually  do  well.  It  is  only  necessary  to  make 
them  lead  a  regular  life  and  sometimes  to  1aK<-  digitalis. 

In  thr  mme  severe  cases  there  is  dilatation  alone,  or  dilatation 
with  hypertrophy.  There  are  pains  over  the  heart,  rapid  sad 
feeble  heart  action,  dyspnoea  on  exertion,  and  loss  <d  (tosh  and 
Strength,  These  cases  are  always  serious,  and  not  all  of  them 
recover. 

It  is  necessary  in  keep  the  patients  in  hed  and  to  use  cardiac 
stimulants. 

IV   From  disease  of  the  luii;_ 

Gmphysema,  ehronic  phthisis,  interstitial  pneumonia,  pleurisy, 
and  deformities  of  the  chest  may  produce  dilatation,  first  of  the 
tight  ventricle,  and  afterward  of  the  left. 

&  Exophthalmic  goitre,  nr  prolonged  palpitation  of  the  heart, 
may  be  followed  by  hypertrophy  of  the  tefl  ventricle. 

4.  Acute  or  chronic  nephritis,  chronic  inflammation  of  the 
aortic  system  of  arteries,  and  congenita]  narrowing  of  the  aorta 
may  produce  hypertrophy  of  the  left  ventricle. 

Simple  ana-mia  may  be  attended  wiili  temporary  dilatation 
and  hypertrophy  Of  the  left  ventricle,  or  of  the  right  auricle  and 

ventricle* 

5,  There  is  an  import  an!   group  of  east's  of  dilatation  of  the 

rides  withoui  hypertrophy,  of  which  the  causation  is  very 
obscure. 

Usually  both  ventricles  are  dilated,  but  sometimes  only  the. 
left,  The  valves  are  normal,  but  their  orifices  may  be  so  large 
that  they  are  insufficient    The  walls  id"  the  ventricles  are  nor- 
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or  the  muscular  M  ■  1  ■  •^"■u« -i  at  1.  or  there  is  a  growth 

.f  eella  between  the  fibres,    Thrombi  may  be  formed  in  the  eavi* 

r  the  ventricles.    Venous  congestion  of  the  riseers  m 
established,  dropsy  somewhat  later, 

of  the  causes  ol  this  heart  lesion  we  are  ignorant  It  is  often 
enough  developed  in  young  and  healthy  adults,    in  ion ases 

is  a  distinct  histi>r\  of  sudden  muscular  exertion;  in  others 

do  exciting  <  i  be  discovered. 

In  the  more  acute  eases  the  invasion  of  tin-  symptoms  is  sud- 
den. 

The  patients  complain  of  pain  in  the  epigastrium,  they  become 
unconscious,  and  fchej  vomit;  or  the  hist  symptom  is  urgent  ear- 
disc  dyspnoea.  After  this  the  beast's  action  is  rapid,  irregular. 
and  feeble.  The  physical  signs  are  those  of  dilatation  of  the 
There  is  constant  and  distressing  dyspnoea ;  there  uiay  be 
cough  and  haemoptyses;  1  he  patients  lose  flesh  and  strength,  and 
die  ;«t  the  end  of  a  few  weeks. 

In  the  more  chronic  eases  the  invasion  is  less  sudden  and  de- 
cided. The  patients  suffer  from  rapid}  feeble,  and  irregular  heart 
action,  dyspncea,  cough  ami  hsamoptyaes,  marked  dropsy,  and 
loss  of  flesh  and  strength.    Tiny  may  live  for  several  months. 

Tin-  treatment  of  these  cases  is  eminently  unsatisfactory     We 

are  unable  to  improve  the  action  of  the  heart,  and  the  best  that  we 
can  do  is  in  palliate  the  patient's  suffering  with  opium. 

sb  I.  Dilatation  of  the  Henri  with  Gastric  Sympt&i 
0m  Year's  Duration. — Male,  26  pears  old,  laborer.  October, 
1874. 

\\  as  perfectly  well  until  one  year  ago.  Then  he  bad  an  attack 
of  epigastric  oppression,  followed  by  Loss  oi  consciousness  and 

convulsive     movements    of   the    extremities     lasting    for   g 
minutes     \\\<  i  half  an  hour  In-  began  to  vomit  and  continued  to 
veral  da. 
Since  then  he  has  had  four  similar  attacks  at  intervals  of  from 

reeks  i"  si*  n ihs.    No  cough,  dyspno&a,  palpitation,  or 

•  .ileum.     He  has  been  treated  for  epilepsy. 

\<»v,  large,  muscular,  robust  man.  of  florid  color,  good 

appetite;  pulse  and  temperature  normal;  urine  1080,  no  albumin. 

October  <>.  at  10  p.m.,  he  awoke  from  his  sleep  with  the  feeling 

of  a  weighl  resting  on  his  stomach;  \\;is  much  agitated;  puis*' 

no  dyspn 
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October  7  he  began  to  vomit  a  transparent,  wa1  eeaish 

fluid  in  large  quantities  He  Lies  flat  in  bed,  without  dyspncea, 
wry  f',sfhs>.  with  exaggerated  heart  art  inn  and  severe  pain  in 
the  epigastrium, 

October  9  he  stopped  vomiting. 

I  October  11  he  was  up  and  about,  but  weak  and  pale. 

October  15  be  fell  to  the  floor  unconscious,  but  recovered  iii 
a  few  minutes.  Tie  BOOB  began  to  have  pain  in  the  epigastrium 
and  to  vomit.  The  pain  and  vomiting  continued  until  October 
17. 

October  19  another  short  attack  of  tmconeeiousnesa  followed 
by  pain  and  vomiting. 

October  21:  The  Vomiting  continues;  pulse  48;  the  heart's 
impulse  is  Irregular  and  diffuse;  the  area  of  precordial  dulness  is 
enlarged. 

After  this  be  improved  until  November  5,    Then  the  radial 

pulse  w;in  :-!u  and  the  hear!  beat  164;  no  murmur.  After  this  be 
had  epigastric  pain  and  vomiting,  the  heart  very  rapid  and 
feeble,  hut  no  dyspnoea. 

November  15  be  died. 

Autopsy. — The  brain  is  normal. 

The  heart  weighs  two  pounds.  The  aortic,  mitral  and  tricuspid 
pelves  look  normal,  but  are  insufficient  to  water.  Both  ventricles 
are  very  much  dilated. 

The  mucous  membrane  of  the  stomach  is  intensely  congested. 

The  Iujjl:s  are  congested  and  CfidematCUB. 

The  liver  and  spleen  arc  normal. 

The  kridneya  weigh  together  twenty-two  ounces;  they  are  not 
hard  or  congested. 


Cask  [I.  Acute  Dilatation  of  the  Heart  of  about  Twenty-five 
Datfs'  Dtt«rtio».— Male,  26  years  old,  gardener,  October  23,  1872. 

With  the  exception  of  chills  and  fever,  be  has  not  been 
until  the  present  attack.    His  habits  are  good;  be  lias  imt  bad 

syphilis  Of  rheumatism. 

Two  weeks  ago,  while  lifting  a  wheelbarrow,  he  was  suddenly 
seized  with  dyspnoea,  so  thai  he  dropped  the  barrow,  After-  this 
the  dyspncea  continued,  so  that  he  could  hardly  lie  down  a1  all. 
but  there  was  no  pain. 

Now  there  is  marked  dyspncea,  cough,  irregular  pulse,  u*> 
temperature.     The  heart   is  dilated;   its  action   is   Feeble  and 
irregular;  there  arc  no  murmurs.     There  are  dulnesa  and  dimio 
iahed  breathing  over  the  lower  lobes  of  both  In 

He  continued  to  bave  itrgesl  dyspncea,  with  irregular  and 
>le  heart  action,  until  Nov  when  he  died. 
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Autopsy. — There  is  a  moderate  increase  of  serum  in  the  pia 
mater  of  the  brain. 

Both  pleural  cavities  are  half -full  of  clear  serum.  Both  lungs 
are  dry  and  leathery,  with  muco-pus  in  the  bronchi. 

The  pericardial  sac  is  half-full  of  elear  serum. 

The  heart  is  of  globular  shape.  The  right  auricle  is  dilated 
and  full  of  blood.  Both  ventricles  are  dilated  and  contain  red 
clots.  The  wall  of  the  left  ventricle  is  five-eighths  of  an  inch 
thick:  the  wall  of  the  right  ventricle  is  one-eighth  of  an  inch 
thick.  I  could  find  no  minute  changes  in  the  walls  of  the  ven- 
tricles.    There  are  no  changes  in  the  valves. 

The  liver  is  large  and  congested. 

The  spleen  is  large  and  congested. 

The  stomach  and  kidneys  are  congested. 

Case  III.  Chronic  Dilatation  of  the  Heart  with  Dropsy. — 
Male,  shoemaker,  February  1,  1887. 

He  has  been  intemperate,  but  has  not  had  rheumatism.  Dur- 
ing the  past  year  he  has  had  cough  with  mucous  sputum  and 
occasional  vomiting. 

Four  months  ago  his  legs  became  ^edematous. 

One  month  ago  he  developed  ascites. 

Now  there  is  general  anasarca.  The  urine  is  scanty,  1019, 
no  albumin. 

There  are  dulness  and  bronchial  breathing  over  the  lower  half 
of  the  right  lung.  The  heart  sounds  are  feeble,  but  there  is  no 
murmur. 

The  dropsy  continued  and  increased;  he  steadily  lost  flesh  and 
strength.    February  17  he  died. 

Autopsy. — The  brain  was  not  examined. 

Both  ventricles  of  the  heart  are  dilated,  without  hypertrophy, 
the  valves  are  normal. 

The  right  pleural  cavity  is  half-full  of  serum;  the  right  lung 
is  compressed.  The  left  lung  is  aHlenmtous  and  there  is  fibrin 
on  the  pleura. 

The  liver  weighs  two  pounds;  the  capsule  is  thickened;  there 
are  no  minute  changes. 

The  mucous  membrane  of  the  stomach  and  small  intestine  is 
congested. 

The  kidneys  are  in  the  condition  of  chronic  congestion. 

Case  IV.  Subacute  Dilatation  of  the  Heart  with  Dropsy. — 
Male,  27  years  old.  driver.  February  13,  1877. 

He  has  not  been  intemperate-,  he  has  not  had  syphilis  or  rheu- 
matism.    He  has  been  in  good  health  until  five  weeks  ago.     Then 
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be  caught  oold  and  began  to  cough,  with  mucous  sputum,  oc- 
casional pain  is  the  epigastrium,  and  dyspnoea  on  exertion,  which 
has  been  constantly  increasing. 

Now  he  is  fairly  nourished,  with  good  appetite*  The  heart  's 
action  is  regular  but  feeble;  there  is  no  murmur.  T  made  the 
diagnosis  of  dilatation  of  the  ventricles,  without  hypertrophy  or 
valvular  lesions. 

The  urine  is  1020,  fair  quantity,  no  albumin. 

The  dyspnoea  persisted,  be  became  more  and  more  feeble,  de- 
veloped general  dropsy,  and  died  April  20. 

Autopsy, — The  brain  was  mit  examined. 

There  is  an  increase  of  dear  serum  in  the  pericardium.  Both 
ventricles  are  dilated,  without  hypertrophy ;  1 1 1* ^  mitral  valve  is 
insufficient,  but  not  thickened.  There  is  a  large  thrombus  ad- 
herent to  the  wall  of  the  left  ventricle. 

The  Inn*:*  art'  in  the  condition  of  pigment  induration,  with 
serum  in  both  pleural  cavities. 

The  liver  is  of  norma]  size  and  hard. 

The  spleen  is  small  and  hard. 

The  stomach  shows  the  changes  of  chronic  gastritis, 
The  kidneys  are  in  the  condition  of  general  congestion. 
There  is  general  dropsy. 

Cash  V.  Ghtowk  pAo/Mion  of  the  Heart  with  Dropsy. — Male, 
old,  lawyer,  August  lb.  Is?!*, 

lie  is  intemperate  and  has  had  syphilis,  hut  was  in  fair  health 
until  three  months  ago.  Then  be  began  to  have  dyspnoea,  palpita- 
tion, vertigo,  and  headache, 

Fur  One  month  he  lias  had  (edema  of  the  lege  ami  a  little  COUgh. 

Now  In-  lias  general  dropsy;  urine  mm.  in  fair  quantity,  con- 
siderable albumin. 

September  80  he  had  improved  enough  to  go  out.    The  im- 
provemenl  did  not  last;  thedyspnees  and  venous  congestion 
back  and  continued  until  he  died  on  October  27« 

Autopsy. — The  brain  was  not  examined. 

The  heart  weighs  one  mid  a  halt'  pounds.  Both  ventricles  are 
dilated,  without  hypertrophy,  There  IB  B  little  old  thickening 
of  the  aortie  and  mitral  valves.  There  are  no  minute  ehanges 
mi  the  walls  of  the  ventricles. 

There  is  scrum  in  both  pleural  cavities;  the  Lungs  are  in  the 
condition  of  pigment  induration. 

The  liver  is  large,  hard,  and  congested. 

The  mucous  membrane  of  the  small  intestine  and  stomach  is 
congested  and  coated  with  mucus. 

The  kidneys  weigh  together  twenty-four  ounces;  they  are; 
smooth,  bard,  and  congested. 
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Case  VI.  Chronic  Dilatation  and  Hypertrophy  of  tin  Heart. 
—Male,  63  years  old,  November  22,  1883. 

For  eight  months  he  has  suffered  from  dyspnoea  and  dropsy 
of  the  feet  and  legs. 

He  is  now  emaciated,  with  thickened  and  contracted  arteries, 
dyspnoea,  cedema  of  the  legs,  the  heart  enlarged  but  with  no 
murmurs.  The  dyspnoea  and  dropsy  continued ;  urine  1018,  with 
a  little  albumin.  He  became  delirious,  and  died  suddenly 
December  6. 

Autopsy. — The  brain  was  not  examined. 

There  is  general  subcutaneous  dropsy. 

Both  ventricles  of  the  heart  are  much  dilated  and  moderately 
fcypertrophied.  There  is  a  little  old  thickening  of  the  aortic 
valves. 

The  lungs  are  in  the  condition  of  pigment  induration,  with 
serum  in  the  pleural  cavities. 

The  liver  and  spleen  are  hard  and  congested. 

The  mucous  membrane  of  the  stomach  and  small  intestine  is 
congested. 

The  kidneys  are  in  the  condition  of  chronic  consist i«'i)  passing 
into  chronic  nephritis. 


Tiik  Fatty  Heart. 

1.  Then?  is  an  accumulation  of  fat  beneath  the  pericardium. 
This  occurs  in  persons  who  also  have  accumulations  of  fat  in  other 
parts  of  the  body. 

The  heart's  action  is  often  feebh*.  and  th«-re  is  lyspmi-a  on 
exertion.  It  is  difficult  to  tell  whether  the  cardiac  symptom*  are 
due  to  the  fat  on  the  heart  or  to  the  gem-raj  condition  of  The  pa- 
tient. 

The  indication  fi.»r  treatment  are  by  a  regulated  diet  and  sys- 
tematic exere:>»-  !••  remove  the  fat. 

2.  There  i«*  a  fatty  defeneration  of  the  muscular  finj—  <■!'  The 
walls  of  the  hear:. 

The  heart  r-!:_a:!>  <«f  ;T«*  rjormal  size  or  }.n-"ri»ij.-*  *»«■:'. «-what 
smaller:  it  may  *.-  d.\fci*-d.  J*>  wnikare  soft  a;j«j  i:<jiiu*r  r-.j.. red. 
The  iegei;«-rat;o:.  :\ay  .".,;v"]\e  ^h<-  \\y.i]*  of  hf.'h  vejjt'-ieji-*.  ,,»•  tJf 
one.  or  of  par:  <f  ■  v-.  T.'.e  de^v-rat-ori  ma>  ad  vane.-  v,  far  at 
some  '»ne  po:r;T  :V<*  *},.-  v.-fall  of  the  v**rjtrlej«.  will  !.<-  ruj.ii.irwi. 
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Causes. — This  change  in  the  heart  may  be  secondary  to  pro- 
found anamiia,  to  long  and  wasting  diseases,  to  the  severe  infec- 
tious diseases,  and  to  poisoning  by  phosphorus.  It  occurs  also 
as  a  primary  disease,  and  is  then  especially  common  in  males  be- 
tween the  ages  of  40  and  70. 

Symptoms. — Physical  signs:  The  heart  is  of  normal  size.  :li- 
lated  or  diminished.  The  impulse  is  feeble;  the  first  sound  is 
short  and  feeble;  the  action  may  be  regular,  irregular,  fast,  or 
slow.  The  systolic  murmur  at  the  apex,  or  at  the  second  left  inter- 
space, which  occurs  without  valvular  lesions,  may  be  present. 

There  may  be  pain,  referred  to  the  heart,  either  continuous  or 
spasmodic :  or  attacks  of  angina  pectoris. 

There  may  be  attacks  of  syncope,  dyspmra  on  exertion,  or 
constant  dyspnoea.  Cerebral  symptoms:  vertigo,  convulsions, 
loss  of  consciousness,  or  coma  may  be  developed.  There  may 
be  gradual  loss  of  flesh  and  strength.  Dropsy  is  not  a  frequent 
symptom. 

Some  of  the  patients  never  give  any  symptoms  of  their  cardiac 
lesion,  and  die  of  some  other  disease. 

Some  give  no  symptoms  until  they  have  a  fatal  attack  of  an- 
gina, of  syncope,  of  coma,  or  of  rupture  of  the  heart. 

Some  give  the  characteristic  symptoms  of  the  disease  for 
months  or  years. 

Treat m*  nt. — The  best  that  can  be  done  is  the  regulation  of  the 
diet  and  mode  of  life,  and  the  use  of  cardiac  stimulants. 

Case  I.  Fatty  Degeneration  of  the  Heart;  Dropsy;  Sudden 
Death.— Male.  24  years  old.  November  13,  1894. 

Intemperate:  no  rheumatism;  no  syphilis.  Four  weeks  ago 
dropsy  began  in  the  feet  and  extended  upward  until  there  was 
general  subcutaneous  dropsy.  There  was  also  a  good  deal  of 
dyspmra. 

Now  there  is  general  subcutaneous  dropsy.  Breathing  17  and 
labored:  temperature  98.6° ;  pulse  93.  regular,  no  tension.  Urine 
1010,  no  albumin.  60-80  ounces  daily.  No  physical  signs  over 
the  heart  or  lungs. 

November  lti :  Is  sleeping  well,  breathing  well,  and  the  dropsy 
i«  disappearing. 

November  18:  "While  sitting  quietly  reading,  suddenly  had 
several  convulsions,  became  comatose,  and  died. 
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Autopsy. — The  brain,  its  membranes  and  blood  vessels  are 
normal. 

The  lungs  are  covered  with  old  pleuritic  adhesions. 

The  left  ventricle  of  the  heart  is  dilated;  its  wall  has  under- 
gone fatty  degeneration. 

The  liver  and  stomach  are  congested. 

The  spleen  and  intestines  are  normal. 

The  kidneys  are  normal  to  the  naked  eye. 

Case  II.  Fatty  Degeneration  of  the  Heart;  Rupture  of  the 
Left  Ventricle. — Male,  50  years  old,  merchant,  September,  1868. 

He  was  apparently  well  until  three  days  before  his  death. 
Then  he  began  to  have  moderate  precordial  pain  lasting  through 
the  three  days.  Then,  while  sitting  quietly  in  his  chair,  he  sud- 
denly died. 

Autopsy. — The  pericardial  sac  is  full  of  blood. 

There  is  a  rupture  in  the  wall  of  the  left  ventricle  about 
one  inch  from  the  septum.  The  rupture  is  one-fourth  of  an 
inch  long,  directly  through  the  heart  wall.  The  heart  weighs 
sixteen  ounces.  There  is  some  old  thickening  of  the  aortic  and 
mitral  valves.  The  muscular  fibres  of  the  heart  wall  are  far 
advanced  in  fatty  degeneration,  many  of  them  containing  oil 
globules  of  large  size. 

Case  III.  Fat t if  Jh  (j*  w  ration  of  the  Heart;  Ruptnn  of  the 
Is  ft  YaitrUh.— Slale.  44  years  old.  January  7.  1883. 

On  January  23  the  <>|H*ratioii  of  internal  urethrotomy  was  per- 
formed. 

Januarv   24:      !!•*   had   ehills   followed  bv  a  temj>erature  of 

lav. 

January  2">:  Th»-r»-  w«s  total  loss  of  motion  and  sensation  of 
the  left  arm  and  l»-ft  ^uh-  of  the  fac*-. 

January  31 :  M"ti«»ii  and  <»-nsation  had  returned. 

Mareh  7:  Th»-  pul*»-  v,a^  intermittent:  the  heart  sounds  were 
indistinct. 

Mareh  12  h-  d:*-d  ^l.ld-nly. 

Ai't'ip*:'. — TL"  ;,r;':,  <-iA  :*-»  hk»td  vessels  ar*-  Ji*>ni,nl. 

The  jierieardfal  ->■■■  .*  :*.:«*•  1  with  r'uid  and  '•iMWl  blood.  The 
wall  of  the  ]-:>  v.-r.*?;-..-  *  *}..:i  and  y-Il«.w:  n*-ar  xh<-  ap"X  is  a 
small  rupVjr-.  T:  -  v.;-..  f  *L-  1-f*  vi-n*r>J*-  >  far  advaneed 
in  fatty  o^-r.-r^  ■:. 

Th*-  ]i;iiir*  >.z~    v  %■;:.■-•'»■> . 

The  kidn-y*   ■  ■:.•>■  \  -    --"■'•   whit*-  ;.nf<-ret;oD«». 

The  siom*  ■*-:..  »:  —■  •..  t.v*.  i:v-r  are  riorum!. 
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CHBONIC  .MvurAUDlTls. 

Definition* — A   chromic    productive    inflammation    of   th< 
motive-tissue  stroma  of  the  heart,  resulting  in  a  production  of 
new  connective  tissue  and  degeneration  of  the  muscular  fib] 

Lesions, — The  wall  of  the  left  ventricle,  the  septum  he» 
the  ventricles,  and  the  papillary  muscles  are  the  portions  of  tiu- 
heart  most  frequently  involved.  Tin-  inflammation  may  be  dif- 
fuse, involving  mosl  of  the  wall  of  die  left  ventricle,  or,  cireum- 
90]  iin  r],  involving  only  apart  of  it.  The  changes  are  usually  rnoai 
marked  at  the  apex  of  the  left  ventricle.  The  coronary  arteries 
and  the  arteries  in  Other  parts  of  the  hody  regularly  slum-  the 
lesions  of  chronic  arteritis.  The  lefl  ventricle  may  He  dilated  or 
hypertrophied.  There  may  he  thrombi  in  the  left  ventricle,  In 
the  portion  of  tin-  heart  wall  affected  by  the  inflammation  there 
are  found  a  new  growth  of  connective  tissue,  sometimes  an  infil- 
tration with  pus  cells,  and  degeneration  or  atrophy  of  the  mus- 
cular fibres. 

The  inflamed  portion  of  the  heart  wall  may  rupture,  or  may  be 
pouched  out  so  as  t<>  form  an  aneuri 

Etiology, — In  some  -  myocarditis  aeema  to  be  second- 

ary to  occlusion  of  the  eoronary  arteries  or  to  an  sdherenl 
cardium.    In  other  eases  it  is  due  to  the  same  causes  which  pro- 
duce chronic  productive  uuiamrnationa  in  Other  parts  of  the  body 

Symptoms.— The  diagnosis  of  myocarditis  is  made  very  fre- 
quently h\  physicians  who  are  not  in  the  habit  of  seeing  autop- 
Whenevex  a  patient  with  pericarditis  or  endocarditis  be- 
gins to  have  very  had  heart  action,  il  is  said  that  he  lias  devel- 
oped  myocarditifl.  In  the  same  way.  if  the  heart's  action  is  ba.L 
without  valvular  murmurs,  the  diagnosis  of  myocarditis  is  ordi- 
narily  made. 

As  a  matter  of  fact,  chronic  myocarditis  is  of  rather  rare  occur- 
rence, and  the  diagnosis  is  a  difficult 

1.  There  are  patients  with  advanced  myocarditis  who  give  no 
pronounced  symptoms  and  continue  at  their  usual  occupation  up 

to  the  time  of  death.     The  death  is  usually  sudden 

The  most  marked  example  of  this  I  have  seen  was  in  a  sir 
whom  I  sawT  frequently.    He  died  in  his  ge  on  his  way  home 

after  performing  a  surgical  operation.     Nearly  the  entire  wall  of 
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the  left  ventricle  was  changed  into  connective  tissue.  He  had 
never  had  any  cardiac  symptoms  except  a  rapid  pulse. 

2.  There  are  patients  who  give  the  regular  symptoms  of  in- 
efficient heart  action.  These  symptoms  may  develop  slowTly  or 
come  on  suddenly  only  a  few  weeks  before  death. 

The  symptoms  are  the  regular  ones  of  venous  congestion 
of  different  parts  of  the  body : 

Delirium  and  coma. 

Cough  with  mucous  or  bloody  sputum,  the  pneumonia  of  heart 
disease. 

Vomiting  and  loss  of  nutrition. 

Dropsy  of  the  serous  cavities  and  the  subcutaneous  connective 
tissue. 

Urgent  cardiac  dyspnoea. 

Diminution  in  the  quantity  of  the  urine  and  the  presence  of 
albumin. 

The  cardiac  symptoms  are  those  of  dilatation  of  the  ventricles, 
inefficient  heart  action,  and  sometimes  a  systolic  murmur. 

Death  is  often  sudden. 

TrcatmerJ  — This,  as  a  rule,  is  unsatisfactory.  We  employ  the 
different  cardiac  stimulants,  but  it  is  very  difficult  to  improve  the 
action  of  the  heart. 

Case  I.  Myocarditis;  Emphysema. — Male,  51  years  old,  cigar- 
maker.  April  23,  1888. 

Eighteen  years  ago  he  had  a  chancre.  In  1868  he  had  a  severe 
attack  of  rheumatism.  In  1875  he  had  a  second  attack  of  rheu- 
matism. 

Six  weeks  ago  he  noticed  that  he  had  dyspnoea  on  exertion. 
After  a  week  he  took  cold  and  had  cough  with  mucous  sputum, 
dyspnoea,  fever,  and  was  in  bed  for  three  weeks.  Then  he  im- 
proved and  went  to  work,  but  continued  to  have  dyspnoea  on 
exertion. 

April  22,  after  breakfast,  he  had  a  sudden  attack  of  urgent 
dyspiupa  with  vomiting. 
*  April  2:*:  Pulse  120.  hivathina  40.  temperature  *W°.  The 
radial  arteries  are  tortuous.  Urine  1017,  trace  of  albumin. 
Over  both  lungs  there  are  the  physical  signs  of  emphysema  and 
bronchitis.  The  heart  is  of  normal  size,  with  a  systolic  murmur 
at  the  apex. 
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He  was  sick  lot  seven  weeks  with  cough,  constant  temoptysea, 
dyspnom,  dropsy,  and  loss  of  flesh  and  strength. 

Auf"jfsif, — The  brain  was  not  examined. 

There  ia  general  dropsy, 

H*»tli  ventricles  are  dilated,  with  thinned  walls  and  a  growth  oi 
connective  tissue  between  the  muscular  fibres.  There  is  an  old 
thrombus  entangled  in  the  trabeeulffl  of  the  tell  ventricle;  the 
valves  are  normal. 

The  left  pleura  is  two-thirds  full  of  serum;  the  pleura  is  coated 
with  fibrin.  Both  tungs  are  in  the  condition  of  pigment  in- 
duration ;  the  left  lower  lobe  is  infiltrated  with  blood. 

The  stomach,  small  Intestine,  liver,  and  kidneys  are  congested. 

Cash  V.  Chronic  Myocarditis. — Male,  4^  years  old,  hatter,  May 
5,  1879. 

Intemperate;  m>  history  of  rheumatism;  five  years  ago  an  in- 
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secondary  symptoms. 

Tea  weeks  ago  he  began  to  cough,  with  nmeous  sputum,  and  to 
have  dyspnoea  and  palpitation  on  exertion. 

For  three  weeks  be  has  had  dropsy  of  the  feet,  nausea  and 
vomiting,  headache,  and  lias  lost  flesh  and  strength. 

Now  he  luis  argent  dyspnoea ;  pulse  118;  general  dropsy,  urine 
1020,  albumin,  twenty  two  to  eighiy-two  .  ii  the  twenty- 

four  hours, 

Up  to  May  I  he  improved;  the  dropsy  disappeared  ; ■  nil  he  was 

out  <d  bed.  After  this  the  urine  was  scanty  and  the  dropsy  re- 
turned. 

June  15,  after  walking  to  the  water  closet,  he  returned,  sal 
(Sown,  ate  an  orange,  fell  to  the  floor,  and  was  dead  in  a  few 
minutes. 

Autopsy. — The  pia  mater  of  the  brain  is  somewhat  thickened 
and  infiltrated  with  serum;  the  convolutions  are  small;  the 
arteries  are   normal. 

Both  ventricles  of  the  heart  are  dilated  and  hypertrophied. 

In  the  lower  part  of  the  left,  ventricle  there  is  an  old  thrombus 

adherent  to  the  endocardium.  The  endocardium  of  tin*  left 
auricle  and  ventricle  is  thick  and  white.  The  aortic  and  mitral 
valves  are  a  little  thickened.  Half  of  the  thickness  of  a  large 
pari  of  the  wall  of  the  left  ventricle  is  convt  Lto  fibrous 

me. 

The  righl  pleura  is  half-full  of  reddish  serum.    The  putooo- 

and  costal  pleura  is  congested,  thickened,  and  covered  with 

tissue.    The  middle  and  lower  lobes  of  the  right  lunp 

are  compressed. 

The  liver  and  spleen  are  normal. 
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The  kidneys  weigh  together  sixteen  ounces ;  they  are  hard  and 
contain  several  infarctions. 


Rupture  of  the  Heart. 

Lesions. — Ruptures*  of  the  heart  are  most  common  in  the  an- 
terior wall  of  the  left  ventricle  near  the  apex.  They  also  occur  in 
the  wall  of  the  right  ventricle,  the  right  auricle,  the  septum  be- 
tween the  ventricles  and  the  papillary  muscles.  The  rupture  is 
small,  direct  or  indirect.  The  rupture  is  due  to  fatty  degenera- 
tion of  the  muscle,  or  to  occlusion  of  one  of  the  branches  of  the 
coronary  artery,  or  to  myocarditis. 

Symptoms. — The  rupture  may  occur  during  exertion,  or  while 
the  patient  is  perfectly  quiet. 

If  the  rupture  is  direct,  death  is  almost  instantaneous.  If  it  is 
indirect,  the  patients  may  live  for  hours  or  days.  They  have 
sudden  pain  in  the  heart,  vomiting,  dyspnoea,  prostration,  irregu- 
lar and  feeble  heart  action. 

I  can  recall  only  two  cases  in  which  I  made  the  diagnosis  of  rup- 
ture of  the  heart  twelve  hours  before  the  patient's  death.  I  think 
there  is  something  characteristic  in  the  peculiar  cardiac  oppres- 
sion developed  in  these  cases. 

(See  Case  II.  under  Fatty  Heart.) 


Tin-:  Neuroses  of  the  Heart. 
The  irregular  Heart. 

There  is  a  large  class  of  cases  of  disturbance  of  the  action  of  the 
heart  without  structural  disease  for  which  we  have  no  good  name, 
and  wThich  we  cannot  as  yet.  subdivide  in  a  satisfactory  manner. 

The  heart's  action  may  be  too  rapid,  or  irregular,  or  intermit- 
tent, or  exaggerated,  or  too  slow.  These  changes  in  the  heart's 
action  either  occur  in  paroxysms,  or  continue  for  long  periods; 
they  occur  after  exciting  causes,  or  continue  when  no  cause  can 
be  discovered. 
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Such  an  irregular  heart  action  is  accompanied  with  eooaetoui* 
Hiss  of  the  heart's  action;  abnormal  cardiac  sensations;  feeli 

ut*  constriction,  displacement,  dropping  of  blood,  ate.;  more  Of 
leaB  mental  anxiety;  vertigo,  headache,  fulness  of  the  bead,  \\  u- 
"i"  ■  and  sLeeplesHiflae;  Lose  of  flesh  ami  strength;  disturbance 
of  digestion. 

Many  of  the  cases  are  mild  and  easily  relieved,  but  other* 
serious  symptoms  and  aiv  hut  little  benefited  by  treatment. 

The  diagnosis  of  many  of  the  rases  is  easy;  but  it  may  be  diffi- 
nilt  to  distinguish  this  condition  from  exophthalmic  goitre, 
chronic  myocarditis,  disease  of  the  coronary  arteries,  the  fatty 
heart,  or  stenosis  of  one  of  the  valves  without  a  murmur. 

The  physical  signs  are  the  change  in  the  action  of  the  heart,  and 
sometimes  a  murmur  at  the  second  left  space  or  at  the  apex. 

To  the  cases  in  which  the  heart's  action  is  exaggerated  the 
name  of  *' palpitation  "  ia often  given.    It  ran  he  seen  and  felt  tl 
1 1 m •  contractions  of  the  ventricles  are  unnaturally  forcible,     The 

mere  eonsejongneas  of  the  beart^s  action  is  a  discomfort,  and  in 

addition  there  may  be  tie-  feelings  of  pain  or  constriction. 

In  the  simplest  cases  of  palpitation  the  consciousness  of  the 
heart  s  action  is  the  principal  symptom.     Hut  there  are  other  01 

which  are  more  complex — pain,  either  oonturoons  or  paroxysmal, 
shortness  of  breath,  feelings  of  displacement  or  constriction,  men* 

tal  anxiety,  cerebral   syinptonis.  sleeplessness,   loss  of  nutrition, 

and  disturbances  of  digestion,    While  many  oases  of  palpitation 
are  mild  and  easily  relieved,  there  are  others  that  are  severe,  kmg- 

itiuue,!,  liable  to  relapse,  and  difficult  of  treatment. 

Chums. — Tobacco   and    tea    -ire   the   most    important   C&U* 
palpitation.     They  may  be  efficient  by  themselves,  but  their  most 
marked  results  are  seen  when  combined  with  n Hon,  either 

mental  or  bodily,  and  epidemic  Infinenza. 

The    name   tachycardia  is   given    to   the   cases   in   which    the 
heart's  action  is  too  rapid;  whether  it  is  forcible  or  feeble.      It 
curs  without  organic  disease  of  the  heart,  or  when  the  disease  is 
mi  sufficient  to  account  for  the  rapid  heart  action.    Its  causation 
is  unknown. 

Tachycardia  may  occur  in  paroxg  ■•utinuous  for  long 

peri  otls 
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The  paroxysms  vary  is  their  severity  from  mere  feelings  of  die- 

comfort  to  a  condition  of  dyspnoea  and  disturbed  circulation 
which  looks  as  if  it  would  prove  fatal.  Between  the  paroxysms 
the  heart  'a  action  may  be  perfectly  normal. 

In  the  long-continued  paeon  disturbances  of  digestion,  loss  of 
nutrition,  and  nervous  phenomena  make  up  B  targe  part  of  tlie 
clinica]  picture. 

The  names   "cardiac   asthenia/'   or   "heart    exhaustion,"   are 
gives  to  the  cases  in  which  the  heart's  act  ion  is  too  feeble,  a) 
though  there  is  no  disease  of  the  heart.    The  patients  are  often 

d  to  stay  in  bed.     If  they  sit  up  they  feel  faint  or  lose  ■•..n- 

Beiousaese.    The  bean  s  action  is  feeble,  the  poise  small  tad  eotfl- 

ible,  and  generally  increased  in  frequency.    There  may  be 

oncomfortable  feelings  about  the  heart,  but  no  pain.    The  skin  is 

cold,  the  appetite  poor,  the  bowels  constipated,    The  patients  are 

nervous,  and  depressed.     In  most  of  these  cases  tli 
diae  symptoms  are  only  the  most  prominent  symptoms  of  tbp 
condition  of  neurasthenia, 

itnuttt. — We   first,   try   to  find  out  if  there   is  an   exciting 

cause  for  the  disturbed  heart  action  which  can  be  removed  ot 
treated.  Such  causes  are  tobacco,  coffee,  tea,  disturbances  of  <  1  i - 
gestion,  anemia,  and  hysteria. 

It'  such  an  exciting  cause  ran  be  discovered  and  be  removed. 
07  successfully  treated,  we  may  be  able  to  en  re  the  cardiac  dis- 
turbance; but  il  may  well  be  that  all  attempts  at  Ircatment 
on  these  lines  turn  out  to  he  useless,  and  that  we  have  to  try  to  di- 
rectly influence  the  action  of  the  heart.  For  this  purpose  we  em- 
ploy digitalis,  convallaria,  caffeine,  strophanthus,  potassium 
iodide,  cannabis  indica,  aconite,  belladonna,  o*  opium,  separately, 
mbined  in  various  v, 

The  general  management  uf  these  patients  is  .«  matter  of  much 
importance.    Some  of  them  need  real  in  bed,  others  require  % 

Mneh  can  be  done  by  the  earefu]  use  of  hot  and 
eold  baths  and  of  massage.    The  diet  must  be  I  that 

the  patients  get  enough  to  eat.  All  functional  disturbances  of  the 
stomach  and  bowels  are  to  be  corrected. 


with  At  Pain  and  11 
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and  BUatation  of  the  Stenuk  h, — Male,  29  roars  old,  polisher,  No- 
vember 14,  1902, 

He  was  well  and  at  work  until  eight  months  ago.  Then  he  be- 
gan to  bave  attacks  of  pain  in  the  epigastrium,  iiiins^i.  and 
breathlessnesa.  These  attacks  have  been  repeated  frequently 
and  he  haa  lost  forty  pounds  in  weight. 

Now  he  is  emaciated  ;  there  are  no  physical  signs  over  the  heart 
or  1uiil!>:  pulse  100;  haemoglobin  69  per  cent.;  the  stomach  is  con- 
siderably dilated  and  distended  with  gas. 

December  12:  He  has  improved;  has  gained  two  pounds;  no 
pain,  hut  still  lias  attaeks  of  dyspnoea;  hffimoglobis  75  per  cent.-, 
-i a  eh  not  as  much  dilated, 

December  26  :  The  attaeks  of  pain  and  dyspim-a  have  returned  ; 
pulse  bi  l-<>;  lit'  has  lust   weight  ;  Hie  stomach  is  not  dilated. 

Jnnnarv    16,   1903  J   He  lias  gained  five  pounds:  is  fairly  com- 
i hie;    pulse    LOO. 

February  2:  lie  has  had  two  bad  attaeks  of  pain  and  palpi 
tatioii;  pulse  110:  no  dilatation  of  the  stomach. 

Mareh  21  i  lie  has  been  feeling  better  and  has  gone  back  to 
work,  hut  the  pulse  is  125. 

April  17  :  lie  has  continued  to  feel  well  and  to  work;  pulse  130. 

<  Ictober  10:  lie  has  continued  to  work;  has  gained  a  good  deal 
in  Hesh  and  strength;  has  no  pain;  ean  eat  well,  but  the  pulse 

continues  a1  loo. 

December  B  :  Pulse  90;  doing  well. 


Angina  Pectorii, 

It  lias  been  customary  to  describe  angina  pectoris  as  a  disease 

and  to  speak  of  its  lesions,  causes,  and  symptoms.  It  seems  to  nie 
that  the  time  has  fully  come  to  recognise  the  fael  that  there  IB  BO 

Buch  disease  is  angina  pectoris,  hut  that  attacks  of  pain  of  greater 
or  less  severity  constitute  one  of  the  symptoms  of  I  variety  of 
cardiac  affections  AW  may.  if  we  choose,  call  the  more  severe  at- 
tacks of  pain  false  angina  or  true  angina. 

L  AVit h  some  of  the  cases  of  functional  disturbance  of  the 
heart,  attacks  of  pain,  sometimes  quite  severe,  may  be  a  prominent 
symptom.  Generally  speaking,  these  pains  belong  to  the  eisss  of 
hysterical  pains,  and  the  treatment  is  that  of  hysteria.  But  in 
some  of  the  eases  it  is  not  easy  to  account  for  the  pain  or  to 
cure  it. 

2.  AVith  all  forms  of  chronic  endocarditis,  myocarditis,  fatty 
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heart,  hypertrophied  heart,  and  dilated  heart,  there  is  the  liability 
to  attacks  of  pain,  which  may  last  for  minutes,  days,  or  weeks. 
The  pain  is  more  or  less  severe,  begins  in  the  heart  and  radiates 
down  the  left  arm,  is  regularly  accompanied  with  some  disturb- 
ance of  the  heart's  action.  The  pain  is  a  real  pain,  due  in  some 
way  to  the  condition  of  the  heart.  We  do  not  know  why  one  per- 
son has  it  and  not  another,  nor  what  brings  on  the  particular  at- 
tacks, nor  why  it  is  that  some  attacks  are  fatal. 

The  management  of  these  patients  is  that  of  all  cases  of  or- 
ganic disease  of  the  heart,  with  the  addition  of  opium  and  cardiac 
stimulants. 

3.  With  chronic  inflammation  of  the  aortic  valves,  of  the  arch 
of  the  aorta,  and  of  the  coronary  arteries,  persons  are  liable  to  at- 
tacks of  pain  which  are  particularly  severe  and  are  accompanied 
by  the  feelings  of  cardiac  oppression  and  of  impending  death.  It 
is  to  these  attacks  that  the  name  of  angina  pectoris  is  given. 

These  conditions  of  the  heart  are  most  common  in  persons  over 
50  years  of  age.  The  attacks  are  commonly  brought  on  by  con- 
traction of  the  arteries. 

The  pain  is  referred  to  the  precordial  part  of  the  lower  sternal 
region,  exceptionally  to  the  middle  or  upper  sternal  region;  with 
the  pain  there  may  be  tenderness  on  pressure*.  The  pain  radiates 
to  the  mid-dorsal  spine,  to  the  loft  or  to  both  sides  of  the  neck  and 
occiput,  to  the  left  shoulder  and  arm.  to  both  arms,  rarely  to  the 
right  arm  alone,  to  the  left  leg.  or  to  both  arms  and  the  left  leg. 
With  the  pain  there  may  be  feelings  of  numbness  and  tingling. 
The  pain  is  severe  and  occurs  in  paroxysms  which  last  for  min- 
utes or  hours. 

There  is  a  feeling  of  cardiac  oppression  and  a  sense  of  im- 
pending death  which  produces  a  profound  impression  on  the 
patient. 

The  pulse  varies  with  the  character  of  the  attack  and  with 
the  condition  of  the  heart.  During  the  paroxysms  it  is  either  a 
high-tension  pulse  or  a  feeble  and  irregular  pulse. 

The  breathing  also  varies  in  the  different  cases.  There  may 
be  real  dyspnoea  with  cyanosis,  or  only  a  feeling  of  dyspneea.  or 
nearly  natural  breathing. 
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There  may  be  rioted  And  sontinued  eructations  of  gas,  or 

Vniuil 

The  inin. I  usually  remains  elear;  there  may  be  sliirlit  Of  seven- 

L-'iM-ral  convulsions,  the  patients  may  lose  iseiousness  0*  th«-y 

may  have  vertigo. 

The  expression  of  the  twee  is  anxious ;  tbe  skin  is  odd  ami 
often  bathed  in  perspiration. 

The  attacks  usually  eouic  on  suddenly  and  Without)  warning. 
They  may.  however.  In-  preceded  bj  abnormal  cardiac  sensations, 
or  be  excited  by  certain  muscular  movements,  or  occur  at  regular 
intervals. 

E&aoh  attack  may  hist  for  •  few  minutes  or  I  ml  hours. 

A  patient  may  have  only  a  single  attack,  from  which  he  recovers. 
Or  during  which  be  dies.  He  may  have  a  number  Of  attacks,  any 
one  of  which  may  prove  fatal  ;  or  after  a  number  of  attacks  there 
may  be  no  further  recurrence. 

The  prognosis  of  the  disease  is  very  serious,  but  yet   there  is 

a  considerable  number  of  persona  who  Buffer  From  one  or  more 

attacks  and  entirely  recover 
The  prognosis  is  rendered  very  difficult  by  the  fart  that  in- 

tlamuiritious  of  the  areh  of  tile  anrta  ami  of  the  coronary  arteries 
do  not  necessarily  give  any  physical  si^ns.  Also,  the  contraction 
of  the  arteries  which  bring  on  the  attacks  may  oceur  when  the 
organic  changea  in  the  beaj  I  arc  in  their  early  stages,  or  when  they 
are  far  advanced. 

Treatment. — This  is  principally  directed  to  the  condition  of  the 
arteries.  At  the  time  of  the  attack  we  use  nitrite  of  amyl,  nitro- 
glycerin,  and  morphine.     To  prevent  the  attacks  we  UBS  chloral 

bydrate,  the  iodide  of  potash,  and  regulate  the  mode  of  life. 


r.\sr  l.  Angina  Pectoris;  Sudden  Death;  Chronic  Inflamma- 
tion of  thi  Aortdt  Constricting  th<  Openings  of  the  Coronary 
Arteries. —  Male.  4<;  years  old,  wcod  moulder,  March  28,  IS 

He  is  intemperate;  has  had  syphilis,  hut  no  rheumatism 

Daring  the  past  five  weeks  he  has  suffered  from  attacks  which 

he  describes  is  follows:  Fust  a  feeling  of  oppression  over  the 
the  chest,  with  Increased  efforts  to  breathe.  Thro  a 
sharp  pain  in  the  left  aide  of  the  chest,  radiating  over  (he  front 
of  the  chest  and  into  both  shoulders  and  arms;  with  this  the  test- 
ing that  he  is  about  to  All '• 
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In  90ZD6  attacks  hi1  belches  wind,  vomits,  and  sweats. 

At  first  tlirr*'  writ*  two  or  three  paroxysm*  a  day;  later  fti 
daj .  each  one  lasting  about  twenty  minutes. 

is  well  nourished,  pulse  96,  breathing  4i>,  temperature 
ire  ao  physical  signs  over  the  beart  or  lungs, 
Shortly  after  admission  he  began  to  complain  of  tin  in 

best,  with  dyspncra,  vomiting,  the  radial  arteries  hard  ami 
cord-like.     After  a  little  while  the  attack  subsided 
.May  29  be  was  found  dead  in  bed. 
Autopsy, — The  brain  was  no1  examined* 
The  lungs  are  fully  inflated,  tin*  lower  lobes  congested  and 
a  dematoas, 

The  cavities  oi  the  heart  are  filled  with  red  and  yellow  elots. 
The  '  tricle  is  moderately  dilated,  with  thin  walls.    The 

aortic  valves  are  thickened  and  insufficient;  the  mitral  valves  are 
thickened. 

There  are  patches  of  thickening  through  the  whole  length  nf  the 
aorta,    -lust  above  the  valves  is  a  large,  deep  patch  partly  ealci- 
nvolves  the  openings  of  both  coronary  arteries;  bet- 
el this  point  the  arteries  are  normal. 

liver,  spleen,  and  kidneys  are  congested, 
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Basedow's  disease.     Graves1  disease. 

The  characterized  by  rapid  heart  action,  enlargement 

of  the  thyroid  gland,  and  protrusion  of  the  eyeballs. 

j^ston*. — After  death  the  thyroid  gland  is  found  simply  hy- 
pertrophied;  there  is  nothing  in  the  orbits;  the  left  ventricle  of 
the  heart  may  be  bypertrophied.  In  a  few  eases  in  tin-  ganglia 
nf  tie-  eervicaJ  sympathetic  there  have  been  found  degeneration 
of  ti  cells  and  a  new  growth  of  connective  tissue, 

Cqu&BS. — The  disease  is  mueh  more  common  in  women  than  in 

I  especially  during  early  aduli  life, 
Fright,  mental  shock,  or  over-fatigue  are  believed 

sometimes  to  act  as  causes.     Kheumatism  occurs  as  an  ante.-. 
condition  in  a  number  of  cases.    The  association  of  the  disease 
with  other  nervous  disorders,  such  as  epilepsy,  hysteria,  chorea^ 
diabetes,  and  insanity,  has  often  been  noticed.     In  women,  ame- 
often  precedes  the  disease.     There  isT  in  some  family 
litary  predisposition. 
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Symptoms, — The  symptoms  are  usually  developed  >l 
gradually,  but  exceptionally  are  well  marked  within  b  few  days. 

There  are  three  cardinal  symptoms:  a  rapid  heart  action, 
goitre,  and  exophthalmos.    The  rapid  heart  action  is  the  moat 

constant  symptom,  the  inns!   important,  and  usually  the  one  first 

developed.  The  heart's  actios  is  rapid,  regular,  forcible,  and 
after  s  time  attended  with  hypertrophy  of  the  left  vent  He |. 

The  enlargement  of  the  thyroid  gland  follows  the  rapid  heart 
action;  it  is  usually,  hut  not  always,  present 

The  exophthalmos  is  the  least  constant  of  the  three  symptomsj 
and  the  last  to  be  developed. 

Besides  the  three  characteristic  symptoms  oi  the  disease,  there 
may  be  others. 

There  may  be  tremor  affecting  the  muscles  of  the  whole  body 
or  only  those  of  the  arms.  It  is  a  tremor  like  that  whieh  is  no- 
ticed when  the  musclea  are  over-fatigued,     it  is  more  obvious 

when  the  patient  is  flurried,  ami  sometimes  may  be  noticed  only 
under  such  conditions.  It  is  more  perceptible  when  the  patient 
is  sitting  up  thjin  when  tying  down.  It  only  interferes  with  the 
more  delicate  movements  of  the  hands,  such  as  writing  or  sewing. 

There  may  he  painful  cramps  of  some  of  the  muscles,  especially 
at  night , 

Occasionally  there  are  slight  and  temporary  elevations  of  tern* 
perature. 

Sweating  is  frequent  and  sometimes  excessive. 

There  may  be  a  brown  pigmentation  of  the  skin  of  the  face  and 
of  other  parts  of  the  body, 

Aroemis  is  very  frequently  present,  especially  in  young  women. 

In  the  severe  cases  there  is  well-marked  loss  of  flesh  and 
strength, 

Many  of  the  patients  become  nervous  and  irritable,  hypochon- 
driacal, or  hysterical.    Some  hi me  Link  insane. 

The  course  of  the  disease  La  usually  protracted  fo  - :  hut 

rases  are  reported  whieh  have  lasted  Only  a  few  months  or  days. 

Some  of  the  eases  recover  altogether,  some  only   "«   part. 

Heath  is  due  to  some  intercurrent  disease,  to  loss  of  nutrition,  to 
pressure  on  the  trachea  hy  the  thyroid  tumor,  to  syncope,  or  to 

attacks  of  dyspnoea. 
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fitment. — The  indications  are  |o  improve  the  genera!  health, 
to  cure  the  ana-mia,  and  to  regulate  the  action  of  the  heart.  For 
the  heart  action  digitalis,  strophanthine  belladonna,  or  aconite 
is  given,  and  either  the  galvanic  or  faradic  current  may  be  ap- 
plied to  the  neck, 

od  results  are  reported  after  removal  of  the  thyroid  id  and. 


The  Arteries. 

(JhromM  Arteritis. 

yms. — Art<  lin-capillary  fibrosis,  arterio-Bcleroaifl. 
Definition.  —  A  chronic  productive  inflammation  of  the  walls  of 

Th,-  arteries,  whieh  involves  principally  their  inner  and  middle 
bs,  and  is  of  ten  accompanied  by  defeneration. 

tmt.—Thm  form  of  inflammation  occurs  most  frequently  in 
stem  of  arteries,  but  it  is  also  seen  in  the  brand, 
th*-  pulmonary  artery.     Only  a  part  of  the  aorta  is  involved,  or 
bole  of  the  aorta,  or  the  aorta  with  most  of  its  branches,  or 
Hie  arteries  of  some  partienlar  part  of  the  body. 

There  is  often  chronic  productive  in  Humiliation  of  one  nr  BOON 
of  the  viscera. 

Causes. — It  is  evident  that  these  morbid  changes  are  caused 
by  lead-poisoning,  alcohol,  gout,  and  syphilis;  that  the  disposi- 
tion in  then  is  hereditary  in  some  families:  that  they  constitute 
I  the  regular  senile  changes;  that  they  are  often  associated 
with  chronic  diseases  of  the  viscera;  that  the  patients  can  be  un- 
BOBodona  of  their  existence,  and  that,  on  the  other  hand,  they  can 
most  distressing  symptoms,  and  even  death.  Chronic  ar- 
teritis is  Been  bo  often  in  persona  over  50  years  of  age,  in  fact  but 

;e)i  people  have  normal  arteries,  that  we  are  apt  to  1 
that  it  is  also  to  be  seen  in  young  adults  and  children. 

Thoma  and  others  believe  that  the  changes  in  the  walls  of  the 
arteries  are  due  to  slowing  of  the  blood  current.    They  teach  that : 
I,   Kvery  long- continued  slowing  of  the  blood  current  causes 
contraction  of  the  middle  coat  of  the  aorta,  and,  if  this  is  not  suf- 
ficient to  accelerate  the  blood  current,  to  a  growth  of  connective 
in  the  intima. 
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2,  Primary  diffuse  and  nodular  arteriosclerosis  depends 
B  weakening  <>f  the  wall  of  the  blood  vessel  due  i<>  eons&iiutiosiaA 
conditions.    This  is  followed  l>v  dilatation  ol  the  vessel,  si 


.f  i he  hi. 


I   1 1 1 1. - r i   ilt- 


li  Of 


.11 


lonneol  r 
the  intima. 

3,  Secondary   ftrterio^sderosia   Lb   caused   by  slowing  oi   t  k**2 
blond  etirrent  produced  by  changes  of  the  eircuL 
pillary  vessels. 

Ii  appears  bo  me  thai  the  most  practical  ws 
these  changes  in  the  arteries  Is  i<>  consider  them  the  ■*" 

combination  of  chronic  productive  inflammation  and  '  ** 

liini urring  in  connective  tissue     We  shall  then  think  of  t      *   l 

arteries  as  we  do  of  the  endocardium,  or  the  It  be  kidn*2^*» 

as  i  definite  pari  of  the  body,  liable  bo  become  the  seat  of  ohroi    -s»    ■G 
inflammation  from  the  same  causes  as  those  which  produce  si  **    * 
ilai  changes  in  other  parts  of  tlu'  body. 

Lesions:  1.  The  Small  Arteries, — (a)  The  simplest  change         * 
tin-  small  arteries  is  an  increase  in  the  size  and  number  of  the  e       *  ' 
dotheliaJ  cells.    This  Is  best  seen  in  the  arteries  in  millassss 
tubercles  and  in  the  small  giimmata. 


(6)  There  isa  growth  of  new  connective  tissue  From  the  end 


thelium,  which  encroaches  upon  the  lumen  of  tin-  artery  an 
finally  occludes  it    The  growth  forms  a  Hug  on  the  in* 
the  intima,  thicker  in  some  places  than  in  othc 

(c)  There  is  a  thickening  of  the  inner  coat  beneath  the  entk 
thelium.    The  lumen  of  the  artery  is  irregularly  narrowed,  whi 
in  other  plaees  the  wall  of  the  artery  is  thinned.     B 
thickening  of  the  inner  coat,  the  middle  and  outer  coats  may 
be  thickened. 

(d)  The  whole  wall  of  the  artery  is  thickened  and  replaced  b 
dense  connective  tissue. 

2.  The  LftKj*   Arteries, — Tn  the  Large  arteries  altogether  Hi 
most  frequent  change  is  the  thickening  of  the  intima.    'I 
often  present  in  arteries  which  look  norma)  to  the  naked  eyi 
Besides  the  thickening  of  the  intima  there  is  often,  in  addition, 
thickening  of  the  middle  and  outer  coats,  oi 
the  muscular  coal  by  connective  tissue.     When  all  the  coats  at 
thickened  in  this  way,  the  arteries  often  become  elongated  ansi    * 
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tortuous.  Occasionally  there  are  areas  of  degeneration  in  the 
thickened  wall  of  the  artery,  or  even  infiltration  with  the  salts  of 
lime. 

3.  The  Aorta. — The  changes  in  the  aorta  differ  from  those  in 
the  arteries  by  reason  of  the  combination  of  defeneration  and  ne- 
crosis with  the  growth  of  new  tissue  due  to  the  chronic  inflamma- 
tion, by  the  frequency  of  calcification,  and  by  the  liability  of  the 
outer  coat  to  purulent  infiltration.  We  find,  therefore,  in  the 
aorta : 

(a)  Simple  thickening  of  the  inner  coat  by  new  connective 
tissue. 

(b)  Degeneration  and  softening  of  the  inner  and  middle  coats. 

(c)  Calcification  of  the  inner  and  middle  coats. 

(d)  Infiltration  of  the  outer  and  middle  coats  with  pus  cells. 
(c)  Thinning  and  atrophy  of  the  inner  and  middle  coats. 

(f)  The  formation  of  thrombi  on  the  roughened  surface  of  the 
inner  coat. 

Symptoms. — It  must  be  admitted  that  we  find  the  lesions  of 
chronic  arteritis  far  advanced  in  persons  who  have  never  given 
symptoms  referable  to  the  arteries.  It  must  also  be  admitted 
that  chronic  disease  of  the  lungs,  heart,  liver,  or  kidneys  is  so 
often  associated  with  chronic  arteritis  as  to  obscure  the  clinical 
picture.  But,  allowing  for  all  these,  there  remains  a  large  class 
of  cases  in  which  chronic  arteritis  is  the  disease. 

1.  Chronic  inflammation  of  the  cerebral  arteries.  The  cere- 
bral symptoms  belonging  to  the  inflammation  of  these  arteries 
have  already  been  described. 

2.  Chronic  inflammation  of  the  medium-sized  and  smaller  ar- 
teries throughout  the  body.  At  first  for  a  number  of  years  the 
patients  only  suffer  from  impaired  nutrition,  a  disposition  to  be- 
come anaemic,  and  attacks  of  dyspnoea.  It  can  be  seen  and  felt 
that  the  walls  of  the  temporal  and  radial  arteries  are  thickened 
and  that  the  left  ventricle  of  the  heart  is  hypertrophic!.  At  the 
times  when  the  patient  has  dyspiuea  the  tension  of  the  pulse  is 
much  increased. 

For  a  considerable  length  of  time  the  nutrition  and  the  aiuemiu 
can  be  improved  by  climate  and  by  diet.     The  attacks  of  dyspmea 
can  be  controlled  by  the  drugs  which  dilate  the  arteries.     But 
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sooner  el'  later  the  patienta  ge4  worse.    Sunn-  of  them  ^ret  up  a 
dyspnoea   thai  cannot   he  controlled,  the  action  of  the  hyper- 
trophied  heart  fails,  and  the  patients,  after  raftering  for  WW 
or  months  with  the  most  distressing  dyspnoea,  die.     In  other 
eg,  death  takes  place  with  cerebral  symptom*— sudden  on- 
consciousness,  aphasia,  or  hemiplegia.    Gases  of  this  character 
air  of  ordinary  occurrence.     Much  less  common  are  the  cai 
in  which  the  symptoms  ran  a  short  and   rather  acute  com 
For  example,  in  the  'Transactions  of  the  London  Pathological 
Society  for  1892"  we  bad  the  following  history; 

A  girl  aged  11,  In  the  Bummer  of  ism  had  a  week's  illness, 

pruhal.lv  to  be  attributed  to  infarctions  of  Ihe  lung.  In  Janu- 
ary. 1892,  similar  symptoms  came  on,  the  pain  being  first  in  the 
left  side,  later  in  the  right;  the  cough,  witb  blood-stained  sputum, 
persisted  np  to  the  end  of  tin*  illness.     On   February  7  the  [i 

became  oedematous,  and  a  few  days  Later  the  face.  It  was  sup- 
posed that  she  was  suffering  from  acute  nephritis.  The  urine 
contained  a  little  albumin  and  was  very  mueh  reduced  in  quan- 
tity. The  child  seemed  t<>  die  <d*  anemic  poisoning.  At  the  au- 
topsy all  the  arteries  of  both  the  aortic  and  pulmonary  systems 

were  found  to  b<  diseased.  There  was  consolidation  with  infarc- 
tions of  portions  of  both  lungs,  Both  renal  arteries  were  00 
eluded  by  thrombi.  There  were  small  olota  in  each  of  the  lateral 
lobes  of  the  cerebellum.      There  was  hypertrophy  ami  dilatation 

of  the  left  Ventricle  of  the  ties 

3.  Chronic  inriammatiou  of  the  femoral  arteries  and  their 
branches  causes  gangrene  of  the  toes  or  of  the  legs, 

4,  Chronic    inflammation    of   the   aorta    JUSl    above   the   aortic 

valves  may  narrow  the  coronary  arteries  and  cause  attacks  of 
engine  pectoris, 

Y  if  the  whole  of  the  arch  of  the  aorta,  with  more  or  leas  of 
the  rest  of  the  aorta,  is  involved,  the  patienta  may  have  symp- 
toms which  resemble  those  of  organic  heart  disease*. 

The  symptoms  MM n  in   attacks;  the  intervals  between   the 

attache  are  shorter  as  the  disease  advances.  The  cases' vary  as  if- 
the  character  of  the  attacks. 

In  some  patients  then  is  dyspnoea  on  exertion,  or  spasmodic 
puo-a.    The  spasmodic  dyspnoea  is  not  attended  with  any  evi- 
dence of  contraction  of  the  bronchi  or  of  the  arteries. 
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In  other*  there  an-  attacks  of  pain  like  those  of  true  or  of  false 

11H. 

In  others  there  are  repeated  attacks  of  epigastric  pain  and  u^ 
vomiting. 
Or  there  may  be  congestion  and  oedema  of  the  lungs,  or  chronic 

m  of  the  kidneys,  or  general  dropsy, 
The  nutrition  of  the  patients  gradually  Buffers  and  they  lose 
and  strength.    The  ventricles  of  the  heart  are  often  dilated, 
QT  btypertrophied,  Or  both.     There  may  be  a  systolic  murmur,  or 
nble  murmur,  and  dulneas  on  percussion  over  the  arch  of  tin- 
aorta. 

Tin-   natural  course  of  Ihe  disease  is  to  grow  steadily   w 
and  to  terminate  fatally,  hut  vi-t  fur  a  time  the  symptoms  are  no1 
continuous,  hut  come  on  In  attacks, 

ii.  The  inflammation   <d'  the  aorta  may  be  accompanied   with 
the  formation  of  thrombi  on  its  roughened  fames  surface. 

Large   thrombi    in    the  arch   of   the   aorta    may   cause   urgent 

dyspnoea,  cyanosis,  vomiting,  prostration  ee  of  the  hes 

sounds  and  of  arterial  pulsation,  and  death  within  a  few  days, 
Large  thrum  hi    in   the  abdominal  aorta   produce  paiw.  tender 
and  loss  of  power  in  the  leys,  pain  and  paralysis  of  the  rec- 
tum, and  finally  gangrene  of  the  lege.     (See  Case  XVII.  under 
Endocarditis,  i 

Ft  of  such  thrombi  may  be  detached  and  lodged 

emboli  in  the  arteries  of  the  brain  or  of  the  extremities. 


4E  I.  chro/tn  Inflammation  and  DUatcUon  of  tht  Ardk  of 

i  '>W(/4 — Male.  28  years  old,  September  5,  1*74. 
Pot  six  months  he  has  complained  of  pain  in  the  epigastrium 
after  eating  or  walking. 

For  fifteen  days  he  has  had  severe  colicky  pains  in  the  ab- 

n.  nausea  and  vomiting,  and  became  jaundiced. 
September  li>  he  began  to  have  urtrcnt  dyspmea.     There  was 
a  mitral  (systolic  murmur. 

September  IT  he  became  delirious. 

September  21  he  died. 

Autopsy. — The  brain  was  not  examined. 

The  left  ventricle  of  the  lean  is  dilated;  the  mitral  opening  ifl 

irge. 
The  arch  of  the  aorta  is  dilated  and  atheromatous. 
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There  is  tluid  in  both  pleural  cavities:  the  lungs  are  in  the  con- 
dition of  pigment  induration. 

The  liver  is  small,  hard,  and  finely  nodular. 

The  kidneys  are  in  the  condition  of  chronic  congestion. 

Case  II.  Chronic  Inflammation  and  Dilatation  vf  the  Arch  of 
the  Aorta  with  Attacks  of  Vomiting. — Male.  50  years  old,  No- 
vember 25.  1&74. 

For  eight  months  he  is  said  to  have  had  subacute  rheumatism. 

Three  months  ago  he  began  to  be  seized  regularly  once  a  week 
with  vomiting  of  a  thin,  greenish  fluid:  he  also  had  occasional 
cardiac  palpitation  and  dyspmea. 

Now  he  is  well  nourished ;  pulse  and  temperature  normal : 
urine  1022.  no  albumin. 

December  3:  An  attack  of  profuse  vomiting,  during  which  the 
pulse  remained  good. 

December  11.  17,  24.  31.  and  January  7:  He  had  similar  at- 
tacks of  vomiting  with  no  cardiac  symptoms.  There  is  a  systolic 
murmur  at  the  base  of  the  heart. 

January  1G:  Vomiting  with  severe  epigastric  pain  and  dysp- 
noea. 

January  is  he  died  with  a  feeble  heart. 

Autopsy. — The  brain  was  not  examined. 

The  heart  is  normal. 

The  arch  of  the  aorta  is  dilated  and  atheromatous. 

The  lungs,  liver,  stomach,  and  kidneys  are  normal. 

Case  III.  Chronic  Inflammation  nf  tin  Aorta  and  its  Large 
If  ranch  is;  Symptoms  of  Aortic  Insittfit  ii  //<»/. — Male.  44  years  old, 
fireman.  August  14.  1S88. 

Twelve  years  ago  he  had  a  chancre. 

For  ten  years  he  has  complained  of  frequent  attacks  of  pain  in 
the  right  side  nf  the  chest  and  the  right  lumbar  region. 

Eight  years  ago  the  right  sciatic  nerve  was  stretched  for 
sciatica. 

For  one  year  he  has  suffered  from  dy>pnn»a  and  cardiac  palpi- 
tation on  exertion. 

Ten  weeks  ago  dropsy  began  in  the  feet  and  has  extended  up- 
ward.    The  dyspwea  and  palpitation' have  become  much  worse. 

Xow  he  is  pale,  temperature  !W\  breathing  tfn,  pulse  90  and  too 
full. 

There  is  fluid  in  both  pleural  cavities.  The  heart  apex  is  in 
the  sixth  interspace  five  inches  from  the  median  line:  there  is  a 
loud  double  murmur  over  the  whole  heart.  Trine  102h\  trace  of 
albumin. 
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The  dyspnoea  and  dropsy  continued ;  he  became  delirious  and 
i  three  weeks  later. 

Autopsy. — There  is  general  subcutaneous  dropsy. 

Both  pleura]  cavities  are  half-full  of  serum.  The  lungs  are 
iiysematnus  and  o'deniatons. 

There  are  old  adhesions  over  the  right  ventricle.  Both  ven- 
tricles are  dilated,  the  left  hypertrophied.  There  is  a  little  old 
thickening  of  the  aortic,  mitral,  and  tricuspid  valves.  The  aortic 
valve  is  made  insufficient  by  the  dilatation  of  tin-  aorta. 

The  whole  length  of  the  aorta  and  the  targe  arteries  are  much 
changed.  There  is  a  general  thinning  and  dilatation,  with 
patches  of  thickening,  some  of  them  calcified. 

The  liver  and  spleen  are  large  and  congested. 

The  stomach  and  small  intestine  are  congested  and  coated  with 
mucus. 

The  kidneys  are  Large,  smooth,  and  congested. 

i:  I\\  Chronic  Inflammation  and  Dilatation  of  the  Aorta. — 

Mile.  44  years  old,  coachman,  January  1.  1881. 
Twenty-five  years  ago  he  had  b  soft  chancre, 
Four  years  ago  he  began  to  have  pain  in  the  epigastrium  and 
diac  palpitation. 
Five  weeks  ago  he  began  to  have  severe  attacks  of  dyspnoea, 

Ing  on  at  night. 
Now  lit-  is  feeble,  emaciated,  and  aiia-mir.     Pulse  104,  breath 
im:  26,  temperature  98       The  apex  of  the  heart  is  in  the  sixth 
to  the  left  of  the  nipple;  the  area  of  heart  dulness  extends 
op  to  the  second  rih;  there  is  well-marked  pulsation  in  the  fourth 
space  to  the  left  of  the  sternum.     There  is  a  double  murmur 
at  the  base  of  the  heart 

I  supposed  that  there  was  an  aneurism  of  the  areli  of  the 
,i  projecting  downward  over  the  heart. 

>mary  28  he  died  suddenly. 

Autopsy. — -The  brain  was  not  examined. 

There  is  no  pericardial  effusion.  Both  ventricles  are  much 
dilated  and  moderately  hypertrophied,  the  base  of  the  heart 
extending  up  to  the  first  rib.  The  aortic  valves  are  thickened 
and  insufficient. 

The  aorta  for  its  entire  length  is  dilated  and  its  inner  sin- 
roughened:  the  dilatation  is  must  marked  in  the  arch. 

The  left  pleural  cavity  is  half-full  of  serum.  The  Lungs  are 
in  the  condition  of  pigment  Induration, 

The  liver  is  large  and  congested. 

The  spleen  is  normal. 

i:   iv  congested. 

The  kidneys  are  in  the  condition  of  chronic  congestion. 


THE    ARTERIES. 


I  hue  \\  Chronic  Inflammation  of  the  Aorta  and  '/"  Large 
Arteries.— Male,  4:i  years  old,  September  29,  1889. 

For  h.  number  of  years  be  has  had  dyspnoea  on  exertion  and 
attacks  of  asthma* 

Lately  the  dyspnosa  hat  Increased,  and  since  May  be  baa  not 
been  able  to  lie  down. 

For  the  past  month  there  bare  been  vomiting  and  dropsy  of 
the  feet.    During  tinj  past  six  months  be  baa  lost  forty  pounds, 

Now  there  is  constant  dyspnoea  with  exacerbations.    All  the 

arteries  thai  can  be  felt  are  tortuous,  with  thickened  walls  and 

:s«'d  tension.    Trine  lnoT.  much  albumin,    Tin*  bear!   Is 

enlarged;  the  lungs  are  emphysematous.    Sometimes  there  is 

sibilant  and  BOnCTOUS  breath U 

He  continued  to  have  an  argent  dyspnoea,  which  could  not  be 
relieved  by  any  drugs,  and  died  December  22. 

Autopsy. — The  right  pleural  cavity  is  distended  with  clear 
scrum.    Both  hin«rs  are  emphysematous. 

The  left  ventricle  of  the  heart  is  dilated  and  hypertrophied, 
is  some  old  thickening  of  the  sortie  and  mitral  valves. 
The  coronary  arteries  are  thickened. 

The  whole  length  of  the  aorta  and  all  its  large  branches  show 
the  regular  lesions  of  chronic  inflammation, 

The  liver  and  spleen  are  congested. 

The  kidneys  show  the  lesions  of  chronic  nephritis. 


sb  VJ.  Thrombosis  of  tht   Aorta  wiih  only  Ons  patch  of 
Thickening. — Male,  4">  years  old,  October  30,  1885. 

He  was  brought  to  the  hospital  unconscious,  having  fallen 
Buddi ! 

Now  his  £aC«  is  Mushed;  skin  warm;  pupil*  normal;  both 

turned  to  the  right ;  mouth  drawn  to  the  right;  complete  ] 
motion  and  sensation,  and  exaggerated  reflexes  on  the  left      J 

aphasia;  pulse  *M  and  full,  temperature  98°.  Two  days  later 
In*  became  comatose;  temperature  103°;  died. 

Autopsy. — The  main  trunk  of  the  right  middle  cerebral  artery 
is  filled  with  a  firm  thrombus.  The  trunk  of  the  left  middle 
cerebral  ami  its  large  branches  are  also  filled  with  a  thrombus, 
which  extends  into  the  interna]  carotid.  The  corpus  callomxni, 
fornix,  right  corpus  striatum,  optic  thalamus,  and  internal  cap- 
sule are  softened. 

The  right  internal  carotid  is  filled  with  a  large  thron tl 

The  lungs  are  congested  and  (edematous. 

The  heart  is  normal. 

In  the  transverse  portion  of  the  arch  of  the  aorta,  just  at  the 
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entrance  of  the  innominate  artery,  is  a  large,  soft  thrombus 
adherent  to  the  wall  of  the  aorta.  There  is  a  patch  of  thicken- 
ing of  the  inner  coat  of  the  aorta  beneath  this;  otherwise  the 
aorta  is  normal. 

The  liver  is  congested. 

The  spleen  is  normal. 

The  kidneys  show  the  lesions  of  chronic  nephritis. 

Case  VII.  Chronic  Inflammation  of  the  Aorta;  Death  from 
a  Thrombus  just  above  the  Aortic  Valves. — Female,  40  years  old, 
December  24,  1879. 

She  was  a  large,  fat  woman,  with  no  history  except  that  she  had 
been  suffering  from  dyspnoea  for  several  days. 

She  came  into  the  hospital  with  urgent  dyspnoea,  cyanosis,  con- 
stant vomiting,  prostration,  no  radial  pulse,  no  appreciable  heart 
sounds. 

The  next  day  she  died. 

Autopsy. — The  brain  was  not  examined. 

The  lungs  are  oedematous. 

The  left  ventricle  of  the  heart  is  dilated. 

The  aorta  for  its  entire  length  is  studded  with  large  patches 
of  thickening.  Thrombi  adhere  to  some  of  these  patches.  Just 
above  the  aortic  valves  a  thrombus  has  formed,  adherent  to  the 
wall  of  the  aorta  and  large  enough  to  fill  it. 

The  liver,  stomach,  and  small  intestine  are  congested. 

The  kidneys  show  the  lesions  of  chronic  nephritis. 


Anki'risms  of  the  Aorta. 

Fusiform  and  sacculated  aneurisms  occur  either  separately  or 
together.  The  fusiform  dilatations  may  involve  the  arch  alone 
or  the  whole  aorta.  The  sacculated  aneurisms  have  a  small  or 
a  large  opening.  The  sacs  themselves  are  small  or  reach  a  large 
size;  they  are  either  single  or  multiple. 

Causes. — Aneurisms  of  the  aorta  are  especially  common  in 
males  between  the  ages  of  30  and  50  years,  in  persons  who  have 
constitutional  syphilis;  in  those  who  have  chronic  inflammation 
of  the  aorta;  and  in  those  whose  occupation  involves  severe  mus- 
cular exertion. 
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atian. — Gibson  gives  tin-  seat  of  860  eases  of  aneurism  of 
the  aorta  as  folln- 

Of  the  ftPCh  of  the  aorta,  480. 

At  t li«-  sinuses  of  Valsalva,  87. 

01  r!m  ascending  portion  of  the  areh,  141. 

of  the  transverse  portion  of  the  areh,  120. 

01  tin-  ascending  and  transverse  portions  of  the  areh  together! 
112. 

01  the  descending  portion  of  the  areh,  72, 

of  the  transverse  and  deaeending  portions  of  the  arch  to- 
gether, 20. 

or  the  whole  arch,  28. 

<  \t  the  thoracic  aorta,  71. 

Qf  the  abdominal  aorta  at  the  curiae  axis,  131. 

of  Hn*  lower  pari  ol  the  abdominal  aorta,  26. 

Symptom*.— -These  aw  due  to  the  presence  of  the  aneurisms! 
rumor,  to  its  pressure  <m  the  surrounding  parts,  and  to  its  effect 
on  the  circulation  of  the  Wood.  Tin-  presence  of  the  tumor  is 
mora  or  less  easily  detected,  according  to  its.  size  and  position. 

The  large  tumori  push  «mt  die  wall  of  the  chest  or  "I  the  ah 
domen,  can  be  seen  and  Wl  to  pulsate,  and  give  a  double  mur- 

mur  and  a  thrill.     Smaller  tumors  within  the  thorax  onh 
dulneea  on  p<  pcussioji,  with  Bometknei  in  addition  s  double  niur- 
nnn\    Wry  small  and  deeply  situated  aneurisms  give  no  physical 

Fusiform  aneurisms  can  hardly  be  said  to  give  a  tumor  in  the 

thorax.     Tiny  may   give  dulness  on  percussion  and  a  systolic 

murmur.      In    the  •  n   the   dilated    artery    ran    he    felt,   its 

aerated  pulsation  recognised,  and  a  systolic  murmur  heard 

over  it. 

The  aneurisms  are  for  the  most  part  so  situated  that  they 
press  upon  the  adjacenl  tissues  and  so  produce  a  variety  of  symp- 
toms. Pressure  on  the  descejidilUE  £2£5  cava  causes  venous 
gesttou  of  the  hoad  and  qeck.  Pressure  on  the  pulmonary 
artery,  on  the  right  auricle,  and  on  the  upper  pari  of  the  ven- 
tricles interferes  with  the  action  of  the  hearl  and  causes  son* 
gestion  of  the  Lungs.  Pressure  oo  the  large  bronchi  and  on  the 
ttfl  up  inflammation  of  their  walls  and  mucous  mem* 
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brums.  This  inflammation  often  extends  up  the  trachea  b>  the 
larynx  ami  produces  cough  and  dyspmea,  or  dmvn  tin*  bronchi 
into  tin*  limb's  and  sets  up  a  broncho-pneumonia.  The  pressure 
also  directly  produces  dyspnoea  and  tubular  breathing  which 
can  be  heard  over  the  lungs.  Pressure  on  the  oesophagus  causes 
difficulty  in  swallowing,    Pressure  on  the  recurrent  laryngeal 

nerve  prod a  paralysis  of  one  of  the  vocal  cords,     PWiUBIire 

OB  the  brachial  plexus  of  nerves  produces  pain.      Pressure  on  the 
vertejual  eolniun  regularly  causes  erosion  of  the  bote's  with 
pain 

The   aneurisms   and    the   accompanying    inflammation    of   the 
aorta  may  cause  venous  congestion   throughout   tin*  body,  and 
dilatation  and  hypertrophy  of  the  tefl  ventricle  of  tin*  heart. 
All  sacculated  aneurisms  are  liable  to  rupture. 


Aneurisms  <ii  tk*  Sinusti  of  Valsalva, 

These  aneurisms  are  sacculated,  and  are  most  frequently  given 

otV    from    the    righl    sinus.     Small    aneurisms    in    this    situation 

10  symptoms  until  the  time  comes  when  they  rupture  within 

ih e    pericardium   and   cause  sudden  death.     Larger  aneurisms 

may  compress  ami  erode  the  pulmonary  artery,  the  right  auriele. 

right  ventricle,  or  the  descending  vena  cava. 

Corresponding  to  the  seat  of  tin-  aneurism  there  is  an  an 
didness  or  a  pulsating  tumor,  either  to  the  right  m-  left  of  the 
sternum,  at  about  the  third  interspace, 

There  is  a  murmur  in  thirty-four  per  cent  of  tl 

l>yspno?a  in  thirty-eight  per  cent. 

Cough  in  twenty-four  per  cent. 

f\iin  in  twenty-one  per  cent. 

Enlarged  heart  in  twenty-nine  per  cent. 

Rupture  of  the  i urisra  within  the  pericardium  in  forty-eight 

eat 

Into  the  pulmonary  artery  in  thirteen  and  five-tenths  per  cent. 

Into  the  right  auriele  in  eight  and  five-tenths  per  cent. 

Into  tie-  right  ventricle  in  five  per  cent. 

Into  the  left  ventricle  in  five  per  cent, 
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Aneurisms  of  tht  Ascending  Portia*  of  ?h<  Arch  of  //"  Aorta, 

These  llieiirisiii*  are  sacculated  in  lifty-one  per  cent.,  fusiform 
in  th irtv  seven  per  cent,  of  the  eases.  The  ascending  portion  of 
the  arch  of  the  aorta  rests  upon  the  pulmonary  artery  and  the 
left  side  of  the  trachea.  On  its  right,  aide  ifl  the  superior  vena 
en  its  left  si <ie  the  pulmonary  artery.  Most  ol  the  s;nni 
lated  aneurisms  are  given  oft'  from  the  anterior  and  righl  as] 
of  the  wall  of  the  aorta,  and  a  OOXOpar&tively  small  nuniher  from 
the  posterior  and  left  aspects. 

They  give  an  area  of  dulmss  or  I  pulsating  tumor  to  the 
right  of  the  sternum,   at  the  second   interspace ;   much   less  fre- 

quently  on  the  left,  edde  of  the  sternum.  They  may  compress  rh. 
right  lung,  tlie  vena  cava,  the  left  lung,  the  trachea,  the  (Esopha- 
gus, the  pulmonary  artery,  the  right  hronchus,  or  the  left 
bronchus, 

A  murmur  is  present  in  twenty-three  per  cent  of  the  cases, 
dyspnoea  In  fifty-one  percent,,  cough  in  thirty-aii  per  cent,  stri- 
dor in  four  per  cent.,  [tain  in  the  chest,  in  twenty-nine  pel 
pain  in  the  neck  and  shoulders  in  ten  per  cent.,  pain  in  the  right 
arm  in  two  per  OOllt 

The  patients  remain  in  good  health  and  without  symptoms  up 
to  the  time  of  their  death  in  eleven  per  cent,  of  the  CW 

Rupture  of  the  aneurism  <><-r\n>,  m  fifty-seven  per  cent  of  the 
cases.  The  rupture  is  through  the  wall  of  the  thorax  in  eight  per 
cent,  of  the  eases,  into  the  pericardial  sae  in  twenty-two  per  cent,, 
into  the  pulnni  tery  in  four  per  cent.,  into  the  right  auricle 

in  one  per  cent,  into  the  descending  vena  cava  in  five  per  cent,. 
into  the  trachea  in  one  per  cent.,  into  the  righi  hronchus  in  three 
per  rent.,  into  the  right  lung  in  five  per  cent.,  into  the  left  luim  in 
two  per  cent,  into  the  right  pleura  in  two  per  cent.,  into  the  left 
pleura  in  four  per  cent 


Afnnnsms  of  //"    TfC  t'mttoti  of  Ut*    Arth   of  //"      1 


The  ti.M  portion  Of  the  nreh  passes  backward  and  to  the 

left,  over  the  left  bronchus,     The  left  recurrent  Laryngeal  nerve 
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passes  behind  and  against  this  portion  of  tin-  arch.  The  carol  id3 
subclavian,  and  innominate  arteries  are  given  08  from  it. 

These  aneurisms  mv  most  frequently  sneeulatcd.  The  Larger 
number  are  given  oil*  bom  the  posterior  wall  of  the  aorta,  a 
smaller  number  from  the  anterior  or  upper  w 

Those  given  ofl  Crono  the  posterior  wall  soon  compress  the 
trachea,  or  bronchi,  or  oesophagus,  and  the  recurrent  laryngeal 
nerve.  The  patients  very  early  have  dyspnoea,  dough,  stridor, 
paralysis  of  our-  of  the  vocal  cords,  tubular  breathing  over  one  or 
both  lungs,  but  the  physio*]  signs  of  the  tumor  are  absenl 
aenre  until  it  reaches  a  large  size.  These  aneurisms  are  ;ipt  to 
rupture  into  a  bronchus,  into  tin-  trachea,  or  into  the  oesophagus, 

The  aneurisms  given  off  from  the  anterior  and  upper  wall 
soon  give  the  physical  signs  of  a  tumor.    They  partly  occlude  the 

V  from  t!iis  pari  Of  the  aorta,  anil  diminish 

the  pulsation  of  the  carotid  and  radial  arteries,  They  must, 
however,  attain  a  considerable  size  before  they  can  exert  much 
pressure  on  surrounding  parts. 

A  pulsating  tumor  at  or  above  the  Level  of  the  manubrium  is 
Eound  beneath  the  sternum  in  nineteen  per  cent,  of  the  eaa 

the  right  of  the  sternum  in   fwvlvo  and  five-tenths  p6f  cent.:  to 
rt  of  the  sternum  in  twelve  ami  five-tenths  per  cant, 
lurmur  is  present  in  fifteen  per  cent,  of  the  eases,  dyspnoea 

in  seventy-one  per  cent.,  cough  in  fifty-seven  per  cent,,  bjBxnopty- 

ometeen  per  cent,  stridor  in  forty-seven  and  live-tenths  per 
cent.,  dysphagia  in  thirty-one  per  cent,,  pain  in  thirty-six  per 
cent.,  weakening  of  one  radial  pulse  in  twenty-six  per  cent, 
The  aneurisms  rupture  externally  in  six  per  cent,  of  tie-  < 
into  the  pericardium  in  two  per  rent.,  into  the  right  pleura  in 
two  per  cent,  into  the  left  bronchus  in  four  per  cenl  .  into  the 
left  pleura  in  five  per  cent,  into  the  oesophagus  in  six  per  cent, 
into  the  pulmonary  artery  in  one  per  cent.,  into  the  descending 
.1  cava  in  one  per  cent,  into  the  trachea  in  ten  per  cent 


<\\sK  1.  Aneurism  of  th,   7  Portion  of  thi  Arch  of 

tin    Aorta   with  Inflammation   of  ttu    Track&a  ami  Spasmodic 
pnaa. — Female.  4o  years  old,  December  13,  1879, 

•ral  months  she  has  had  feelings  of  oppression  about 
beet,  and  during  the  past  months  has  had  attacks 


She  ene  into  the 
hoajrital  daring  an  attack. 

m  wta  up  in  bed,  using  all  the  respiratory  muscles,  with 
anxjooft  faee,  craxiotie  akin,  finger  end*  crabbed.  The  air  can 
be  beard  to  enter  and  leave  the  lungs  freeiy :  there  are  eoarse 
rJIflL  She  looked  to  me  like  a  person  in  a  bad  attack  of  bron- 
chial asthma, 

December  18  she  had  another  attack  of  spasmodic  dyspncca. 
during  which  she  died. 

AutopMy. — The  brain  was  not  eiamined. 

The  pericardial  sac  contains  turbid  serum.  The  aortic  and 
mitral  valve*  are  a  little  thickened;  the  left  ventricle  is  li 

At  upper  and  posterior  aspect  of  the  transverse  portion 

of  tbf  arch  of  the  aorta  is  an  aneurism  the  size  of  a  hen's  egg, 

presnes  on  the  trachea. 

The  trachea  is  not  compressed  by  the  aneurism,  but  its  wall 

ensely  congested  and  thickened.     The  congestion  and  thick- 

fninp  extend  above  and  below  the  point  of  contact. 

The  hi  tie*  arc  covered  with  old  adhesions,  emphysematous,  the 

1  and  thickened. 
T)  I  congested. 

0/  thi  of  the  Arch 

>nto  the  L<ft  Bronchus. — Female.  25  wars 
_•:..  1871. 

she  began  to  cou<:h,  with  mucous  and  bloody 
:i  fee  have  dyspnoea. 

■  six*  lias  had  afternoon  fever  ami  Sweating. 
Now  Oref  the  lower  part  of  the  left  lunc:  there  are  flatness  on 
p  oe  of  voice  and  breathing1.     Over  the  upper 

lobe  I  chiaJ  voice  and  breathing. 

March  29  then  was  a  sudden  large  bleeding  from  the  mouth. 

ii  in  a  few  minutes. 
tutopiy     The  brain  was  not  examined, 
on  the  posterior  aspect,  rf  the  transverse  portion  of  the  arch 
Of  tfo  is  an  aneurism al  sac  one  and  a  half  inches  in 

diameter    nearly  empty.    The  sac  has  eroded  and  opened  into 
th«  kii  bronchus  just  below  the  trachea. 

The  l'*ft  pli-ural  cavity  is  half-full  of  turbid  serum.  The 
bronchi  of  the  left  lung  are  congested,  thickened,  and  coated 
uifh  tnU0O-pue,  Tin*  whole  lung  is  thickly  studded  with  arms 
Oi  red,  irf I'ny .  hemorrhagic  and  cheesy  hepatization.  Sinn*'  el 
tli'    cbe(        ireae  have  softened. 

i  limp,  liver,  spleen,  and  kidneys  are  normal. 
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Aneurisms  of  Both  the  Ascending  and  Transverse  Portions  of 
the  Arch  of  the  Aorta. 

These  aneurisms  are  fusiform  in  eighty -five  per  cent,  of  the 
cases.  Most  of  them  soon  reach  a  considerable  size.  There  is 
dulness  on  percussion,  or  a  pulsating  tumor,  most  frequently  on 
the  right  side  of  the  sternum,  often  beneath  the  sternum,  less 
often  on  the  left  side  of  the  sternum. 

The  pressure  of  the  tumor  presses  forward  and  erodes  the 
sternum  and  the  ribs.  The  trachea  is  compressed  in  thirty-three 
per  cent,  of  the  cases,  the  superior  vena  cava  in  ten  per  cent.,  the 
oesophagus  in  nine  per  cent. 

Dyspnoea  is  present  in  seventy-four  per  cent,  of  the  cases, 
cough  in  forty-seven  per  cent.,  haemoptysis  in  ten  per  cent., 
stridor  in  seventeen  per  cent.,  dysphagia  in  twenty-one  per  cent., 
pain  in  the  chest  in  thirty  per  cent.,  pain  in  the  back  in  ten  per 
cent.,  pain  in  the  arms  in  eighteen  per  cent.,  pain  in  the  neck  in 
four  per  cent. 

The  right  pulse  is  feeble  in  six  per  cent,  of  the  cases,  the  left 
pulse  in  three  per  cent. 

The  aneurisms  rupture  into  the  pericardium  in  ten  per  cent,  of 
the  cases,  into  the  pulmonary  artery  in  one  and  five-tenths  per 
cent.,  into  the  vena  cava  in  four  per  cent.,  into  the  trachea  in  four 
per  cent.,  into  the  right  pleura  in  three  per  cent.,  into  the  left 
pleura  in  one  per  cent. 


Aneurisms  of  the  Descending  Portion  of  the  Arch  of  the  Aorta. 

The  descending  portion  of  the  arch  lies  at  first  on  the  left 
lung  and  the  oesophagus,  and  at  last  rests  on  the  left  half  of  the 
body  of  the  fifth  or  sixth  dorsal  vertebra,  where  the  (esophagus 
is  on  the  right  side  of  the  aorta.  In  front  of  it  are  the  left  bron- 
chus and  the  pulmonary  artery. 

The  aneurisms  are  sacculated  in  eighty-one  per  cent,  of  the 
cases,  fusiform  in  eight  per  cent. 

The  aneurisms  are  given  off  from  the  posterior  and  left  walls 
of  the  aorta. 

The  vertebra?  are  eroded  in  forty-two  per  cent,  of  the  cases,  the 


W> 
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left  lilis  in  front  io  four  per  cent.,  the  trachea  is  compressed  in 

twelve  and  five-tenths  per  cent  of  the  eases,  the  let'i  hronchus  iu 
thirty-seven  and  five-tenths  per  rent,  tin    oesophagus  in  thirty 
one  per  eent..  the  left  ItPQg  in  forty-eight   per  cent.,  the  right 
hinir  in  six  per  cent. 

The  presence  of  tie-  aneurisms]  tumor  cannot  usually  be  made 
out  l>y  physical  signs  until  it  has  reached  a  considerable  size. 

A  murmur  is  present  in  twenty-three  per  cent,  of  the 

dyspncea  In  fifty  per  cent..  OOUgh  in  forty-six  per  rent,,  stridor  in 

twenty-five  per  cent*,  dysphagia  in  thirty-three  per  cent.,  pain  in 
the  chest  in  fifty-two  per  esnfc 

The  aneurisms  rupture  into  the  left  pleura  in  twenty-three  per 
cent.  Of  the  cases,  iiitu  the  right  lunir  in  six  per  cent,,  into  the 
righi  pleura  in  twelve  per  cent.,  into  the  trasehea  in  four  per 
cent.,  into  the  left  tang  in  four  per  eent. 


.1  HtiiftsHts  of  thi   Thoracic  Aorta, 

These  are  sacculated  in  thirty-five  per  cent,  of  the  oases,  fusi- 
form in  twenty-eight  v*v  cent, 

Erosion  of  the  vertebra  occurs  in  seventy- lour  per  cent,  of  th 
esses.    The  oesophagus,  the  left  lung,  or  the  right  lunir  may  be 

compressed,  the  heart  may  be  displaced  forward,  there  may  be 
a  pulsating  tumor  in  the  dorsal  or  axillary  r 

A  murmur  is  present  in  four  per  cent,  of  the  eases,  dyapncBB 
in  twenty-six  per  rent.,  cough  in  twenty-four  per  cent.,  dysphagia 
in  nine  per  cent.,  pain  in  the  haek  in  forty-three  per  rent.,  in  the 
chest  in  twenty-nine  per  eent..  in  the  abdomen  In  thirteen  per 
cent.,  in  the  left  luinhar  region  in  nineteen  pef  cent. 

The  aneurisms  rupture  into  the  trachea  in  two  per  rent,  of  the 

eases,  into  the  left  hmg  in  thirteen  per  cent.,  into  the  left  pleura 
in  twenty-six  per  cent.,  into  the  right  lung  in  six  per  cent,,  into 
the  right  pleura  in  thirteen  per  eent 


('ask  MI.  Aneurism  of  tin   Thoracic  Aorta  with  l*<nn  m  thi 
Lumbar  Region. — Male,  32  years  old,  painter,  Julj  29,  1*7:*. 
Pour  years  ago  he  began  to  have  pain  m  the  lumbar  n 
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This  pain  has  continued  ever  since  and  has  been  so  severe  that 
he  has  taken  opium  steadily. 

Now  he  is  emaciated,  with  constant  intense  pain  low  down  in 
the  back.  Careful  and  repeated  examinations  .gave  no  physical 
signs. 

August  3  he  died. 

Autopsy. — The  brain  and  its  membranes  are  normal. 

The  heart  is  normal. 

The  lungs  and  kidneys  are  congested. 

The  liver  and  spleen  are  normal. 

On  the  aorta  are  two  aneurisms.  The  upper  one.  on  the 
thoracic  aorta,  extends  up  to  the  third  intercostal  space  behind; 
it  is  on  the  right  side  of  the  aorta,  as  large  as  a  man's  fist;  the 
posterior  wall  of  the  sac  is  destroyed  and  the  vertebrae  are 
eroded. 

Of  the  lower  sac,  the  lower  end  is  just  below  the  diaphragm. 
Its  anterior  wall  is  hardly  raised  above  the  level  of  the  normal 
aorta.     The  vertebra*  are  deeply  eroded. 


Aneurisms  of  the  Abdominal  Aorta. 

These  are  usually  sacculated.  The  larger  number  are  situ- 
ated near  the  co?liac _axisv  They  are  given  oft"  with  about  equal 
frequency  from  the  anterior  and  posterior  walls  of  the  aorta. 

Those  on  the  posterior  walls  very  early  erode  the  vertebra?. 
They  give  pain  referred  to  the  vertebra*  and  radiating  down. 
While  the  tumors  remain  of  small  size  it  is  often  difficult  to  make 
them  out. 

The  anterior  aneurisms  give  pain  referred  to  the  epigastrium 
and  the  anterior  portion  of  the  abdomen.  The  tumors  are  easily 
made  out  by  palpation. 

These  aneurisms  rupture  into  the  peritoneal  cavity,  behind  the 
peritoneum,  into  the  mesentery,  and  into  the  right  or  left  pleural 
cavity.  The  blood  may  escape  at  once  into  the  peritoneal  cavity 
and  cause  death,  or  it  may  for  a  time  be  held  in  behind  the  peri- 
toneum and  a  false  aneurism  be  thus  formed. 

There  may  be  incomplete  or  complete  obstruction  of  the  aorta 
by  thrombi  extending  from  the  aneurismal  sac. 

Treatment. — The  medical  treatment  of  aneurism  of  the  aorta 
consists  in  determining  for  each  patient,  experimentally,  whether 


he  is  better  for  rest  or  for  regulated  exercise,  and  in  the  adminr    A 
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tration  of  the  iodide  of  potash.  The  iodide  is  given  in  doses  0/ 
from  five  to  twenty  grains,  three  or  four  times  a  day.  In  favor- 
able cases  the  aneurism  is  diminished  in  size,  the  symptoms  are 
alleviated,  and  life  prolonged. 
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THE    KIDNEYS. 


The  kidneys  are  deeply  seated  in  the  lumbar  region,  Ivin?  one 
on  each  side  of  the  vertebral  column,  at  the  back  part  of  the  ab- 
dominal cavity  and  behind  the  peritoneum.  They  are  on  a  level 
with  the  last  dorsal  and  the  two  or  three  upper  lumbar  vertebra, 
Ihe  right  kidney  beings  little  lower  than  tin  left. 

Dr.  Brewer  {Med.  N0W8$  July  31,  1897)  ghres  the  following 
figures  as  to  the  position  of  the  upper  border  of  the  kidney: 

Postmortem    Examination** — Total   number  ol  gnbjeetc 
amined,  151.     Of  these,  91  were  males,  56  females,  and  in  four 
cases  the  fees  was  not  recorded.    The  upper  border  of  the  right 

kidney  was  found  opposite  the  eleventh  rib  in  78  eases,  opposite 
tie-  twelfth  rib  in  62  eases,  one-half  ineh  below  the  twelfth  rib  in 
.  and  one  ineh  below  the  twelfth  rib  in  8  cases.  The  right 
kidney  had  been  removed  in  1  ease.  The  tipper  border  of  the  left 
kidney  was  found  opposite  the  tenth  rib  in  one  rase,  opposite  tire 
eleventh  rib  in  lot)  eases,  opposite  the  twelfth  rib  in  4^  eases,  one- 
half  ineh  below  the  twelfth  rib  in  1  ease,  and  1  ineh  below  the 
twelfth  rib  in  2  eases.  The  left  kidney  was  concern  tally  absent 
in  1  ease. 

The  kidneys  measure  about  4  inches  in  length,  2%  inches  in 
breadth,  and  11,  inches  or  more  in  thickness.  The  left  M  usually 
r  and  narrower  than  the  right.  The  weight  of  each  kidney 
is  usually  stated  to  be  about  4V1*  ounces  in  the  male,  and  some- 
what less  in  the  female. 

It  is  difficult  to  determine  changes  in  the  si/,e  and  position  of 
the  kidney,  unless  the  enlargement  is  considerable  or  the  dis- 
placement marked. 

In  order  to  map  out  the  kidneys  by  percussion  the  patient  must 
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lie  00  his  belly ;  auscultatory  percussion  is  preferable  to  simple 
percussion.  We  mark  ;t  poinJ  3%  inehei  outward  from  the 
Bpmes  of  the  vertebral  at  the  level  of  t li ■  -  eleventh  rib  cm  either 
nde,  then  measure  downward  from  this  point  4  inches  and  mark 
a  second  point,  and  then  join  these  two  points  by  a  spaee  I'1  o 
inches  wide.  Over  the  central  portions  of  the  area  ihus  included 
we  may  expect  to  get  a  change  in  the  percussion  note  due  to  the 
presence  Of  the  kidney.  It  must  be  admitted,  however,  that  it  is 
very  difficult  t<«  reach  certain  results  by  percussion  alone. 

Palpation  is  used  with  the  patient  lying  on  his  back,  side  or 
abdomen.  Any  eonsiderahle  enlargement  or  displacement  of  the 
kidney  ran  be  made  out  in  this  way.  Enlarged  kidneys,  as  a 
rule,  are  not  movable  by  palpation  nor  by  the  movement*  of  the 
diaphragm.  The  colon  is,  as  a  rule,  pressed  forward  by  the 
enlarged  kidney. 


CONGENITAL  Malformations. 

These  are  of  more  importance  to  the  surgeon  than  to  the 
physician. 

Absence  of  one  kidney,  the  horseshoe  kidney,  the  malpositions 
of  the  kiclncy  are  of  frequent  occurrence,  and  must  be  constantly 
reckoned  with  in  operations  on  these  organs. 


The  Movable  Kidniv 

It  not  infrequently  happens  that  one,  or  sometimes  both,  kid- 
neys cease  lo  be  imbedded  in  the  fat  of  the  lumbar  region  and 
become  capable  of  a  liberty  of  motion  which  increase-  Rfl  i.  one  goes 
on,     The  kidney  continues  to  be  fastened  by  its  large  bloo-i 
sels,  and  pushes  the  peritoneum  in  front  of  it. 

It  is  believed  that  such  a  movable  condition  of  the  kidney  may 

he  either  congenital  or  acquired.     It  occurs  more  frequently  in 

women,  in  women  who  have  borne  children,  among  the  laboring 

:id  in  persons  between  the  ages  of  twenty-five  and  forty 
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a    The  righl  kidney  is  the  i»nt^  moat  frequently  affected,  next 
the  left  kidney,  Leas!  often  both  kidneys. 

Symptoms. — ■ We  can  only  be  certain  of  the  existence  of  i  mov- 
able kidney  when  we  are  able  to  distinctly  feel  it.  It  feels  like  a 
solid  tumor,  not  as  hard  as  the  spleen;  of  the  shape  of  the  kidney, 
movable,  easily  escaping  from  the  hand  which  tries  to  grasp  it, 
easily  pushed  back  into  its  natural  position.  In  order  to  make 
out  such  a  kidney  it  is  usually  BecCBSSJy  to  put  the  patient  into 
different  positions,  ^>  as  to  displace  Ihe  organs;  it  is  often  nee 
sary  to  examine  <>n  several  different  days  before  we  can  he  sure 
ef  it 

Sueh  a  movable  condition  of  the  kidney  may  never  cause  any 
discomfort,  and  the  patient  may  remain  entirely  unconscious  of 
its  existence.  In  other  eases,  however,  the  abnormal  position  of 
the  kidney  may  give  rise  to  a  variety  of  symptoms*. 

1.  In  a  considerable  number  of  cases  the  movable  kidney  seems 
to  be  the  cause  of  gastric  symptoms — loss  of  appetite,  pain,  nau- 
snd  vomiting     These  gastric  symptoms  arc  nut  necessarily 
constant,  hut  may  eosne  and  uo  although  the  kidney  remains  mov- 
able, 

2L  In  some  eases  the  prominent  sympiom  is  j^ain^iii,  the  bade* 
This  pain  is  referred  to  the  side  on  which  the  kidney  is  displaced. 
It  is  a  severe  pain,  made  worse  by  standing  and  walking. 

:{.  The  patients  discover  themselves,  ur  are  told  by  a  physician, 
thai  they  have  an  abdominal  tumor.  This  naturally  fills  the  pa- 
tienf  with  alarm,  and  bo  may  give  rise  to  h  variety  of  nervous 
symptoms  for  which  the  displacement  of  the  kidney  can  hardJy 
be  held  responsible, 

4.  Less  frequently  the  symptoms  arc  more  severe.  There  are 
feelings  of  dragging,  of  pressure,  or  of  weight  in  the  abdomen. 
There  may  be  nausea,  vomiting  and  pain  in  the  abdomen.  In- 
tense pains  may  radiate  toward  the  epigastrium,  the  sacral  and 
lumbar  region,  the  intercostal  spaces,  the  shoulders,  along  the 
ureter,  into  the  testicle  or  the  labia  majora. 

It  is  sanl  that  there  may  be  attacks  of  localizfidjajritojiitis 
ground  the  displaced  kidney,  with  chills,  fever,  intense  pain,  and 
hardness  and  tenderness  of  tin-  abdomen. 
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The  pelvis  of  the  displaced  kidney  may  become  inflamed,  or 
may  contain   calculi. 

By  the  bending  of  the  ureter  there  may  be  produced  either  tem- 
porary OK  permanent  hy^rnnflphrnnifT 

Treatment*— The  number  of  patients  in  whom  the  kidney  is 
more  or  less  movable  is  very  large.  In  persons  who  complain  of 
gastric  or  intestinal  symptoms,  or  of  pain  in  the  abdomen  and 
hack,  we  examine  for  a  movable  kidney  as  ;i  matter  of  routine. 
Experience  teaches  us  that  the  symptoms  may  disappear  although 
the  kidney  remains  movable;  the  symptoms  may  disappear  with 
treatment  directed  to  tbe  stomach*  the  intestines  or  the  general 
health;  the  symptoms  may  return  after  the  kidney  has  been 
fastened  in  its  place  by  a  surgical  operation. 

The  rules  for  treatment  are: 
\f    Never  tell  a  patient  unnecessarily  that  the  kidney  is  movable. 

To  try  earefttliy  what  can  be  done  by  treatment  of  the  stomach 
.iimI  intestines,  by  dirt,  massage,  regulated  exercise,  or  the  rest 
cure. 

To  be  sure  that  abdominal  supports,  binders  and  pads  really 
make  the  patient  more  comfortable  instead  of  less  so. 

To  employ  surgical  measures,  such  as  the  suture,  or  removal  of 
the  kidney,  only  in  eases  in  which  the  symptoms  arc  distressing 
and  other  means  have  failed. 


THE    URINE. 


Quantity. 


In  healthy  adults  consuming  the  ordinary  quantities  of  fluids 

and  solids  the  daily  discharge  of  urine  is  1,250  e.c,  or  50  fluid 

s,   or   '*   pints.     This   quantity   is   liable  to  a  considerable 

amount  of  variation  accm-dimr  to  the  quantity  of  fluid  taken  and 

t!nj  amount  of  perspiration. 

Complete  occlusion  of  the  pelves  of  the  kidney  or  of  their 
ureters  leads  to  complete  suppression  of  urine.  It  is  not  that 
urine  is  formed  and  cannot  escape  on  account  of  the  occlusion, 
hut  that  the  kidneys  cease  to  perform  their  functions.  Suppres- 
sion of  urine  is  always  fatal,  hut  yet  can  he  borne  for  a  number 
of  days  almost  without  symptoms.  Sooner  or  later,  liuuvwr, 
ration,  delirium,  stupor1,  and  the  typhoid  stot<-  are  developed. 

Severe  injuries  and  surgical  operations,  especially  those  on  th<- 
Urethra  and  bladder,  may  be  followed  by  a  suppression  of  urine 
which  is  often  fatal.    It  is  probable  that  this  suppression  is  due 

to  an  aeuti-  congestion  of  the  kidneys.     Any  dislurham f  the 

s^eirculation  which  produces  either  acute  or  chronic  congestion  of 
the  kidneys  regularly  dimimxhes  the  quantity  ol  urine.  So  we 
hud  that  in  acute  and  chronic  congestion  of  the  kidney,  in  acute 
nephritis,  in  tiV  exacerbations  of  chronic  nephritis,  and  in  at- 
tacks of  contraction  of  the  arteries  the  quantity  of  urine  is  not- 
ably diminished. 

When  the  body  temperature  is  considerably  higher  than  the 
normal  the  urine  is  diminished  in  quantity. 

In  saccharine  diabetes  patients  pass  very  large  quantities  ol 
urine,  the  kidneys  being  apparently  excited  to  increased  activity 
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by  changes  in  the  composition  of  the  blood.  In  cases  of  insipid 
diabetes  the  quantity  of  urine  of  low  specific  gravity  is  large, 
but  it  is  not  determined  why  this  increase  takes  place. 

In  the  slow  forms  of  chronic  nephritis,  whether  with  or  without 
exudation,  it  ia  the  rule  to  have  increased  quantities  of  urine  of 
low  specific  gravity,  the  quantity  being  especially  large  and  the 
specific  gravity  very  low  if  the  vessels  are  the  seat  of  waxy  il< - 
generation.  But  this  increased  production  «>r  urine  may  at  any 
lime  be  checked  by  changes  in  the  heart's  action,  by  contraction 
of  the  arteries,  or  by  an  exacerbation  of  the  nephritis. 


Specific  Gravity. 


The  determination  of  the  specific  gravity  of  the  urine  gives  us 
the  relative  quantity  of  its  solid  and  fluid  constituents.  To  ob- 
tain practical  information  on  this  point  it  is  necessary  to  examine 
the  urine  passed  at  different  times  in  the  day  on  a  number  of 
days.  In  healthy  persons  and  under  ordinary  conditions,  the 
specific  gravity  ought  not  to  vary  much  from  1.0*20.  It  stvms  ?■> 
be  generally  agreed  that  the  solid  portions  of  the  urine  are  ex* 
ereted  by  the  epithelium  of  the  convoluted  tubes  and  the  fluid 
portions  filtered  through  the  Malpighian  bodi+ 
pect,  therefore,  that  a  diminution  in  the  specific  gravity  would  be 
caused  by  changes  in  the  renal  epithelium,  and  the  diminution  in 
the  quantity  of  the  urine  by  atrophy  of  the  Malpighian  bodies. 
As  a  matter  of  fact,  the  kidneys  behave  differently.  When  the 
morbid  changes  are  confined  to  the  epithelium,  as  in  acute  and 
chronic  degeneration,  the  specific  gravity  is  not  lowered;  whail 
the  Malpighian  bodies  are  atrophied  in  chronic  nephritis  the 
[quantity  of  urine  is  not  necessarily  diminished.  A  persistent  low 
specific  gravity  means  a  chronic  nephritis  with  a  large  production 
of  new  interstitial  connective  tissue,  or  with  waxy  degeneration 
of  the  blood  vessels;  or  it  means  insipid  diabetes.  Tn  chronic 
nephritis  the  specific  gravity  remains  low,  even  if  the  quantity  of 
urine  is  very  much  diminished.  But  in  insipid  diabetes  the  spe- 
cific gravity  rises  as  the  urine  is  diminished  in  quantity. 


TIIK    URINE. 


An  increase  in  the  specific  gravity  regularly  accompanies  sac- 
charine diabetes  and  chronic  congestion  of  ihe  kidneys. 


Constituents,  Normal  and  Adventitious. 


a. — The  most  important  of  the  solid  constituents  of  the 
urine  is  ares,  of  which  a  healthy  adult  excretes  i>\\>}-y  day  about 
500  grains.  While  the  specific  gravity  of  the  urine  gives  a  gen- 
eral idea  of  the  relative  quantity  of  urea,  yet  there  are  sources  of 
errDF.  It  is  best  to  get  the  whole  daily  excretion  of  urea  for 
several  days  by  the  hypobromite  met  hod.  The  principal  import1 
ance  of  this  is  in  determining  the  prognosis  of  rases  of  ehrotfc&fl 
nephritis.  When  the  daily  excretion  of  area  is  much  below  the 
Borstal  the  prognose  is  bad,  although  the  patients  may  serin  to 
be  doing  well. 

It  is  also  a  help  in  distinguishing  between  acute  and  chrouic 
nephritis,  as  the  quantity  of  urea  is  not  much  affected  in  acute 
nephritis. 

If,  however,  we  examine  the  urine  for  urea  as  a  matin-  of  ron- 
lim-  in  every  case  of  kidney  disease  we  meet  with  many  surprises 
and  exceptions,  and  we  learn  to  think  of  changes  in  the  formation 
of  urea  as  well  as  changes  in  its  excretion,     Wi  -rsons  who 

for  years  do  not  excrete  more  than  200  grains  of  urea  a  day  and 
Fectly  pond  health.     We  see  others  with  contracted 
arteries  and   renal  dyspmea,   who  are  excreting  more  than  500 
dbd  day. 
ties,  Oxalates,  and  Phosphates. — '• The  presence  of  an  excess 
of  uric  acid,  of  the  males,  of  oxalate  of  lime,  and  of  the  phoe> 
phates  are  of  importance,  riot  because  they  indicate  disease  or  dis- 
turbance of  the  functions  of  the  kidneys,  but  because  they  show 
disordered  digestion  and  an  abnormal  condition  of  the  blood. 
are  many  eases  of  kidney  disease  in  which  the  treatment  of 
these  disturbances  is  of  the  greatest  importance, 

Blood. —  1  hematuria  is  an  evidence  of  bleeding  from  some  part 
of  the  genito-urinary  tract.  So  far  as  the  kidneys  are  concerned 
the  blood  comes  From  their  pelves,  or  from  the  kidneys  them- 
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selves.     Bleeding  from  the  pelves  occurs  with  pyelitis,  with  cal- 
culi in  tin'  pelvis,  and  with  new  growths  of  the  pelvis.     Bleeding 
from  the  kidney  itself  is  found  in  aeute  nephritis,  with  63 
bations  of  chronic  nephritis,  with  tubercular  nephritis,  with  the 
hemorrhagic  forms  of  the  infectious  diseases,  and  with  malignant 

growths. 

Casts, — There  has  heen  some  difference  of  opinion  as  to  the 
mode  of  formation  of  tin-  little  cylindrical  bodies  which  are 
formed  in  the  mine  and  in  the  kidney  tubules.  The  question  has 
been  whether  they  are  all  formed  of  substances  coagulated  from 
the  blood  plasma,  or  whether  some  are  formed  of  suhstanees  de- 
rived from  the  renal  epithelium.  Certainly  most  of  ti&m  are 
formed  from  tin-  blond  plasma.  They  are  composed  of  a  trans- 
parent, homogeneous  matter  with  whkih  may  be  mixed  renal 
epithelium,  white  and  red  blood  cells,  and  the  granular  matter, 
fat,  and  nuclei  derived  from  degenerated  epithelium.  The  pres- 
ence of  casts  in  the  urine  means,  therefore,  that  there  has  been 
an  exudation  Of  blood  swum  into  the  kidney  tubules  and  more 
or  less  degeneration  of  the  renal  epithelium.  The  number  of 
C&Sta  in  tlie  urine  is  usually  an  indication  of  the  number  formed 
in  the  kidneys,  but  not  always;  we  may  find  but  few  easts  in  the 
otitic  during  life,  nod  yet  alter  death  the  kidneys  are  seen  to 
contain  a  large  number.  Albumen  and  casts  are  usually  present 
in  proportionate  ipiantities:  if  there  is  much  albumen  there  are 
generally  many  easts,  hut  albumen  may  be  present  in  Large  quan- 
tities with  very  few  casta  Tin*  centrifugal  machines  which  are 
now  in  use  are  of  trreat  assistance  in  looking  f<r  casts. 

Any  one  who  wishes  to  understand  easts  and  their  mode  of  for- 
mation must  look  at  them  in  kidney  seel  ions,  as  well  as  in  the 
urine.  It  seems  hardly  necessary  to  warn  against  confounding 
cylindrical  strings  of  mucus  formed  in  the  bladder,  often  having 
lis  imbedded  in  them,  with  easts  formed  in  the  kidney 
tubules,  but  the  mistake  is  sometimes  made. 

1 1  valine  casts  in  small  numbers,  like  albumen  in  small  quanti- 
ties, are  occasionally  present  without  disease  of  the  kidneys. 

Acute  congestion  of  the  kidneys  often  gives  hyaline  casts,  some- 
times granular  and  nucleated  casts, 
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Chronic  congestion  gives  a  few  hyaline  casts. 

Acute  degeneration  gives  casts  according5  to  its  severity — hya- 
line casts  only,  or  granular  and  nucleated  casts,  or  epithelial  and 
blood  casts. 

Chronic  degeneration  gives  only  a  few  hyaline  casts,  or  none 
at  all. 

Acute  exudative  and  acute  diffuse  nephritis  give  many  casts  of 
every  kind. 

Chronic  nephritis  with  exudation  gives  many  casts  of  all  kinds, 
their  number  much  increased  when  there  is  an  exacerbation  of  the 
nephritis. 

Chronic  nephritis  without  exudation  gives  a  fewi  hyaline  casts 
or  none  at  all. 

Dropsy. 

The  association  of  dropsy  with  kidney  disease  is  of  such  fre- 
quent occurrence  that  it  is  often  difficult  to  convince  both  patients 
and  physicians  that  " Bright 's  disease' '  can  exist  when  dropsy  is 
absent. 

If  we  go  through  the  list  of  diseases  of  the  kidney  we  find  that 
their  association  with  dropsy  is  as  follows : 

Acute  congestion  of  the  kidney — no  dropsy. 

Chronic  congestion  of  the  kidney— dropsy  according  to  the  con- 
dition of  the  heart. 

Acute  and  chronic  degeneration  of  the  kidney — no  dropsy. 

Acute  exudative  nephritis — subcutaneous  dropsy,  most  fre- 
quent with  nephritis  caused  by  scarlet  fever,  or  by  exposure  to 
cold.  A  similar  subcutaneous  oedema  can  be  produced  by  scarlet 
fever  or  by  exposure  to  cold  wHj)ftut  paphritis 

Acute  productive  (or  diffuse)  nephritis — both  subcutaneous 
dropsy  and  dropsy  of  the  serous  cavities. 

Chronic  nephritis  with  exudation — dropsy  of  the  subcutaneous 
connective  tissue  and  of  the  serous  cavities  in  the  majority  of 
cases. 

Chronic  nephritis  without  exudation — no  dropsy  until  late  in 
the  disease,  unless  from  complicating  lesions. 
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Suppression  of  Mini    ffom  tthsi  ruction  of  tfk    ureters — no 

dropsy. 

The  primitive  explanatii r  renal  dropsy  was  that  fluids  accu- 
mulated in  the  body  because  the  patient  passed  too  little  water. 
This  explanation  has  always  had  its  effect  on  therapeutics;  the 
rule  lias  been,  if  a  patient  has  dropsy  make  him  puss  more  urine. 
But  the  matter  is  not  as  simple  as  this. 

The  present  condition  of  mir  knowledge  on  this  subject  may 
be  stated  somewhat  as  follows: 

1.  All  dropsies  are  due  to  an  increased  transudation  of  blood 
serum  from  the  capillaries  and  a  diminished  absorption  by  the 
lymphaties.  The  increased  transudation  is  the  more  important 
parts  of  the  process. 

8,  hithi minatory  dropsies  (or  exudations)  and  passive  dropsies 
may  be  produced  in  one  or  two  ways  : 

{a )  The  capillaries  act  as  fillers.  Either  increased  pressure,  a 
change  in  the  composition  of  the  serum,  or  a  change  in  the  walls 
of  the  capillaries  can  cause  an  increased  transudation  through 
the  walls  of  the  capillaries. 

(b)  The  capillaries  with  their  endothelium  act  as  glands  and 
secrete  serum.  Changes  in  the  composition  of  the  blood  or  irri- 
tating substances  in  the  surrounding  tissues  can  irritate  the  en- 
dothelium and  cause  increased  secretion. 

Following  these  rules,  the  probable  explanations  of  renal  drop- 
sies arc  : 

1.  In  acute  exudative  nephritis  the  dropsy  is  regularly  con- 
fined to  the  subcutaneous  connective  tissue.  It  is  not  always 
present.  It  is  dm-  to  inflammatory  changes  in  the  skin,  to  irri- 
tating substances  in  the  blood,  or  to  changes  in  the  walls  of  the 
capillaries. 

L\  In  BCUtC  productive  nephritis  and  in  chronic  nephritis  with 
exudation  the  dropsy  involves  both  the  subcutaneous  connective 
tissue  and  the  serous  cavities.  It  may  be  dm*  to  irritating  sub- 
stances in  the  blood,  to  ameniia.  fco  changes  in  blood  pressure,  or 
to  changes  in  the  walls  of  the  capillaries. 

&  In  chronic  nephrilis  without  exudation  the  dropsy  couie>  on. 
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if  at  all,  late  in  the  disease,  and  is  due  to  ehaimes  in  tin*  blood 

rare. 

The  rule  is  that  whenever  there  is  much  general  dropsy  then- 
is  also  a  lar^e  quantity  of  albumen  in  the  urine.  In  other  words 
tin*  smii!  which  effect  transudation  of  serum    from  the 

Mood  vessels  in  other  parts  of  the  body,  aet  also  on  the  renal  \y' 
vessels  and  produce  a  transudation  of  serum  which  is  mixed  with 
the  urine. 

red  through  medical  literature  are  reports  of  cases  of 
generaJ  subcutaneous  dropsy  coming  on  suddenly,  lasting  for  I 
short  time,  without  any  evidence  ol  renal  ">r  other  disease,  and 
terminating  to  recovery,  Traube  thinks  that  such  dropsies  are 
due  to  a  disturbance  of  the  function  of  the  skin  caused  by  ex- 
posture  to  the  weather,  bill  this  explanation  will  not  answer  for  all 
the  eases,  in  some  patients  (Taylor,  Medical  Fifties  and  Qa&ette, 
1871)  the  dropsy  was  preceded  by  a  well-marked  febrile  move- 
ment I  <*nly  know  nf  nor  ease  <d"  this  kind  which  terminated 
fatally.  It  is  reported  by  Wernicke  (Deutsch,  Aninf  fat  LUn- 
igehi  Medkin,  VI.,  622).  The  patient,  a  woman  twenty-two 
years  old,  died  apparently  from  the  dropsy,  and  the  autofl 
showed  no  Lesion  to  aeconnl  for  the  symptoms.    The  following 

i$  an  example  of  this  form  of  dropsy: 


i:   I. — Male,  aged  26,  admitted  to  the  Roosevelt  Hospital  on 

April  17.  1884,  Had  been  perfectly  well  and  working  hard  two 
months  ago.  Then  lie  began  to  have  i  eongh,  mucous  sputa,  and 
wheezy  breathing.  One  month  ago  he  developed  general  subcu- 
taneous oedema;  the  mine  was  somewhat  diminished  in  quantity, 
hut  the  man  did  not  feel  siek.  When  admitted  t<>  the  hospital 
his  pulse  was  96,  temperature  98c  R,  respiration  30,  There  was 
very  marked  general  subcutaneous  oedema.  The  skin  and  mucous 
membranes  were  rather  pale,  hut  the  man  was  well-nourished  and 
did  not  feel  at  all  siek.  A  soft  systolic  murmur  could  be  beard 
;it  the  apei  and  base  of  the  heart;  the  action  of  the  heart  was 
somewhat  intermittent  and  irregular.  The  dropsy  increased  for 
,i  Ww  days  and  then  gradually  diminished.  The  record  of  the 
urine  was  as  follows : 


n-j 
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1.012 

1.022 
1.010 
1.026 
1.008 
1.014 
1.01U 
1.0H 
1.016 
1.014 
1.016 

608 

"      20 

M      21 

"      22 . .... 

340 
351 

-      23 

"      24 

"      25 

280 
479 
672 

•     M 

"       2* 

»*      29 

BS8 

410 

394 

"      30 

By  May  1  the  dropsy  had  entirely  disappeared  and  the  mau 
was  apparently  well 

I  have  sees  ;i  number  of  hospital  patients  who  unquestionably 
had  kidney  disease,  but  who  had  attacks  of  subcutaneous  oedema 
after  exposure,  apparently  not  connected  with  their  kidney  di>- 
ease,  but  earned  by  inflammation  of  the  skin. 

The  ordinary  treatment  of  dropsy  is  directed  to  the  removal 
|/  of  the  geriUO  after  it  has  transuded  from  the  vessels.  We  try  to 
get  rid  of  the  dropsy  by  sweating,  by  diuresis,  or  by  purging.  It 
is  evident  that  a  much  more  satisfactory  treatment  would  be  to 
prevent  the  transudation.  If  we  could  find  remedies  to  destroy 
the  irritating  substances  in  the  blood  and  tissues  which  c 
the  blood  serum  to  transude,  we  would  be  able  to  prevent  the 
dropsy  instead  of  having  to  get  rid  of  it. 


Albuminuria. 


Since  the  time  of  Richard  Bright  the  presence  of  albumen  in 
the  urine  h;ts  been  regarded  as  a  proof  of  kidney  disease  both  by 
physicians  and  by  the  laity ;  and  in  spite  of  all  evidence  to  the 
contrary  this  is  still  the  popular  belief.  It  is  true  that  any  edu- 
cated physician  will  now  admit  that  albumen  may  be  absent  with 
kidney    dj  ■  .1    present   without    it,   but  this  admission   is 
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largely  theoretical.  In  practice  the  old  belief  makes  itself  felt, 
and  the  presence  of  albumen  is  still  lotted  for  as  the  main  evi- 
dence of  disease  of  the  kidneys. 

The  general  belief  concerning  the  albumen  has  been  that  it  is 
removed  from  the  blood  by  the  kidneys  just  as  urea  or  sugar  is, 
and  if  lar^e  quantities  of  it  are  removed  from  the  blood  the 
composition  of  this  tin  id  is  changed.  A  good  deal  of  pains  has 
been  taken  to  discover  why  it  is  that  diseased  kidneys  should  ex- 

erete  albmneou 

As  -i  matter  of  tart,  tin  presence  of  serum  albumen  and  serum 
globulin  in  the  urine  means  that  the  blood  serum,  of  which  they 
an*  constituents,  has  kconir  mixed  with  the  urine.  The  simplest 
way  in  which  this  can  happen  is  to  have  Heeding  from  the  blad- 
der or  kidneys  so  that  the  blood  and  urine  are  mixed.  The  ordi- 
nary way  is  for  the  blood  serum  to  transude  from  the  kidney 
capillaries  just  us  it  does  from  capillaries  in  other  parts  of  the 
body.  Albumen  in  the  urine,  therefore,  means  the  same  thing  as 
serum  in  a  senilis  eavity — thai,  there  has  been  a  transudation  of 
Berum  from  the  vessels.  To  keep  the  matter  clear  in  our  minds, 
whenever  we  use  the  word  albuminuria  we  should  do  so  with  the 
idea  tinit  it  is  a  popular  way  of  saying  that  the  urine  has  blood 
serum  mixed  with  it.  Tn  this  way  we  will  think  of  the  kidney 
as  we  dn  of  other  parts  of  the  body1 — 4MI  liable  to  exudations  of 
serum  cither  <d  inflammatory  or  of  dropsical  character.  But, 
just  as  in  the  .senilis  membranes  the  exudation  is  r\o1  in  the  mem- 
brane but  in  its  cavity,  so  in  the  kidney  the  exudation  is  not  into 
the  parenchyma  but  into  the  tubules. 

The  CAUSES  of  albuminuria,  therefore,  an-  the  same  as  the 
-.os  of  dropsies  in  all  parts  of  the  body: 

1,  Changi  s  produced  by  mfUunmati&ti  in  thi  tntlh  of  tkt  <  <tpil- 
larite  which  render  them  more  permeable.  In  this  way  are  pro- 
duced the  albuminuria  of  both  forms  of  aeute  nephritis,  of  the 

nis  of  acute  defeneration,  of  aeute  eoiejeslion.  and  of 
some  of  the  eases  of  aeute  and  chronic  nephritis. with  exudation. 

2.  Chatttjis  in  fhr  COmpotiU&n  of  thi   blood,  causing  either  in- 

I   filtration  or  increi  ret  ion  of  serum.     This  would 

1 milt   for  the  albuminuria  of  amemia.  of  puerperal  eclampsia 
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without  nephritis,  of  the  mild  caaee  of  acute  degeneration,  of 

some  of  tin-  cases  of  acute  unci  chronic  nephritis  with  exudation. 

8,  Chautfts  in  blood  D#H  fffffe. — Til  is  would  be  the  probable 
en  use  of  the  albuminuria  in  some  of  the  puerperal  eases,  in 
chronic  congestion,  in  some  of  the  oases  of  chronic  nephritis  with 
exudation,  and  in  chronic  nephritis  vvith*>iit  exudation. 

4.  Soit'tnfJuiHmtttorif  vhawjt £  ta    t&6   Mlfa  "/    the*  ftfptZId 
rendering  them  more  permeable  to  the  eseape  of  serum.     Such 
rliariL'es  would  account  for  the  albuminuria  which  is  found  w  it  li- 
mit inflammation  of  the  kidneys,  changes  in  the  blood,  or  altera- 
tions in  the  blood  pressure. 

The  BZGNXPiCANOB  of  albumen  in  the  urine  depends,  therefore, 

altogether  upon  its  causation.  As  a  ByTjiptmi)  it  may  be  nun 
pared^tn_cojigh.  It  is  well  known  that,  while  coii^di  is  a  frequent 
symptom  of  disease  of  the  lunirs.  yet  its  presence  does  not  tell  ns 
whal  tli«-  disease  of  the  luiigB  is.  nor  does  it  even  tell  us  that 
ihere  is  necessarily  disease  of  Ihr  Iniejs  at  all.  Albuminuria, 
while  il  always  means  thai  the  capillaries  of  the  kidneys  allow 
the  blood  serum  to  transude  through  their  wall,  does  imt  tell  Qfl 

the  cause  of  this  transudation-    The  study  of  this  causation  is 

practically  a  study  of  the  eauses  of  dropsy. 


Albuminuria  Without  Disease  of  the  Kidney. 


The  examination  of  the  urine  by  the  physicians  of  life  insur- 
ance companies,  and  by  Other  physicians  who  have  examined  this 

excretion  in  eases  of  sehoo]  children,  of  soldiers,  and  of  g&l&l 

groups   of   persons,   has   brought   out   the    fact    that    alfmmen    is 
p rest1  n1  in  the  urine  in  many  persons  who  have  no  disease  of  the 

kidneys.    These  persons  can  be  arranged  in  the  following  groups: 

1.  ftiro.i  ifsutnl  or  Cyclic  Albuminuria. — -The  characteristic  fea- 
ture's of  this  form  of  albuminuria  are.  that  the  quantity  of 
albimien  ii  large,  while  easts  maj  be  present  or  absent;  that  if 
we  examine  the  urine  at  regular  tntervals  during  the  twenty-four 
there  is  a  regular  rise  and  fall  in  the  quantity  of  albumen. 
The  albumen  begin*  to  appear'  soon  after  rising  in  the  morning, 
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increases  through  the  day,  falls  after  going  to  bed,  disappears 
at  night,   and   reappears  again  the  next   morning.      This  regular 

cycle  can  be  disturbed  by  ffNmgfag  the  hours  oi  rest,  of  meals, 
and  of  exercise.  The  rule  is  that  the  appearance  of  the  albumen 
is  favored  by  exercise  and  by  eating,  while  rest  in  bed  causes  it  to 
disappear.  There  seems  to  he  qo  way  of  accounting  for  this  form 
of  albuminuria,  except  by  supposing  tliat  there  arc  changes  in 
the  composition  of  the  blood,  nr  in  the  walk  of  the  renal  capil- 
lar]' 

The  persons  in  whom  this  form  of  albuminuria:  is  present  are 
regularly  young  males,  who  also  suffer  from  more  or  less  dis- 
turbance of  the  general  health.  The  patients  suffer  from  amv-inia, 
lose  flesh  and  strength,  have  headaches,  neural  ^ie  pains,  bodily 
ami  mental  languor,  hysteria,  and  disturbances  of  the  functions 
Of  the  stomach,  liver,  and  intestines.  But  there  ]$  a  great  dif- 
mee  in  the  patients  as  to  how  far  these  additional  symptoms 
are  developed.  In  some  they  are  but  trifling,  in  others  they  are 
well  marked. 

To  distinguish  these  patienta  from  those  who  have  a  true  ne- 
phritis is  by  QO  means  easy;  the  diagnosis  may  remain  doubtful 
for  months,  and  even  then  it  is  difficult  not  to  make  mistakes. 

The  treatment  of  these  patients  consists  in  the  regulation  of  the 
diet  and  mode  of  life,  and  the  management  of  the  disturbances  of 
digestion  and  of  the  condition  of  the  blood.  The  diet  should  be 
liberal  and  varied,  but  all  Indigestible  articles  of  food  must  hi*  ex- 
cluded* Massage,  hoi  and  cold  baths,  ami  regulated  Bxeroise  are 
to  be  systematically  carried  out.  A  climate  which  admits  of 
many  hours'  daily  exposure  to  the  open  air  and  sunlight  la  to  be 
ed. 

All  disoj  digestion  are  to  be  remedied  as  Ear  at  possible. 

The  change  in  the  composition  of  the  blood  ia  not  marked; 
oeit  uantity  of  hceraoglobin  nor  the  number  of  blood  cells 

is  much  diminished;  iron  is  of  service  in  the  treatment  of  the 
ion,  but  does  not  act  ;»s  a  specific. 

The  prognosis  as  regards  the  life  and  health  of  these  patients 
it  may  be  very  hard  to  get  rid  of  the  albumen  alto- 
gether. 


4it; 
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Case  IL— Male,  19  years  old,  April  18,  1902.  Three  years 
ago,  when  apparently  in  good  health,  he  was  refused  by  a  life 
insurance  company  on  account  of  kidney  disease.  lie  w;ts  put 
under  treatment  for  this  with  arsenic  and  other  drugs  and  his 
di<t  was  restricted.  Under  this  management  he  lost  flesh  and 
strength,  hut  had  no  dropsy  or  other  renal  symptoms. 

The  arise  was  examined  daily  for  about  a  month.    The  sp 

gravity   wa>  always  eJose  to  1.025,  the  urea   was   no!   deOTC 
every  morning  there  w;is  ;i  trace  of  albumen  and  a  few  casts. 
every  evening  there  was  a  considerable  quantity  of  albumen  and 
a  good  many  carta 

lie  was  told,  to  take  three  good  meal-  m>  medicine,  and 

to  live  out  of  don 

December  4,  L902:  His  general  health  is  very  good  and  he  is 
working  hard  downtown.     There  is  still  a  little  albumen  in  tlm 

ming  ni-ine. 

October  4,  1903:     His  health  continues  to  be  good,  and  then 
Little  albumen  in  the  evening  urine. 


2,   tHttic  Aihuminurtti.— -This  DOOOrfl  both   ID  children  and   in 

adults.  It  may  follow  the  ingestion  of  only  certain  kinds  of  food 
— elmese,   pastry,  and  ee^s  :  or  of  any  kind  of  food;  or  of  any 

food  which  is  not  properly  digested;  or  it  may  occur  when  eter- 
eise  follows  immediately  upon  the  ingestion  of  food.  The  quan- 
tity of  albumen  is  small  and  there  are  few  or  no  casts. 

If  this  form  of  albuminuria  is  temporary,  it  is  dot  ;i  serious 
condition,  but  if  the  disposition  to  it  persists,  the  patients  are  to 
be  regarded  with  suspicion.  They  are  also  liable  to  temporary 
glycosuria j  they  may  have  we)!  marked  functional  disturbances 
of  the  liver;  they  may  have  the  gouty  disposition;  or  they  may 

have  cirrhosis  of  the  liver,  or  chronic  arteritis. 
The  treatment  consists  in  regulating  the  diet  and  exerck 

the  same  way  as  in  persons  with  the  gouty  disposition;  in  reliev- 
ing constipation ;  and  in  the  use  of  the  drugs  which  are  likely  to 
increase  the  production  of  bile. 

'    Albuminuria  after  Exertion. — The  exertion  must  be  b 
and  prolonged,  in  Long  and  fatiguing  marches  by  soldiers;  pro- 
longed contests  in  walking  or  running:  violent  exercises,  such  as 
boxing  or  wrestling.     The  quantity  of  albumen  may  be  consider- 
able and  numerous  easts  may  also  be  present.     It  seems  prob- 
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able  that  this  form  of  albuminuria  is  due  to  a  eongssaimi  of  the 
kidneys  caused  by  the  exertion,  After  the  cessation  of  the  ex- 
iTticm  tliM  albumen  regularly  disappears  within  a  few  hours  or 

4,  In  .1  considerable  number  of  the  cases  of  simple  amenus  of 
young  women  albumen  and  casta  are  found  in  tin*  urine.    As  the 

mm  inia  is  cured  by  1h«'  administration  of  iron  the  albumen  and 
Castfl  <lis;ip|>i 

."»  Tin  Albuminuria  uf  AdoleicenU.—li  baa  been  recognised 
by  many  observers  that  an  albuminuria  Lasting  for  months  is  of 
very  frequent  occurrence  in  boys  and  girls,  without  disease  <»r  the 
kidneys  and  without  impairment  of  the  general  health. 

There  <*an  be  no  question  that  bhest  children  do  bast  with 
plenty  of  good  food  and  out-of-door  i  There  may  be  a 

little  anamiia,  but  it  does  well  without  ihe  use  of  iron. 

n".  In  i  considerable  number  of  adults  small  quantities  of  al- 
bumen and  H  few  casts  are  fmtnd  in  the  urine  from  time  to  time 

without  any  other  evidences  of  kidney  disease,    These  patients 

watching,  bul  I  have  followed  some  of  them  far  many  years 

and  have  seen  no  evidanee  of  kidney  disease.    These  patients 

should  give  up  any  had  habits  they  may  have,  but  otherwise  they 

go  mi  with  their  ordinary  mode  of  life. 


Cass  III.     Albuminuric^  with  good  health  for  twenty^wen 
— Male,  'J:t  wars  old,  physician,  came  to  me  on  November 
26,  1 S 

Four  years  before  that  time,  while  feeling  perfectly  well,  he 
happened  to  test  his  mine  and  found  that  it  contained  n  consider- 
able quantity  of  albumen.    Since  that  time  albumen  has  been  cou- 
nt, hut  no  casta     He  has  continued  to  feel  well  and 
ake  a  good  deal  of  exercise. 
In  November,  1880,  the  urine  was  rather  scanty,  16  to  24 
ounces,  specific  gravity  L030  to  1,035,  b  good  desJ  of  albumen  but 
im  casts.     He  is  somewhat  anemic.    Under  the  use  of  iron  the 
ameima    improved   and   the   albumen  diminished.     No\vT   in    De- 
cember, 1903,  his  health  has  been,  and  is,  perfectly  good.     There 
is  no  enlargement  of  the  beari  and  no  thickening  ox  tin1  arteries, 
urine  still  continues  to  contain  appreciable  quantities  of  al- 
bumen and  a  very  few  hyaline  casts.      It  contains  ten  grains  of 
urea  to  the  ounce. 
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It  is  well  established  that  the  principal  function  of  the  kidneys 
is  to  remove  from  the  body  a  quantity  of  excrementitioufl  sub- 

stances.  It  is  equally  well  established  that  a  number  of  the 
diseases  of  the  kidney  interfere  with  this  function  and  allow  the 
excrementitioafi  substances  t<>  accumulate  in  the  blood  and  ti 

It  is  a  matter  of  daily  observation  that   persons  who  sutler  from 

kidney  disease  exhibit  symptoms  of  such  s  character  as  to 

the  idea  that    these  persons  ate  in  some   way   poisoned.      Thr   v- 

^ueno  seems  bo  be  logical :  disease  of  the  kidneys,  failure  to 
eliminate  excrementitious  substances,  accumulation  of  such  sub- 
stances in  the  blood  and  tissues,  poisoning  of  the  body  by  these 
substances,  the  development  of  symptoms  due  to  the  poisoning. 
To  siieh  morbid!  process  the*  name  of  *'unejnia"  can  properly  be 
giveiL  So,  in  the  year  1694,  we  find  the  following  definition  of 
omnia  in  Dungliaon's  Medical  Dictionary:  ^Certain  morbid 
phenomena,  implicating  the  nervous  eentree  more  especially,  due 
ntinn  of  excrementitious  substances  in  the  blood  v 

are  normally  excreted   by   the   kidneys,  as  in    Bright *8  disease.  "- 

Ami  this  definition  fairly  represents  the  popular  belief  eon 

ing  ura?inia. 

Unfortunately  it  is  not  possible  to  dismiss  the  subject  in  this 
eajQ  way.     We  are  confronted  with  many  contradictions  difficult 

of  exj  i,  and  a  review  of  the  history  of  (lie  suhj 

that  these  difficulties  have  always  been  felt. 

Thr  simplest  explanation  of  the  phenomena  of  uraemia — that 
they  are  due  tO  the  presence  of  urea  in  the  blood — has  been  eon- 
tended  for  bv  niariv  observers  from  the  time  of  Christisnn  down 
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tO  the  present   moment.     The   proof  lias  been  derived   from  the 

examination  of  the  blood  in  human  beings,  and  from  experiments 

mi  animals, 

[t  lias  been  demons!  rated  over  and  over  again  that  the  blood  of 
persona  suffering  from  tircmie  attaclra  may  contain  a  large  bx- 
►f  urea,  that  their  serous  effusions  may  contain  large  quan- 
tities ol  urea,  and  even  that  the  urea  amy  appear  as  a  dry  powder 
■  m  the  surface  of  the  skin.  It  has  also  been  shown  that  in  a 
number  of  eases  the  outbreajflj^  urfpiiiic  convulsions  is  pr 
by  a  diminution  in  the  excretion  of  urine  and  of  unm. 

The  experiments  uti  animals  have  consisted  in  injections  of  urea 
into  the  veins,  in  the  Introduction  of  urea  into  the  stomach,  and 
in  abolishing  the  function  of  the  kidneys  by  Ligftting  the  blond 
!s  or  the  ureters. 

The  introduction  of  urea  in  considerable  quantities  into  the 
veins  or  into  the  stomach  is  well  borne  by  animals,  provided  that 
ttie  kidneys  perform  their  functions.  The  urea  is  eliminated 
with  Um  urine.  Ft*,  on  the  other  band,  after  the  injection  of  urea 
into  tie*  blood  the  animal  is  entirely  deprived  of  fluids,  or  the 
functions  of  the  kidneys  are  arrested  by  operation,  then  wnirit- 
111-.  diarrhoea,  muscular  contractions,  and  death  regularly  follow. 

Ligature  oi  the  blood  vessels  of  the  kidneys,  or  of  their  ureters. 

tirpatimi  of  the  kidneys  is  followed  by  an  accumulation  of 
in  the  blond  and  tissues.     The  animals  have  vomiting  and 
diarrho?a.  become  stupid,  and  die, 

The  contradictions  to  this  1  henry  of  unraiia   were  snnn  noted. 

Owen  Rees  was  of  the  first  to  call  attention  to  the  faet  that 

prolonged  anuria  is  not  necessarily  accompanied  with  renal  symp- 
toms.    Hi*  illustrative  case  was  a  patient  in  whom  one  kidney 
ihseiit;  ihe  ureter  of  the  other  kidney  became  blocked  by  a 
calculus,  and  there  was  complete  suppression  o\'  urine.    The  pa- 
died,  but  there  were  no  anemic  symptoms.     Cases  of  sup- 
ion  Of  nine'  laatil  aumb&r  of  days  are  not  infrequent, 

and  the  ordinary  experience  has  been  that  it  is  precise!; 

that  Hi-tmnifi  gym^^kmB  aiv>  Mb^iMit  although  death  regularly 
follows, 

More  than  this.  Hartels  and  others  have  found  that  the  blood 
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drawn  immediately  after  a  nwemic  attack  may  contain  no  « 
of  urea.    It  is  a  matter  of  ordinary  experience  that  urasmic  symp- 
toms may  come  on  in  persona  who  are  passing  a  norma]  quantity 
of  urine  of  good  specific  grai  ity.    So  there  seems  t<>  be  tie  escape 

from  the  facts  that  complete  suppression  of  urine  is  not  regu- 
larly followed  by  uneinie.  symptoms,  and  that  iiraunic  symptoms 
may  OCCUT  without  an  8X0688  of  uiva  i ■  1  the  blood.  OT  8  diminution 
in  the  exerption  of  normal  urine. 

So  far  as  the  experiments  on  animals  are  concerned,  they  seem 
merely  to  show  that  urea  in  the  Mood  doea  hut  little  harm,  and 
that  abolition  of  the  functions  of  the  kidneys  causes  death. 

It   was  tQ  escape  from  some  ol'  these  ditn'eulties  lhal    Fivriehs 

proposed  the  explanation  that  the  oause  of  anemic  symptoms 

oing  by  carbonate  of  ammonia,  lie  taught  that  urea  in 
excess  in  the  blood  did  no  speeialliarm,  but  that  if  by  tin-  action 
of  some  ferment  the  urea  was  changed  into  carbonate  of  am- 
monia, then  symptoms  of  intoxication  would  regularly  follow. 
This  theory,  at  one  tine-  popular,  is  now  so  entirely  abandoned 
that  it  is  not  necessary  to  state  the  objections  to  it, 

A  modification  of  the  theory  of  intoxication  by  urea  is  that  of 
intoxication  by  urea  and  the  other  exerementitious  aiibstan< 

the  urine  together.  The  Same  affirmative  and  negative  farts  are 
to  be  found  for  this  theory  as  for  thai  Of  poisoning  by  urea  alone. 
Normal  urieontamiuated  urine  injected  into  the  veins  of  animals 
seems  to  do  little  harm  unless  the  kidneys  of  these  animals  are 
Injured  by  operation,  If  the  kidneys  art4  operated  on,  the  ani- 
die.     The  urine  of  both  animals  and  human  hi  how- 

ever, sometimes  poisonous, 

,    In  human  beings  there  are  the  patients  with  lmcmie  symptoms 

and  an  excess  of  exorementitioua  substances  in  their  hi I  and 

tisanes;  the  patients  with  uremic  symptoms,  but  without  any  eat* 

Cess  Of  exerementitious  BUbstanoeS;  and  the  patients  with  anuria, 

an  excess  of  exerementitious  substances,  and  no  uremic  symp- 
toms. 

A  rery  important  modification  of  the  chemical  aspect  of  the 
question  is  that  made  by  Oppler  and  others.  They  hold  that  it 
is  an  error  to  think  thai   urea  or  any  other  constituent  of  the 
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ne  acts  as  a  Wood  poison,  Rather  an  interference  with  the 
functions  of  the  kidneys  must  lead  to  a  disturbance  of  the  regular 
chemical  changes  in  all  parts  of  the  body.  Such  an  interference 
is  followed  by  a  change  in  the  nutrition  of  the  tissues  which 
shows  itself  in  loss  of  weight,  in  ansHnJa,  and  in  disturbance*  of 
the  functions  of  the  brain.  This  way  of  looking  at  the  subject 
is  certainly  a  very  rational  One, 

The  opposition  to  all  the  chemical  explanations  of  anemia 
Looks  to  changes  in  tin*  blood  prrssnn  as  tin-  exciting  cause  of 
ursemic  attacks.  The  tnosi  complete  theory  ^f  this  kind  is  that 
of  Traube. 

This  theory  explains  the  occurrence  of  orssiiiio  attacks  as  fol- 
low disease  of  the  kidneys  causes  thinning  of  the  blood 

am.    If  by  any  accidental  circumstance  the  blood  tension  is 

suddenly  increased,  or  the  blood  serum  still  further  thinned. 

•  edema  and  umemia  of  the  brain  are  produced.     The  form  of  the 

mic  attack  will  vary  with  the  portion  of  the  brain  which   is 

adcred   ana-mie  or  mdematous.     II'   ihe  cerebral   hemisphe 

ne  ire  involved  the  patient  simply  becomes  comatose;  if  the 
central  pnrtinns  of  the  brain  almie  are  affected  there  will  be  ciiii- 
vnlsioiis  without  coma;  if  both  the  hemispheres  and  the  central 
portions  of  the  brain  are  anatmie  and  oedeniatoua,  both  convul- 
sinus  and  coma  fire  developed. 

Traube  also  states ! 

That  he  never  saw  an  attack  of  uneinia  in  renal  disease  where 

11  he  left  ventricle  of  the  heart  was  not  hypertrophic*!,  and  where 
Liu  of  tension  in  the  aortic  system  could  not  be  demon- 

Jitrated. 

That  the  diluted  state  of  the  blood  scrum  can  be  recognized 
by  the  pallor  <>t"  tin-  skiji  and  mucous  membranes  and  the  pres- 
ence of  dropsical  effusions. 

That   in  every  instance  in  which   he  examined  The  brain 
death  be  could  confirm  the  existence  of  amemia  and  o'dema. 

That  the  presence  of  blood  effusion  within  the  cranial  cavity 
in  many  of  the  cases  confirms  the  suspicion  that  the  abnormally 
high  arterial   blood   pressure  to  which   these  effusions  owe  their 
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origin  have  also  something  to  do  with  the  production  of  the  u-dema 
which  is  present  at  the  same  Hum-. 

Experiments  on  animals  have  also  shown  thai  by  ligating  the 
ureters,  then  the  jugular  vein  on  one  side,  and  then  injecting 
water  into  the  carotid  on  the  same  side,  genera]  convulsions  and 
coma  ean  he  produced.  After  death  edema  of  the  brain  without 
extravasation  of  blond  is  found. 

The  objections  to  Traube's  theory  are  obvious:  In  patients 
who  exhibit  well-marked  cerebral  symptoms  the  specific  gravity 
6f  the  blood  serum  is  not  always  lowered;  the  arteral  tension  is 
not  always  increased;  neither  aiiamua  nor  Oedema  of  the  brain 
0811  always  he  demonstrated  after  death.  These  are  bets  whieh 
are  soon  ascertained  by  any  one  who  sees  much  of  kidney  disease 

The  marked  orroraic  symptoms  which  oecur  at  the  close  of 
pregnancy,  and  are  known  under  the  name  of  puerperal  eclamp- 
sia, differ  from  ordinary  unrmie  attacks  in  thai  they  may  occur 
without  marked  structural  changes  in  the  kidneys.  A  variety  of 
explanations  have  been  offered  as  to  their  causation. 

Some  very  good  experimental  work  on  uneniia  has  been  done 
bjrJ.  K  Bradford  (Lancet,  March.  1898).  He  has  found  that  ex- 
eision  of  a  portion  of  one  kidney  is  followed  by  B  ^li^rht  increase  of 
Ihe  urinary  water,  without  Increased  excretion  of  urea,  or  I  de- 
terioration of  the  health  of  the  animal.  Excision  of  portioni 
both  kidneys  is  followed  by  grea-1  and  pennanenl  increase  in  the 
<piantity  of  urinary  water  without  any  increased  excretion  of 
un-a  or  change  in  the  general  health.  The  urine  of  these  animals 
is  like  the  Hi  insipid  diabetes  or  that  of  some  of  the  human 

kidneys,  in  whieh  chronic  nephritis  has  caused  decided  atrophy 
of  ihr  kidneys.  There  is  B  slight  increase  in  the  quantity 
of  urea  in  the  blond.  If,  however,  the  excision  is  so  Large  that 
only  one-fourth  of  the  original  tolal  of  kidney  weight  is  left,  then 
not  only  is  the  quantity  of  urinary  water  increased,  but  the  quan- 
tity of  urea  excreted  is  also  increased.  In  these  animals  an  in- 
areased  quantity  of  urea  is  found  in  the  blood  and  in  the  tissues. 
The  animals  die  feeble  and  emaciated,  but  without  uremic  symp- 
toms. 

Complete  suppression  of  urine  caused  by  removal  of  both  kid- 
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of  Ligation  of  both  ureters  causes  i  marked  increase  of  urea 
and  of  other  urine  extractives  in  the  blood  and  tissues.     The  in- 
greater  than  would  be  due  to  the  retention  alone.    Tie- 
animaladie  feeble,  emaciated  and  with  a  low  temperature. 
He  found' that  in  normal  human  Mood  the  percentage  of  area 

is  0.015.      In  live  casts  of  suppression  of  urine  due  to  calculi  and 

similar  causes  tin*  percentage  of  ujflea  En  the  Wood  rose  from  0+1"j 
to  0.44. 

Ill  One  r;isr  of  acute  Bright   s  disease  Willi  suppression  of  urine. 

the  iitvii  in  the  blood  was  <>.:ir>  percent. 
In  eases  of  chronic  Bright 'a  disease  at  times  when  the  patients 

Were   having   no  symptoms  and   apparently   in   good   health   the 

quantity  of  ones  in  the  blood  was  somewhat  increased. 

In  twenty-five  cases  of  fatal  anemia  withoui  dropsy  he  found 
the  quantity  of  urea  in  the  blood  to  be  from  H2  to  0.5  per  cent. 

Mis  final  conclusions  are:  that  unemia  cannot  be  li«-l<  1  to  he  due 

to  simple  retention  of  area  and  other  urine  extractives;  thai  in 

kidney  diseases  ami  after  experimental  lesions  of  the  kidney  there 

_iiii  tisane  disintegration,  and  that  it  ta  more  than 
probable  that  uremia  is  dependent  upon  this  diivetly  or  indi- 

There  is  a  practical  advantage  in  separating  the  eases  nf  uremia 
into  two  classes — those  of  acute  imrmia.  and  those  of  chronic 
anemia. 

In  acute  unemia  the  symptoma  coma  on  in  attacks  of  greater  or 
less  severity,  and  of  longer  or  shorter  duration,  and  are  accom- 
panied by  one  or  more  <d  the  following  symptoms: 

1.  Heodacki  and  $lt(  ptes&nuss,  which  come  on  in  attacks  lasting 
for  days  or  weeks.     The  headache  may  he  of  mild  type*  or  very 

In   extrei "ases  the  pain  is  BO  sever*'  and  the  sleeple.ss- 

rqbb  BO  distressing  ihat  the  patients  are  almost  maniacal. 

SL  Hemiplegia  <tml  Aphasia.  These  two  symptoma,  which  may 
occur  separately    or  together,  are  seen   in   patients  who  have 

Chronic  nephritis  without  exudation,  and  in  women  with  puer- 
peral eclampsia.  The  invasion  of  the  hemiplegia  is  sudden,  and 
it    is    usually    accompanied    by    coma.     There    is    loss   nf    motion 

alone,  and  of  both  motion  and  sensation,     The  hemiplegia,  coma, 
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and  aphasia  may  continue  up  to  tin1  time  of  the  patient's  death, 

«*r  disappear  after  a  tew  days.  In  the  latter  case  the  patient 
may  have  several  inch  attacks.  In  chronic  nephritis  the  hemi- 
plegia may  occur  cither  early   or  late  in  the  course  of  the  dis- 

i  ase,    In  these  patients  chronic  endarteritis,  especially  of  the 

ebral  arteries,   is  very   regularly   present.      I  think  that  it  is 

probable  that  the  hemiplegia  is  due  to  the  endarteritis,  rather 

than  to  the  kidmjy  disease. 

:;.  Sudden  BUndness,  Besides  the  loss  of  vision  due  to  ne- 
phritis retinitis,  there  may  he  a  sudden  blindness  which  lasts  for 
hours  <>r  days.  In  these  patients  no  anatomical  changes  in  the 
eyes  have  been  discovered,  This  form  of  blindness  is  not  un- 
miou  in  puerperal  eclampsia ;  if  occurs  in  a  moderate  number 
of  the  eases  of  chronic  nephritis.  We  do  not  understand  the  na- 
ture or  treatment  of  this  blindness :  fortunately  it  only  lasts  for  a 
slmrt  time. 

4.  General  Epileptiform  Convulsions. — These  have  always  at- 
tracted much  attention  as  one  <>f  tile  most  terrible  and  dangerous 
of  the  results  of  kidney  disease.  They  may  accompany  either 
form  of  acute  and  chronic  nephritis  and  pregnancy, 

5,  Contractions  of  Groups  of  Muscles. — These  are  of  common 

Occurrence  in  the  severe  forms  of  acute  and  chronic  nephritis 
and  in  puerperal  eclampsia.     Very  often  they  merely  preei 

attack  of  general  convulsions.  They  are  best  marked  ami  id'  long- 
est  continuance  in  the  advanced  eases  of  chronic  nephritis  >v  1 1 h 

exudation. 

o\  DtUrium  and  (*omti. — They  come  on  suddenly  in  attacks, 
either  associated  with  convulsions  or  by  themselves;  or  they  are 

developed  slowly  and  gradual!}  and  continue  for  a  considerable 
length  of  time,    The  attacks  belong  to  the  severe  cases  of  acute 
nephritis,  to  the  exacerbations  of  chronic  nephritis  with  exuds> 
(ion.  and  to  the  ordinary  cases  of  chronic  nephritis  withoul 
datiou.    The  gradual  development  of  delirium  ami  coma  is  apt 

to  continue,  although  sometimes  with   intervals  of  improvement 

up  to  the  time  of  the  patient's  death.    They  are  very  often  seen 
in  the  advanced  stages  «d*  both  forms  of  chronic  nephritis. 
7,    Vomiting  is  seen  in  many  eases  of  nephritis.     It  is  evidently 
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due  t<»  a  Dumber  of  different  causes,  In  acute  nephritis  the 
vomiting  seems  to  be  of  the  same  character  as  that  which  may 
We  with  an  acute  inflammaf ion  of  any  part  of  the  body.  In 
rhronie  nephritis  the  vomiting  may  be  due  to  chronic  gastritis; 
or  the  stomach,  like  the  intestine,  gets  rid  of  some  of  the  aceumu- 
lated  l  1  serum. 

Besides  these  forms  of  vomiting  there  is  a  special  and  aggra- 
vated form  which  belongs  regularly  to  the  cases  of  chronic 
nephritis  without  exudation.  It  is  usually  accompanied  by  a 
marked  increase  of  arterial  tension.  The  vntmtintr  is  frequent, 
distressing  and  may  continue  for  days.  The  most  efficient  means 
controlling  it  are  chloral  hydrate  by  the  rectum  in  twenty- 
"ii  doses,  or  hypodermic  injections  of  morphine. 

of  Temperature. — In  B<mt6  nephritis,  as  in  any 
other  acute  inflammation,  there  may  be  a  febrile  movement.  As 
:i  rule  the  temperat nr v  is  not  high,  and  falls  to  the  normal  within 
a  week.  But  in  children  temperatures  of  1**4  or  106  R  may  be 
reached, 

In  chronic  nephritis  the  severe  attacks  of  Cerebral  symptoms 
— headache,  convulsion*,  delirium,  eomft,  hemiplegia— are  not 
infrequently  accompanied  with  a  considerable  rise  of  tempera- 
lure.  I  have  Been  as  high  as  109°  F.,  and  y<»l  the  autopsies  show 
00  reason  for  the  febrile  movement. 

'>.  Dyepncea  ia  on«  of  the  most  frequent  and  interesting  of  the 
symptoms  of  nephritis.  There  is  a  dyspmea  due  to  fluid  in  the 
pleura]  cavities,  or  to  oedema  of  the  hmga;  a  dyapncea  due  to  the 
pressure  on  the  diaphragm  by  fluid  in  the  abdomen:  and  a 
dyspmra  tine  lo  hronebttis  or  1o  eontrartion  of  the  bnmehi  :  but 

most  important  form  of  dyspnoea  is  one  which  is  independenl 

of  all  these  causes,  and  is  directly  eaused  by  disturbances  of  the 
circulation,  Tt  belongs  to  both  forms  of  chronic  nephritis,  but 
tore  common  with  nephritis  without  exudation.  The  patients, 
Bfl  a  ride,  in  addition  to  the  nephritis  have  pulmonary  emphy- 
nu,  chronic  arteritis,  hypertrophy  of  the  left  ventricle,  or 
chronic  endocarditis.  Not  infrequently  one  or  more  of  these 
lesions  is  much  more  advanced  and  apparently  more  Important 
than  the  kidney  disease.     Especially  is  this  the  ease  with  ehronio 


TILflMIA. 


arteritis,    which    gives    many    of   the    most    marked   exaiupi 
this  form  o<  dyspmra  with  but  very  little  nephritis. 

The  dyspmra  may  oome  en  at  any  time  in  fchf  QOUIBS  of  a  ne- 
phritis: very  often  it  is  the  first  symptum  which  causes  the  pa- 
in geek  medical  advice.    It  begfios  with  attacks,  which  a4 
ire  brought  on  by  bodily  and  mental  exertioii,  or  qouk  an 

of  themselves  at  an  early  hour  in  the  morning.  In  none  of  the 
attacks  do  we  he*r  the  characteristic  breathing  of  bronchial 
asthma.  The  attacks  at  first  only  last  for  an  hour  or  so.  and  dur- 
iu£  the  rest  of  the  day  the  bmithin.i;  is  comfortable.  But  even 
in  these  mild  attacks  the  patient  cannot  lie  down.  A*  time  goes 
on  the  attacks  become  more  freu/uent  and  of  longer  duration. 
Finally  comes  tin*  terrible  period  when  the  breathing  is  always 
bad,  the  patients  cannot  lie  down  at  all,  and  yet  go  on  living  for 
weeks  and  month 

humistit  Arterial  Tension.  This  is  not  always  classed  with 
the  tmexnie  symptoms.  It  is,  however,  one  of  the  most  frequent 
and  important  of  the  symptoms  of  chronic  nephritis;  and  it  is 
by  it  that  many  of  the  so-called  ura-mie  symptoms  are  produced 

h    I.  believed  that  this  increased  tension  of  the  blood 

io  the  arteries  is  doe  to  chronic  changes  in  the  walls  of  the  arteries 
and  capillaries  which  Interfere  with  the  passage  of  the  blood 
through  them.  The  explanation  is  very  probably  true  up  to  o 
certain  point,  hut  it  does  not  account  for  the  a? 
arterial  tension  whieh  oome  and  go  within  ■  few  hours.  I  do  not 
aee  bo*  these  can  be  produced  except  by  the  temporary  eon* 
traction  of  arteries  which  have  ;i  well-developed  muscular  coat, 
sueh  as  the  radial  art- -ry.      I   think  that   it   is  possible  to  demon- 

after  death  in  sueh  arteries  an  hypertrophy  of  the  muscu- 

oat,   is   patients  who  have   had  many  attacks  of  inn 
arterial  tension. 

If  this  is  admitted,  then  WS  have  to  find  a  reason  for  the  at 
laeks  of  contraction  of  the  arteries  which  last  for  hours  or  for 
weeks,  and  which  can  often  be  controlled  by  the  driiirs  which  di- 
late the  artci 

Such  attacks  of  contraction  of  the  arteries  occur  with: 

Attacks  of  angina  pectoris, 
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Chronic  endocarditis. 

Chronic  arteritis. 

Pulmonary  emphysema. 

Chronic  nephritis. 

The  Pact  that  the  symptoms  occur  in  attacks  which  are  often 

ifinpiirarv  ;  that  they  04WQT  without  relationship  to  the  quantity 
uf  urine  or  of  am  excreted,  in  persons  who  haw  very  little  kid- 
ney disease,  and  even  in  those  who  have  no  kidney  disease, 
to  point  to  the  existence  of  a  poison  which  is  not  dm- 1-.  a  nephritis 
hut  to  some  other  cause.  It  senilis  prohahle  rhal  the  same  poison 
may  be  the  081186  of  holh  the  unrmic  symptoms  ami  the  nephritis, 

thai  it  may  cause  the  anemic  symptoms  before  it  causes  the 

it  is.     \v.  a ittrn  enough  caaea  like  the  following,  which  it 

is  difficult  to  account  for  in  any  other  nay.    A  middle-aged  man 

for  smn-'  mouths  suffers  from  attacks  of  bronchia]  asthma,  without 

bronchitis;  from  rapid  heart  action  without  hypertrophy  or  mur- 
mur; from  large  quantities  of  albumen,  with  urine  of  ;i  specific 
gravity  of  1.026,  50  Ottneea  in  the  twenty-four  hours,  and  ten 
i  In  tin-  OUCCe-  Aft6T  «mly  a  week's  treat ineut  the 
patient  has  no  more  asthma,  a  normal  heart  action  and  a  trace  of 
albumen  in  the  urine,  Or  we  may  see  a  patient  with  contracted 
iirteries,  a  laboring  heart  ami  dyspnoea,  who  passes  urine  contain- 
ing ■_'  per  cent,  of  area  and  without  albumen  or  easts. 

The  poison  of  aeut^  unemia  seems  to  produce  the  symptoms 
tly  hy  acting  on  the  brain,  and  indirectly  by  causing  contrac- 
tion of  the  arteries  so  that  the  whole  condition  is  a  complex  one. 
We  have  no  antidote  for  the  poison,  bul  we  know  hy  experience 

that   many  <<f  the  allaeks  of  .e-u!.-  uramia  nptflflU**!  and 

terminated  hy  the  use  of  drugs  which  dihi  rteries. 

Chronic  anemia  comes  «>m  not  in  attacks.  but  slowly  and  g 
dally.     When  the  condition  is  once  developed  it  regularly 
linues  until   the  death  of  the   patient.      Headache,  sleepless 

delirium,  stupor,  i ia,  muscular  twitebinga,  general  convulsions, 

a  temperature  rattier  helow  than  above  the  normal,  arteries  which 
otracted,  and  a  feeble  heart  make  up  the  clinical  picture. 
The  patients  excrete  much  less  than  the  normal  quantit; 

ich  twenty-four  hours.     The  symptoms  seem  to  be  caused  by 
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the  direct  action  of  the  poison  on  the  nervous  centres  without  con- 
traction ol  the  arteries.  It  is  a  condition  over  which  treatment 
baa  very  little  It  would  Mem,  therefore,  that  in  chronic 

omnia  the  ayvptoana  are  caused  03*  the  failure  of  the  kidneys 

to  eliminate  urea  and  other  excrement  itious  substances  from  the 
blood,  these  substances  acting  as  poisons.  In  Rente  uraemia,  on 
the  other  hand,  the  kidneys  do  excrete  these  excrementitious  sub- 
stances and  the  poison  which  causes  the  symptoms  is  as  yet  un- 
known to  us.  Another  h  g  point  of  difference  between 
these  two  forms  of  uremia  is  that  ronic.ut 

poisoned    with   small    doses   of  opium,    while    patients 
with  aeutp  Hrff™'-'  loses  with  impunity. 


(LAsSIFIt  ATJoN    QP    DmASH    OF    THE    KlONEY*. 

It  ii  impoaeiUe  to  describe  the  d  E  the  kidneys  without 

s"me  sort  of  classification.     At  the  present  time,  however,  there  is 

do  general  agreement  n  to  what  tin  nation  should  be,  doc 

ean  sueh  an  agreement  be  readied  until  our  knowledge  is  more 

t  than  it  now  is. 

The  best  that  we  ean  do  is  to  follow  some  scheme,  which  is  con* 
venient  for  elinieal  pnrpoaes,  is  not  at  variance  with  pathological 
anatomy,  and  does  not  present  too  many  exceptions  to  general 

rules. 

As  regard^  acute  nephritis,  it  seems  evident  that  it  is  oaused 
^A*y  poisons  wliich  circulate  in  the  blood.  These  poisons  are:  in- 
organic— arsenic,  mercury,  phosphorus,  etc,;  organic — the  toxins 
of  the  infectious  diseases,  the  poisons  of  pregnancy  and  the  un- 
known poisons  of  the  primary  cases, 

These  poisons,  according  to  their  dose  and  virulence,  produce 
acute  congestion  of  the  blood  vessels,  degeneration  or  death  of  the 

ial  epithelium,  exudation  from  the  blood  vessels,  changes  in  the 
Malpighian  bodies,  or  a  new  growth  of  connective  tissue  in  the 
stroma.  It  is  to  be  remembered  that  each  poison  may  produce  any 
one  of  these  changes,  although  it  often  has  a  preference  for  one 
rather  than  another ;  and  that,  on  the  other  hand,  the  same  ana- 
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tomicaJ  changes  may  be  produced  by  several  of  the  different 
poisons.  The  loxiu  of  scarlet  fever  may  cause  changes  in  the 
epithelium  B10B6,  in  the  epithelium  and  blood  vessels  alone,  or  in 
the  epithelium,  blood  veaaela  and  stroma.  Changes  in  the  epithe- 
lium, blood  vessels  and  stroma  may  be  stuped  by  the  toxins  of 
pregnancy,  or  of  diphtheria. 

We  divide  the  eases  of  acute  nephritic  therefore,  into  cases  of; 

Acute  i  Joagestion. 

Acute  Degeneration* 

Acute  Exudative  Nephritis. 

Acute  Productive  Nephritis, 

We  hold  that  these  do  not  nm  into  or  succeed  each  other,  hut 
ire  different  from  the  outset,  ami  continue  different  hi  the  end. 
We  hold  also  that  ii  is  of  great  practical  importance  to  recognise 
the  toxin  which  causes  the  nephritis.  For  experience  teaches  us 
tliai  each  toxin  has  a  preference  tor  one  of  the  tonne  of  nephritis 
rather  than  another.  Ptterrnwuia  arid  typhoid  fever  regularly 
produce  acute  degeneration  of  mild  type;  yellow  fever  and  acute 
i\  atmphy  of  the  liver  produce  acute  degeneration  of  Bcvere 
type:  searlel  fever  causes  ncijte  exudative  nephritis;  pregjinnev 
and  the  poison  of  the  primary  eases  cause  acutej^duetive  ne- 
phritis. , 

As  regards  the  cases  of  phronic  nephritislwe  find  that  a  oer- 

taiu  number  sure eed  an  attack'  a?  acute  productive  nephritis  after 

8  shorter  or  longer  time;  that  some  are  caused  hy  prolonged  inter- 

ee  wiih  the  circulation  of  the  blood;  and  that  some  are  due 

t<>  the  same  causes  whid^-t*roduee  waxy  degeneration  of  the  vis- 

i      fipjiiil™p  *Hve  eyeryjyie  admits  that  there  are  at  least 
great  classes  oj'  ehronie  nephritis: to  \vhi«-h  the  kidney  is  more 

or  less  |arge  and  white,  while  during  life  there  is  'i^pay  ar"i  ranch 
albumen  in  the  urine;  and  one  in  which  the  kidney  is  more  or  less 

G tractcd   ami   red,   with   little  or   no  nlhiura  D   tit   the   urim*  and 

little  nr  in-  drupsy.       It   has  heeome  eusfomary  to  USC  the  nae 

large  white  kidney  or  parenchymatous  nephritis  for  one  of  these 
forms  of  nephritis;  and  of  granular  or  atrophied  kidney,  or  in- 
terstitial nephritis  for  the  oilier. 

Any  one  who  looks  at  a  sufficient  number  of  these  kidneys  will 
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timi  that  there  are  a  small  munlier  in  which  only  the  epithelium 

is  changed,  but  thai  with  these  albumen  and  dropsy  ire  do1  often 
associated;  thai  ua  all  t  h^  others  the  epithelium,  Malpighian 
bodies  and  stroma  show  marked  changes;  t hut  the  size,  color  and 
gross  appearance  of  these  kidneys  arc  in  no  certain  relation  bo 
the  clinical  symptoms*  Thus  Bamberger,  from  a  study  of  2,430 
eaaea  of  chronic  nephritis,  exclusive  of  cases  of  chronic  congestion 
ami  amyloid  degeneration,  concludes  thai :  in  all  the  large,  smooth 
kidneys  with  thickened  cortex  there  is  a  growth  of  interstitial 
iva  tissue,  atrophy  of  the  glomeruli  and  thickening  of  the 

arteries;  that  there  are  eases  with  the  history  of  atrophied  kidney, 
hut    at    the   autopsy    large    white    kidneys,    or   waxy    kidnrys 
found;  that  there  are  eases  with  the  history  of  Large  white  kid- 
i,  hni  at  the  autopsy  the  kidneys  are  found  to  be  atrophied; 

l  hat  there  an    rases  with  mixed  histories  of  both  targe  white  and 
atrophied   kidneys. 

On  the  oilier  hand,  one  cannot  practice  medicine  without  seeing 

thai  there  are  really  two  different  forma  of  ehronie  nephritis; 
which  are  not  related  to  each  other,  nor  are  they  modificationi 
each  other 

I:  i  ems  tn  me  that  we  gel  the  efFed  that  all  the  cases  of  chronic 
nephritis  arc  \  two  poisons,  «>r  twu  *nU  jrf*fmjmms. 

One  erf  these  poisons  of  poisons,  has  as  its  marked  char- 

ecteristic  the  property  of  causing  exudation  from  the  blood  vesa 

dhuminuria  and  dmps.\.      This  property   iv  most  marked  if  the 

sets  quickly;  it  is  less  evident  if  the  poison  ly. 

So  i t  1  iluv  form  i^f  nephritis  while  albuminuria  and  dropsy  are  the 

rule,  t  while  the  dis  oing  on  very  slowly. 

We  *l>  not  know  in  the  least  what  this  poison  or  poisons  arc.  so 

ill  the  condition  iritis  with  exudation." 

Tin-  >»th.»r  pojgein    or  set  of  poisons,  seems  10  tW  Of  the  j 
tore  as  that   whieh  causes  chronic  productive;  inflammations  in 
of  the  body — eni  •teritis.  ei 1 1 flUfis  of  the 

I  know  :  nature  of  the 

ill   the   nephritis  a     "ehronie   nephr 

If  must  also,  I  think,  he  admitted  th; 
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of  chronic  nephritis  are  due,  not  to  the  nephritis,  but  to  the  poi- 
sons which  cause  the  nephritis. 

Whether  we  can  go  farther  than  this  and  say  that  there  is  sttefa 
a  thing  as  Bright 's  disease,  with  which  disease  of  the  kidney  may 
or  may  not  be  associated,  is  still  I  matter  open  to  discussion. 

TbePB  is  a  group  of  persons  who  are  more  liable  than  are  others 

hronic  productive  inflammation  in  different  parts  of  the  body. 

It  may  be  the  lungs,  or  the  heart,  or  the  arteries,  or  the  liver,  or 

the  kidneys  that  are  affected;  and  either  one  or  several  of  these 

organs  are  involved  at  the  same  time. 

The  liability  is  most  common  after  forty-five  years  of  aire,  but 
is  by  no  means  infrequent  in  younger  persons.  Unquestionably 
many  of  these  persons  are  gouty ;  in  some  there  is  a  history  of 
chronic  alcoholism;  in  some  there  is  an  hereditary  history,  many 
of  rh.'iii  suffer  from  disturbances  of  digestion ;  many  of  them 
have  habitually  an  rtVrtafjfi  jtf  lirfltflg  AT.  qt"1"*""  or  occasional 
sugar  or  albumen  in  the  urine. 

So  great  is  the  number  of  these  cases,  and  so  constantly  are 
these  prisons  under  observation,  that  it  is  often  not  difficult  to 
recognize  that  an  individual  belongs  to  this  group  before  he  has 
doped  any  one  of  the  characteristic  inflammations.  AVe  can 
predict  beforehand  that  a  given  individual  will,  at  some  time,  de- 
velop emphysema,  <»r  chronic  endocarditis,  or  endarteritis,  or  cir- 
rhosis of  the  liver,  or  chronic  nephritis. 

It  is  possible  that  this  group  of  persons  are  really  all  Buffering 
from  the  same  disease,  and  that  they  develop  the  characteristic 
lesions  as  the  result  of  the  disease.     According  to  this  new  1  per- 
Bright'a  disease  while  the  kidneys  are  still  normal, 

There  can  be  DO  question  that  this  group  of  cases  is  a  very  ini 
'.ml  one,  and  it  is  quite  true  that  most  of  them  do  have  disease 
of  the  kidneys  before  they  die. 

There  is  a  well-marked  disposition  on  the  part  of  some  authors 
to  inrlndr  eaaee  <dv  chronic  inflammation  of  the  arteries  under  the 
name  of  Bright 'a  disease.  This  view  of  the  matter  is  clearly 
stated  by  Mahomed  in  "Guy's  Hospital  Reports  for  iSBOe1 

lb  -is:  The  object  of  this  paper  is  to  prove  that  in  the 
earlier  stages,  and  in  most  cases  even  to  their  final  stage,  the 
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urine  <d  what  is  generally  known  as  chronic  Blight's  disease  with 
red  granular  kidney  LI  most  commonly  perfectly  normal.  More 
than  this,  Us  object  is  to  prove,  either  that  chronic  Bright 'a  dis- 
ease is  nut  a  renal  disease,  although  it  frequently  gives  rise  to  I 
renal  affection,  or  else  that  another  disease  must  U-  reeognited 
which  constantly  precedes  and  prepares  the  way  for  Bright *s  dis- 
ease, which  may  be  called  arterio-capillary  fibrosis,  or  any  other 
name  that  may  be  preferred  to  it," 

The  cases  which  Mahomed  narrates  in  his  paper  teen  to  be 

eases  of  chronic  arteritis,  with  more  or  ten  complicating  nephritis. 

will,  therefore,  describe  the  disease*  oi  the  kidneys  under 

the  names  of: 

Acute  congestion  of  the  kidney, 
V  Acute  degeneration  of  1 1 1 •-  kidney. 
^   Aeuti-  exudative  nephrii 

Ai-uir  productive  nephritis. 

Chronic  congestion  of  the  kidney. 

Chronic  degeneration  of  the  kidney. 

Chronic  nephritis  with  exudation. 

Chronic  nephritis  without  exudation. 

It  is  not  necessary  to  make  a  separate  class  of  the  waxy  kidneys. 

For  clinical  purposes  they  can  all  be  included  with  the  two  tonne 
of  chronic  nephritis. 


Act  ri    Coxukstiqn  op  the  Kidneys. 


I),  fimliou. — A  temporary  congestion  of  the  blood  vessels  of  the 
kidney,  which  may  be  BO  severe  as  to  produce  exudation  of  serum 
and  i  i  red  blood  cells. 

Etiology. — Acute  congestion  is  caused  by  the  ingestion  id  cer- 
tain poisons,  by  extirpation  of  one  of  the  kidneys,  hy  severe  in- 
juries inflicted  on  any  part  of  the  body,  by  surgical  operations, 
especially  those  on  the  bladder  and  urethra,  and  by  over-exertion. 

Morbid  Atuitottty.- — It  is  but  seldom  that  we  are  abTe  to  obtain 
human  kidneys  in  the  state  of  acute  congestion,  for  the  condition 
is  not  usually  a  fatal  one.     In  animals,  however,  the  condition 
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can  he  produced  experimentally  by  rantharidin.  It  is  found  that 
the  kidneys  are  enlarged,  that  the  veins,  capillaries,  and  Malpig- 
biazi  tufts  contain  an  increased  quantity  of  blood,  and  that  the 
epithelial  cells  of  the  cortex  tubes  are  flattened. 

(1)  Congestion  Caused  by  tmk  [noestion  of  Poisons. 

Cantharides  given  internally,  or  used  in  blisters  or  ointment, 
is  rather  a  frequent  cause  of  ami  1  ion  of  both  the  kidneys 

and  the  bladder. 

The  urine  is  diminished  in  quantity j  11  is  pasted  frequently,  in 

tall  quantities,  with  much  pain;  or  it  is  retained.     It  contains 

albumen,  a  few  casts,  and  blood.    Sometimes  large,  jelly-like 

i la  are  formed  in  the  bladder. 

The  patients  may  hav  a  moderate  rise  of  temperature,  pain  in 

tin*  back,  abdominal  pain,  nausea  and  vomiting  diarrlara,  more  or 

less  prostration,  delirium,  and  stupor.    The  severity  of  the  aymp- 

is  depends  on  the  quantity  of  the  drug  absorbed.     In  the  bad 

s  of  poisoning  the  condition  of  the  kidneys  is  art  that  of  by- 

mia,  but  of  actual  iurlaminatimi. 

When  there  is  only  hyperemia  the  patients  are  sick  for  b  torn 
B,  and  the  urine  BOOH  returns  tO  its  natural  condition.     Tur- 
pentine produces  symptoms  like  those  of  cantharides, 

rhtu  nt. — If  the  poison  has  been  taken  into  tin-  stomach,  that 
ii  is  to  ho  emptied  and  washed  out.     Warm  baths,  or  a  hot 
pack,  and  the  use  of  small  doses  of  opium  are  of  service.   Camphor 
in  i loses  of  from  2  to  5  grains  every  three  hours  has  been  recom- 
mended in  cantharides  poisoning. 


Congestion  PouxjwiNd  the  Removal  op  One  Kioney. 


The  urine  is  scanty  or  suppressed,  and  contains  albumen  and 

The  patients  are  in  a  condition  of  prostration  which  is 

alarming.     They  may  remain  in  this  condition  for  a  few 

and   then  recover,  the  urine  returning  after  a  time  to  its 
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natural  condition  ;  or  they  become   more  and  more  feeble,  pass 
into  ihc  typhoid  condition  with  mild  delirium,  and  die. 

Treatment, — The  patients  are  to  he  kept  quiet  in  bed  on  a  fluid 
dirt.     They  should  bare  one  or  two  fang  hoi  packs  every  d;i 
as  to  produce  congestion  of  the  skin  and  profuse  perspirations 

hot  irrigations  of  the   rectum   and   tntra-veuous   i\  'nust'usinn    nf 
saline  solution  are  also  indicated. 


(8)     ('ONOISUON    OF  THE   KlDNEYS   AFTER    In.II  R1FS,   OK   SUBOICAl 

Operations. 

It  is  well  known  that  any  operation  on  the  bladder  or  urethra, 
even  the  passage  of  a  catheter,  may  be  followed  by  suppression  of 
urine,  great  prostration,  and  death  within  forty-eight  bears,  and 
that  after  death  no  lesion  is  found  except  congestion  ut*  the  kid- 
rases  arc  not  to  hi*  confounded  with  the  cases  «,f 
septic  infection  and  fever,  which  may  also  follow  operation!  on 
the  urethra  and  bladder. 

It  is  not  BO  well  known  that  surgical  operation!  OD  any  part  of 
the  body  are  occasionally  followed  by  suppression  of  urine,  eon- 
geetion  of  the  kidneys,  and  death.  We  do  not  know  that  death 
in  all  these  eases  is  caused  by  tin-  congestion  of  the  kidneys,  but 
there  can  be  no  question  that  congestion  of  the  kidneys  is  pro- 
duced in  this  way. 

Treat tni mi, — Nd  satisfactory  treatment  has  yet  been  found  for 
these  patients;  in  fact,  the  very  short  time  which  intervenes  be- 
twees  the  operation  and  death  hardly  -jives  time  for  treatment. 
Intra-veiHius  transfusion  of  saline  solutions  and  the  splitting  of 
the  capsules  of  the  kidneys  seem  to  be  indicated. 


(4)   Acute  CONGESTION  After  Over-Exertion. 


Prolonged  marches,  violent  gymnastic  exercises,  contests  sj 
Walking  and  raabung  prolonged  over  several  days,  may  be  fal- 
lowed by  the  excretion  of  such  a  quantity  of  albumen  and  ca 
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ill*-  urine  as  to  indicate  a  temporary  congestion.  I  dc  not  Itnon 
of  any  post-mortem  observations  which  corroborate  this  belief. 
There  are  no  other  symptoms  besides  the  changes  is  the  urine* 
11  ml  these  disappear  after  a  tew  days1  rest. 


2*«      Ad    J  I      I  >Ki FENERATION    OF    THE    Kll>\ 


fh  fitntiott,  —  Aii  acute  change  in  tin"  kidneys,  characterized  by 
degeneration  or  death  of  th*«  epithelial  cells  of  tin*  tubules,  to 
which  may  be  added  an  exudation  from  the  blood  vessels. 
Synonyms. — Acute  Bright 'a  disease;  Parenchymatous  oaphri- 
hymatous  degeneration. 
vlogy. — The  introduction  of  certain  poisons  into  the  bodj  is 
regularly  followed  by  changes  in  the  cells  of  the  viscera.     The 
poisons  which  exert  this  effect  are  ordinarily  mineral  poisons,  such 
as  arsenic,  mercury,  and  phosphorus;  or  the  poisons  of  infections 
-■■.  such  as  diphtheria,  typhoid  fever,  etc     According  to  the 
quantity  and  virulence  of  the  poison  received  into  the  body,  there 
are  more  or  less  marked  ohanges  produced  in  the  cells  of  the 
viscera. 

Small  doses  of  auch  poisons,  actlUfl  only  for  a  moderate  leiulli 

of  time,  produce  simple  swelling  of  the  cells.  The  cells  are  swol- 
len, more  Opaque,  more  coarsely  granular.  They  are  not  dead, 
nor  broken  down,  nor  do  they  contain  any  new  substances;  the 
change  in  their  appearance  is  due  to  the*  swelling  of  the  network 
which  i    part   of  every  cell.     Under  these  circumstances 

either  do  changes  at  all  in  the  blood  vessels  of  the  ris- 
iit  congestion,  with,  perhaps,  s  little  exudation  of 
serum. 

Larger  doses  of  such  poisons,  or  more  virulent  poisons,  or  a 
longer  duration  of  the  action  of  a  poison,  are  attended  by  the  de- 
position in  the  cell  bodies  of  granules  of  albuminous  matter  and 
globules  of  fat  At  the  same  tour-  there  is  a  change  in  the  nutri- 
tion of  the  -oils,  and  they  are  often  broken  and  disintegrated. 
Under  these  conditions  there  may  lie  considerable  congestion  of 
the  vessels  ami  exudation  of  serum. 
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Very  large  doses  of  such  poisons  cause  the  death  of  the  cells 

of  the  viscera,  a  death  which  niay  take  the  form  of  ooagulatioD- 

sis  or  of  disintegration  and  breaking  down  of  the  cell. 

With  these  ehangee  there  will  often  be  an  excessive  congestion  of 

the  vessels  and  a  larire  exudation  of  serum. 

As   the   kidneys  nhnj   organs   it    is   rattier  natural   to 

think  that  the  substances  which  cause  defeneration  of  the  renal 
epithelium  do  so  been  use  lh<y  arc  excreted  by  the  kidneys.  But, 
as  the  name  poisons  produce  similar  degeneration  in  manv 
parts  of  the  body,  it  seems  more  probable  that  the  effect,  of  the 
poison  is  produced  in  the  same  way  thai  it  is  in  the  nerves,  the 
muscles,  the  liver,  and  the  spleen 

The  well-known  fact  thai  temporary  cutting  oft"  of  the  arterial 

blood  from  the  kidneys  in  animals  is  followed  by  degeneration  OT 
death  of  the  renal  epithelium,  has  led  to  the  idea  that  degenSJ 
ation  «>f  the  kidneys,  especially  in   cholera,  is  due  to  isclwrnia. 
This  seems  possible,  but  it  is  a  theory  not  at  all  applicable  to  most 
cases  of  acute  defeneration, 

Tt  is  curious  that  so  many  different  poisons  should  act  in  the 
sairi<*  way.  There  seems  to  be  nothing  in  common  between  the 
poison  of  COWOsivc  sublimate  and  that  of  yellow  fever,  and  yet  the 
changes  in  the  kidneys  ire  practically  the  same. 

The  inorganic  poisons,  arsenic,  etcM  act  according  t«»  the  size  of 
the  dose  taken.  A  small  dose  produces  only  moderate  defenera- 
tion of  His  renal  epithelium,  a  large  dose  causes  extensive  ne- 
crosis with  considerable  exudation  of  blood  serum. 

The  toxins  of  the  different  infections  diseases  vary  as  to  the 
activity  of  their  effect  on  the  renal  epithelium,  as  to  the  time  in 
the  disease  when  the  degeneration  lakes  place,  and  as  to  tin-  fre- 
quency with  which  true  nephritis  is  produced  instead  of  acute  de- 
ecueration.  It  is  a  question  of  much  importance  whether  the 
same  toxin  produces  degeneration  or  nephritis  according  to  its 
dose,  or  whether  two  or  more  different  toxins  are  necessary.  In 
■  tjjm  uikI  diphtheria,  for  example,  the  rule  is  that  acute  de- 
;™UPXHtinn  ^mifff  in  the  carlv  tflfriifof  the  disease,  acute  exmjative 
o^irhritii  in  \hv  bite  nW"  of  the  disease,  and  aeun>frfoductive 
nephritis  just  after  throve*  of  the  disease.     1  toes  this  mean  three 
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different  toxins,  or  that  the  same  toxin  varies  at  different  - 
the  disease,  or  thai  tin-  only  difference  is  in  the  doael 
Por  clinical  purposes  Oie  recognition  <d  the  tact  that  acutt 
generation  is  the  ordinary  lesion  of  the  infectious  dise 
much  practical  importance. 

Morbid  Anatomy. — The  gross  appearance  of  the  kidney  varies 
with  the  extent  of  degeneration.  In  the  ordinary,  mild  C 
such  as  accompany  pneumonia,  the  kidney  is  a  little  Larger,  the 
eortica]  portion  a  little  thicker  and  paler.  In  the  severe  cases, 
such  as  accompany  acute  yellow  atrophy  of  the  liver,  the  kidney 
is  considerably  enlarged  and  more  or  leas  congested. 

The  changes  in  the  rewd  epithelial  cells  are:  a  simnje  swelling 
of  the  eeU  body,  causing  it  to  look  larger  and  more  opaque  and  to 
take  on  irregular  shape*;  an  infih  f  r J n ■  cell  bodies  with 

i: ninnies  id'  allnimitioid  matter  and  fat  ;  ;i  deal  I)  uf  1 l"k  cells,  which 
may  take  the  form  id  coa^nluliou  necrosis  disintegration 

of  the  cell  bodies:  a  desquamation  of  the  dead  cells  so  That  the 
tllbea  aM  filled  with  them;  a  formation  of  hyaline  masses  m  the 
i  ells  a  growth  of  new  cells  to  take  the  place  of  the  dead  epithe- 
lium. All  these  cTianncs  are  most  marked  in  the  ((involuted  tubes. 
In  the  kidneys  with  extensive  necrosis  of  the  epithelium  there 
ISO  be  Congestion  of  the  blood  vessels  and  easts  iii  the  tubes. 

8ymptoms. — With  the  severe  acute  degeneration  which  fol- 
lows the  ingestion  of  targe  doses  of  araeni^  mercury,  or  one  of 
the  oilier  Inorganic  poisons,  the  urine  is  diminished  in  quantity, 
or  suppressed;  n  contains  albumen,  easts,  and  blood;  its  specific 
gravity  is  unchanged.  At  first  ihe  genera]  symptoms  belonging 
poison  predominate,  but  as  these  subside  the  patients  enn- 
tioue  to  live  and  suffer  more  or  less  severely  from  the  defenera- 
tion of  the  kidney.  They  become  feeble,  pan  into  the  typhoid 
state,  ami  often  die. 

The  acute  degeneration  which  accompanies  the  infectious  dis- 
eases such  as  scarlatina,  diphtheria,  typhoid  fever,  pneumonia, 
i  for  the  most  part  of  mild  type  and  gives  no  symptoms  e\- 
the  presenci  of  a  little  albumen  and  a  few  casts  in  the  urine. 
h  is  of  importance  to  recognise  the  frequency  with  which  this 
on  of  the  kidneys  occurs,  the  slight  injury  which  it  inflicts* 
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00  the  p&tie&t,  and  the  completeness  with  which  the  kidney 
disappears  after  the  recovery  from  the  primary  disease.    Much 
unnecessary  anxiety  ii  often  felt  by  physiciani  because  in  i 
of  pneumonia  or  some  other  infectious  disease  they  find  albumen 

and  easts  iu  the  urine.  There  are  fear*  Hoi  only  ul  death  from 
the  primary  disease,  but  of  the  subsequent  development  of 
"Blight's  disease/'  Tf  the  albumen  and  rusts  are  clue  to  de- 
feneration of  the  kidneys  anxiety  is  needless.  If  the  patients  re- 
cover their  kidneys  return  to  their  normal  condition. 

With  yellow  fever,  with  aeute  yellow  atrophy  of  the  liver,  and 
occasionally  with  the  other  infectious  diseases  the  degeneration  is 
of  intense  type,  with  the  death  of  I  large  part  of  the  renal  epithe- 
lium and  exudation  from  the  vessels.  In  sueh  eases  the  urine  is 
scanty  or  suppressed.  It  contains  albumen,  easts,  and  blood. 
The  patients  iiiv  very  ill,  tin  y  may  have  convulsions,  delirium,  or 
stupor;  they  often  die.  But  ii  is  hard  to  tell  how  many  of  their 
symptoms  are  due  to  the  complicating  kidney  lesion. 


Cask  I  v .  At  uft  th  g i  n ( rai io n  0 I  tti  K u i n ey ;  t  >orroi i ve  8 td> - 
Hmaii  Poisoning. — Female,  19  yean  old,  <ui  May  6,  1885,  she 
swallowed  a  solution  of  corrosive  sublimate  containing  about 
twenty-five  grains.  She  at  once  had  pain  in  the  throat  and  ab- 
domen, soon  followed  by  vomiting  and  purging. 

M;i\  3  :  She  has  only  passed  half  an  ounce  of  urine  since  hep 
admission.     This  contained  albumen,  blood  and  many  easts. 

May  !) :  One  drachm  of  urine  drawn  off  by  the  catheter;  it 
contains  albumen  and  many  epithelial  easts.      She  has  numerous 

small,  painful,  bloody  passages  from  the  bowels. 

The  urine  continued  to  be  very  scanty;  the  vomiting  and  dysen- 
teric paaaagea  kept  on;  she  became  delirious  and  died  on  May  12, 
six  days  after  taking  the  poison. 

Autopsy, — The  heart  and  Lungs  arc  normal. 

The  liver  is  id*  medium  size.  soft,  mottled  red  and  yellow.  The 
Bpleen  js  normal 

The  mucous  membrane  of  the  stomach  sted,  hsmor> 

rhaglC  and  coated  with  mucus.  The  mucous  membrane  of  the 
whole  length  of  the  small  intestine  is  congested  and  coated  with 
mucus, 

A  targe  part  of  the  inner  surface  of  the  colon  is  coated  with 
fibrin. 
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There  is  a  little  fibrin  on  the  peritoneal  surfaces  of  tin  stomach 
and  small  intestine. 

The  kidneys  are  of  medium  size,  smooth;  the  cortex  thiols  and 
white  j  the  pyramids  red. 

In  the  pyramidal  portion  the  epithelium  is  wefl  preserved  and 
looks  normal;  in  some  of  the  tubes  there  is  cast  matter  and  in 
some  necrotic  epithelium. 

In  the  cortex  the  epithelium  of  all  the  tubes  is  necrotic  and 
detached,  filling  up  most  of  the  tubes,  In  some  of  the  convoluted 
tubes  then'  is  a  growth  of  large,  Hat*  new  cells  on  the  tube  wall. 

Tn  the  hfalpighian  bodies  the  tuft  and  eapeuKe  Bella  are  swollen. 

i    v,    Acuti    Degeneration  of  tin    Kidney;  Phospkorou* 

Poieoning. — Male,  4~>  years  old.    On  February  1,  L887,  he  His 

solved  BOzne  phosphorous  matches  in  e  uhiss  rf  water  and  drank 
the  solution. 

I  »n  February  2  ho  came  to  the  hospital  with  frequent  vomiting. 
II'  continued  to  vomit,  became  jaundicedJ  and  died  on  February 


Autopsy.— The  heart  is  normal. 

The  lunga  an'  congested  and  o'dematous. 

The  bronchi  are  trabeeulated  and  contain  mueo-pus. 

The  liver  is  Large  and  yellow. 

The  mucous  membrane  of  the  a*sophaLnis  is  brown  and  ne- 
crotic, 

The  DtUCOUS  membrane  of  the  stomach  is  brown  and  necrotic  in 
large  patches. 

The  kidneys  are  a  little  swollen. 

The  epithelium  of  the  corteat  tubes  is  very  much  swollen,  fcral 
noi  detached. 

The  epithelial  cells  are  infiltrated  with  coarse  granules  and 
small  globules  of 

i:  VI,    Acute  Degeneration  of  the  Kidney;  Acuti  YeUoto 
Atrophy  of  tht  Liver. — Male,  22  yean  "Id;  bouse  phyvieias  in  a 

hospital. 

November  25:     He  began  to  have  nausea  and  pain  in  the 

bowels. 

November  26:  lie  had  headache,  pain  in  the  hack,  a  chill  Last- 
r  half  nn  hour,  followed  by  a  temperature  of  104°  and  a 
pulse  of  144, 

November  _7:  A  chill,  followed  by  a  temperature  of  10h"\ 
pulse  156,  headache,  vomiting  of  green  fluid,  urine  scanty,  oo  al- 
bumen. 
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November  28 :    The  vomiting  continues,  jaundice  is  beginning 

November  29:  Vomiting  of  coffee-ground  matter,  tempera- 
ture normal,  decided  jaundice,  severe  pain  over  liver,  delirium, 
urine  Contains  blood  and  alhuiiien. 

November  30,  he  died* 

Autop$y.—-Ybe  body  is  deeply  jaundiced. 

The  normal  except  fox  an  eeehymosia  in  the  visceral 

pericardium. 

The  tower  lobes  of  both  lungs  are  congested. 

The  liver  weighs  2  lbs,  10  •>/..,  it  is  firm,  yellow  mottled  with 
red;  the  gall  bladder  containa  i  BmalJ  quantity  of  thick  bile,  the 
large  bite  duetl  are  net  obstructed,  the  liver  cells  are  swollen  and 
tilled  with  coarse  grannies;  some  are  broken  down. 

The  stomach  contains  a  little  blackish  fluid. 

Tlie  spleen  is  of  medium  size,  not  soft.    The  kidneys  are  li 
the  epii helium  throughout  is  swollen  and  granular,  many  of  the 
large  tubes  in  the  pyramids  aiv  pa<-k«*d  with  blood  and  granular 
matter. 

i;  VII.    Acuii  Degeneration  of  thi  Kidney;  Y<u> 
— Male,  60  years  old,  September  1. 1879.    The  man  had  been  put 
as  keeper  on  i  ship  at  quarantine  whieh  had  bad  yellow  Paver  on 
The  cargo  had  been  discharged  and  the  ship  disinfected. 

The  man  was  siek  for  three  days. 

Autopsy,  four  hours  after  death. — There  is  some  old  thickening 
of  the  pifl  mater  of  the  brain. 

The  aortic  and  mitral  valves  of  the  heart  are  moderately  thick- 
ened. 

The  ctravasations  of  blood  in  the  pulmonary  pleura 

in  the  lower  lobes  of  both  lungs. 

The  liver  is  of  medium  size,  mottled  red  and  yellow,  the  nail 
bladder  is  empty,  some  of  the  hepatic  cells  are  rilled  with  granules 
and  fat  globules,  some  are  disintegrated. 

The  kidneys  are  large  and  smooth.     In  all  the  tut-  pithe- 

liiim  is  very  much  swollen  and  granular  and  in  some  disintegrated 
and  detached.    In  some  of  the  cortex  tubes  there  are  largi 
alar  globular  rnnmen  of  transparent  matter. 


•tin*  id. — So  far  as  the  degeneration  of  the  epithelium  is 
concerned,  we  know  of  DO  treatment  which  is  likely  to  affect  it 
favorably.  But  in  the  severe  cases  with  congestion  of  the  kidneys 
and  scanty  urine,  it  seems  to  be  good  practice  to  use  the  hot-she 
baths  or  the  hot  pack. 
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It  is  evident  that  acute  el  exoneration  of  the  kidney  can  be  sharp- 
ly distinguished  from  all  other  forms  of  kidney  disease.  Tt  is 
always  produced  by  the  introduction  of  some  poison  into  the 
body.  It  is  not  accompanied  by  dropsy,  contraction  of  the  ar- 
teries, or  by  other  renal  symptoms.  It  is  not  usually  dangerous 
to  life.  It  is  a  temporary  condition  not  followed  by  any  chronic 
kidney  disease.  If  the  patient  recovers  from  his  poisoning  the 
kidnevs  return  to  their  normal  condition. 


Acute  Exudative  Nephritis. 


Definition, — An  acute  inflammation  of  the  kidneys,  character- 
ized by  congestion,  exudation  of  the  blood  plasma,  emigration  of 
white  blood  cells,  diapedesis  of  red  blood  cells,  to  which  may  be 
lidded  changes  in  the  renal  epithelium  and  in  the  glomeruli. 

Sttttonums\ — Acute  Blight's  Disease;  Parenchymatous  Nephri- 
iis;  Tuba]  Nephritis;  Desquamative  Nephritis;  Catarrhal  Ne- 
phritis; <>"iipous  Nephritis;  <;iomeru!n-Xephritis;  Intervtiiial 
Nephritis. 

Etiology, — Acute  exudative  nephrilis  is  frequently  a  primary 

amation,  occurring  either  after  exposure  to  cold,  <>r  without 

discoverable  cause.     It  may  complicate  any  one  of  the  infectious 

nmationa  nr  diseases,  but  is  especially  common  with  scarlet 

fever.    It  is  one  of  the  forms  of  nephritis  which  are  caused  by 

pregnancy. 

Acute  exudative  inflammation  in  any  pait  of  tin*  body  seems  lo 
used  by  local  irritation.  h,\  Hie  presence  of  irritating  sub- 
stances in  the  blond,  and  by  changes  in  the  circulation  of  the  blood 
and  in  the  inflamed  portion  of  the  body.  Pathogenic  bacteria  arc 
sometimes  present,  sometimes  absent  in  the  inflamed  tissue. 

Unquestionably  all  the  infectious  diseases  are  often  complicated 
with  inflammations  of  different  parts  of  the  body.  The  probable 
causes  of  these  are  the  chemical  poisons  produced  by  the  -inwih 
of  the  pathogenic  bacteria  belonging  to  each  disease.  It  seems 
also  thai  the  poison  of  each  disease  has  a  preference  for  par* 
ticular  portions  of  the  body.     In  rheumatism  the  joints  and  heart 
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are  regularly  inflamed;  in  measles  the  bronchi:  in  scarlet  fever 
and  diphtheria  the  throat  and  kidneys. 

As  regardi  the  preseoea  pf  bacteria  in  the  kidneys  themselves 
as  exalting  causes  of  inflammation  our  knowledge  is  uncertain. 

Whether  nephritis  in  puerperal  women  and  after  exposui 
cold  is  due  to  disturbance*  of  circulation  or  tn  some  poison  in  the 
blood  is  nol  certain, 

There  are  marked  differences  in  the  severity  of  different 

of  nephritis.     The  exudation  of  scrum  is  larger  in  one  6896,  the 

emigration  of  white  blood  sella  in  another,    in  one  kidney  the 

epithelial  rells  are  contracted,  in  another  they  are  swollen  iiikI 
degenerated.  The  glomeruli  are  much  more  changed  in  some 
kidneys  than  m  others,  Bow  closely  these  differeneee  in  the 
lesions  correspond  to  differences  in  the  causation  of  the  nephritis 

we  do  not  know. 

Morbid  Anatomy. —  Tn  the  mild  cases  we  find  no  decided  1> 

in  the  kidney  a fter  death, 

In  the  more  severe  eases  the  kidneys  are  increased  in  size,  their 
surfaces  are  smooth,  the  cortical  portion  is  thick  and  white,  or 
white  mottled  with  red,  or  the  entire  kidney  is  intensely  con- 
gested. If  the  stroma  is  infiltrated  with  serum,  the  kidney  is 
Succulent  and  wel  ;  if  the  number  of  pus-cells  is  wry  great,  there 
will  be  little  whitish  foei  in  the  cortex. 

In  such  kidneys  we  find  the  evidence  of  exudative  inflamma- 
tion in  the  t lilies,  the  stroma,  and  the  glomeruli,  all  the  ehan 
being  most  marked  in  the  cortical  portion  of  the  kidney. 

The  epithelium  of  the  convoluted  tubes  is  often  simply  flat- 
tened.    As   this  same  appearance  is  also   found   in   the  chronic 

congestion  of  hear!  disease,  ii  seems  probable  that  this  change  of 
the  shape  <»r  the  dells  is  merely  due  to  the  inflammatory  con- 
gestion. 

In  other  cases,  not  only  is  the  epithelium  flattened,  but  there  is 
also  a  real  dilatation  of  the  cortex  tubes.  rrhis  dilatation  involves 
groups  of  tubes,  or  all  the  cortex  tubes  uniformly 

In  other  eases,  the  epithelium  of  the  convoluted  tubes  is  swollen, 

opaque,  degenerated,  and  detached  from  the  tubes. 

The  tubes,  whether  with  flattened  epithelium  or  dilated,  may 
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be  empty.  More  frequently,  however,  they  contain  coagulated 
matter  in  the  form  ol  irregular  masses  and  of  hyaline  cylinders. 
The  irregular  masses  are  found  principally  in  the  convoluted 
tubes;  Hi->  seem  to  be  formed  by  a  coagulation  of  substances 
contained  in  the  exuded  blood  plasma,  and  are  no!  to  be  con- 
founded with  tin-  hyaline  globules  so  often  found  in  normal  con- 
voluted tubes.  The  cylinders  are  more  numerous  In  the  Btraight 
tubes,  bu1  are  also  found  in  the  convoluted  tubes.  They  also  are 
ntly  formed  Of  matter  coagulated  from  the  exuded  blood 
plasma,  and  are  identical  with  the  easts  bund  in  the  urine. 

The  tubes  may  also  Contain  v*'^  and  white  blood  cells. 

In  the  cases  in  which  there  is  an  excessive  emigration  of  white 
blood  cells,  we  find  these  cells  in  the  tubes,  in  the  stroma,  or  dis- 
tending the  capillary    veins.     This  excessive  emigration    is   not 

sarily  attended  with  exudation  of  the  blood  serum,  and  so 
ihe  urine  of  these  patients  may  contain  no  albumen.    The  white 
lood  cells  are  not  usually  found  equally  diffused  through  the 
kidneys,  but  ate  collected  in  foci  ill  the  cortex.      These  foci  may 

'•ry  minute,  or  may  at  la  in  b  considerable  size. 

be  glomeruli  regularly  are  changed.  The  cavities  of  the  cap- 
sulcs  may  contain  coagulated  matter  and  white  and  red  blood 
Cells,  just  as  do  the  tubes.  The  capsular  epithelium  may  be 
swollen,  sometimes  so  much  as  to  resemble  the  tubular  epithelium, 
and  this  change  is  most  marked  in  the  capsular  epithelium  near 
the  entrance  of  the  tubes. 

The  most  noticeable  change,  however,  is  in  the  capillary  tufts 
of  the  glomeruli.  These  capillaries  are  normally  covered  ,,ii  their 
OUter  surface  by  Hat,  nucleated  cells,  so  that  the  tuft  is  not  made 
up  of  naked  capillaries,  hut  each  separate  capillary  throughout 
its  entire  length  is  covered  over  wilh  these  cells.  There  arc  also 
i'a1  cells  which  line  the  inner  surfaces  of  the  capillaries,  although 
not  uniformly,  as  in  the  case  in  capillaries  in  other  parts  of  the 
Still,  in  spite  of  the  presence  of  all  these  Cells,  the  outlines 
of  th«-  walls  of  the  capillaries  an*  fairly  distinct, 

In  exudative  nephritis  the  swelling  and  growth  of  cells  on  and 
in  the  capillaries  change  the  appearance  of  the  glomeruli.     They 
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are  larger,  more  opaque,  the  outlines  of  the  main  divisions  of  the 
I  ufts  are  visible,  bui  those  of  the  indivuijjfll  <«iipilWip.s  ^n»  hist 

It  is  difficult  to  tell  how  much  those  chainres  in  the  glomeruli 
interfere  with  the  passage  of  the  blood  through  their  capillaries. 

In  most  oases  of  exudative  nephritis  the  patients  recover,  and 
the  glomeruli  return  to  their  natural  condition. 

In  some  example*  of  exudative  nephritis  we  also  find  a  thick- 
ening  of  the  walls  of  the  branches  of  the  renal  artery  within  tin- 
kidney.  This  thickening  is  principally  due  to  ft  swelling  of  the 
muscle  cells  in  the  walls  of  these  vessels. 

All  these  changes  hi  tin  kidneys  an*  of  such  a  character  thai 
they  are  QOl  Likely  to  he  followed  by  B  chronic  nephritis.     On  tin 

contrary,  after  the  patients  bare  recovered,  the  kidneys  return 
in  their  normal  eondil ion. 

The  points  of  importance  as  regards  the  lesions  of  acute  exuda- 
five  nephritis  are; 

{a)  In  many  cases,  with  much  albumen  and  many  casts  in  the 
urine,  the  kidneys  show  no  structural  changes.     It  is  evident  that 

congestion,  exudation,  emigration  and  diapedeaii  are  the  only 
morbid  ehang 

i  /•  '  When  the  changes  described  in  the  tubes  and  Malpighian 
bodies  do  exisl  they  arc  of  a  temporary  character,  so  that  (he  kid- 
Beya  eaailj   return  to  their  normal  condition. 

The  popular  idea  that  the  kidney  tubules  in  an  acute  n«- 
phritis  are  rilled  and  blocked  Up  with  desquamated  epithelium 
and  cast  matter  is  not  usually  true.  Very  often  the  epithelium 
is  Battened  and  most  of  the  tubes  are  empty.  When  the  epithe- 
lium is  swollen  and  detached  very  few  of  the  tubes  are  much  filled. 

Symptoms, — 1+  There  ate  eases  of  acute  nephritis  of  so  mild  a 
character  that  they  may  easily  be  overlooked.  I  think  that  these 
mild  eases  oecur  more  frequently  than  is  commonly  supposed. 
Tin-  patients  are  hardly  sick  enough  to  go  to  bed.  They  have  a 
little  headache,  perhaps  some  aching  in  the  back  and  limbs,  loss 
of  appetite,  a  little  nausea,  and  the  feeling  of  a  general  malaise. 
They  often  think  they  have  taken  cold.  These  indefinite  symp- 
tons  last  for  one  or  two  weeks,  disappear,  and  the  patient  is  well 
again.     If  the  urine  is  not  examined  it  is  not  known  that  the 
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I »;it lrnt  has  been  Buffering  from  a  mild  nephritis.  If  the  urine  is 
examined  ii  is  found  that  1 1  ■ « -  quantity  is  somewhat  diminished, 
the  specific  gravity  is  no1  lowered,  an  appreciable  quantity  of  al- 
bumen is  present,  with  hyaline,  granular,  and  epithelial  casta, 
sometimes  with  red  and  white  hluml  cells.  If  the  number  of  blond 
cells  ia  sufficient  to  color  the  urine,  the  patient's  attention  is  at* 
(1  by  the  change  in  color  J  the  diminished  quantity  he  is  apt 
nut  tt»  notice.  These  changes  in  the  urine  last  for  four  or  five 
weeks  and  then  disappear. 


Cask  VIII.     Mild  Exudatku  Nvphiritu;  Thru  Attacks,  with 

CompUte  Recovery, — A  physician,  in  May.  L868,  while  serving  as 

oe  in  b  hospital,  felt  rather  miserable  for  about  three  weeks. 

and  had  a  good  deal  of  albumen,  blood,  blood  casta,  and  hyaline 

and  granular  easts  in  the  urine.  After  the  subsidence  of  the  con- 
stitutional symptoms,  the  albumen  continued  in  the  urine  fur  sev- 
eral weel 

In  <  tetober,  L868,  he  had  a  second  attack  of  the  same  character, 
th.'  albumen  persisting  for  about  two  months. 

After  thai  hi^  health  was  perfectly  good  and  he  had  no  al- 
bumen until  January,  1OT6.  Then  he  had  an  ordinary  sore 
throat  with  fever.    Albumen,  blood,  hyaline  and  granular  easts 

present  in  llie  urine.  The  constitutional  symptoms  sub- 
sided after  a  week,  the  albumen  continued  in  small  quantities  far 
several  weeks. 

From  that  time  up  to  the  present — December,  1903 — his  health 
has  been  good  and  he  has  had  no  renal  symptoms. 

2.  in  a  considerable  number  of  eases  of  influenza,  m<>n 
quently  in  children  than  in  adults,  there  is  developed  an  acute 
exudative  nephritis  of  varying  severity.  The  urine  contains  al- 
bumen in  large  quantity,  casts  and  sometimes  blood;  its  specific 
gravity  is  not  lowered.  The  quantity  in  severe  cases  is  dimin- 
ished. In  the  mild  cases  there  are  no  renal  symptoms  except  the 
changes  in  the  urine.      In  the  severe  cases  there  may  be  dropsy  or 

eniivulsn 

B  rule,  the  nephritis  is  transitory  and  the  patients  recover 
le  <»t"  four  weeks. 

i    IX. — Male,  21  years  old,  ,1a unary  13,  1898.     He  was  per- 
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feetly  well  mitil  twenty-four  hours  before  admission  to  the  boa- 
pita).    Then  he  began  to  have  general  pais*,  frontal  headache, 
corysa  and  fever. 
January  13;    Temperature  102  ,  pulse  96,  breathing  28,    The 

urine  is  of  a  specific  gravity  of  1.030,  contains  a  targe  quantity  of 
albumen  and  many  granular  casts. 

January  K>:  There  is  no  more  albumen  and  no  casta  in  the 
urine      The  urea  is  nine  grains  In  the  ounce. 

Cask  X.— Female,  19  years  old,  January  4J4,  1808.  For  the 
nast  month  she  has  felt  tired,  weak  and  headachy,  has  looked  pale 
and  lias  lost  flesh  and  strength. 

Three  days  ago  she  had  to  stop  work  on  account  of  fever,  had 
headache  and  general  pains. 

January  24:  Temperature  101°,  pnlse  Hn.  breathing  28. 
The  specific  gravity  of  the  urine  is  1,034,  the  quantity  *2<>  ounce*; 
it  contains  a  great  deal  <d'  albumen  and  many  hyaline  and 
ular  casts.  Tie*  hemoglobin  is  o'J  par  cent.  The  le^s  are  qb6jS* 
matous.  It  is  evidently  a  ease  of  simple  anaemia  complicated  by 
influenza. 

February  2;     The  albumen  and  easts  have  disappeared 
the  urine,  (he  dropsy  has  gone,  the  influenza  has  run  its  course, 
the  ameinia  still  persists. 


3,  The  ordinary  cases  of  acute  exudative  nephritis,  occurring 
with  scarlatina,  diphtheria  or  without  discoverable  cause,  vary 
in  their  severity,  hut  all  &ive  characteristic  symptoms.  The  only 
diseases  with  which  they  ean  be  confounded  are:  acute  productive 
nephritis  and  exae.-rhations  ,,r  a  ehrnnie  nephritis. 

The  quantity  of  urine  is  diminished  al  the  outset  of  the  nephri- 
tis, and  continues  small  until  the  activity  of  the  inflammation  has 
subsided;  then  the  quantity  increases  from  day  to  day  and  may 
even  exceed  t In*  norma].  The  quantity  of  the  urine  must  be  in 
proportion  to  the  quantity  of  the  blood  whieh  passes  through  the 
ya,  sti  that  this  quantity  gives  us  a  measure  of  the  intensity 
of  the  congestion  whieh  is  arresting  the  circulation  of  the  blood 
through  the  kidney.  Complete  suppression  of  urine  is  a  serious 
symptom,  both  because  it  denotes  an  intense  nephritis  and  be- 
cause  it  is  of  itself  a  cause  of  death.    The  production  of  only  a 

Pew  ounces  of  urine  in  each   tweiilv-fnur  hours  is  ihe  rule  in  a 
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great  number  of  cases,  and  is  not  necessarily  of  serious  import ; 
if  it  only  last  a  few  days  the  patients  do  perfectly  vvelL  If  lie- 
excretion  of  mine  is  kept  up  for  a  number  of  days,  opin- 
ions vary  as  to  the  results.  Some  believe  that  the  diminished 
quantity  of  urine  is  the  cause  of  the  dropsy.  Some  think  that  the 
deficient  excretion  of  excrementitious  substances  causes  the  con- 
vulsions. Some  believe  that  the  principal  effect  i if  a  diminished 
excretion  of  urine  is  to  cause  bodily  feebleness. 

Unquestionably,  the  production  of  urine  may  be.  very  small  for 
a  number  of  days,  and  yet  the  patients  do  well.  Dr.  Whitelaw 
I  Lancet,  September  29,  1877)  reports  a  case  of  anuria,  lasting 
for  twenty- live  days.  The  patient  was  a  boy  eight  years  of  age. 
The  suppression  of  urine  began  twelve  weeks  after  the  beginning: 
of  a  scarlet  fever.  With  the  exception  of  two  ounces  passed  on 
the  thirteenth  day,  there  was  complete  anuria  for  twenty-five 
days.  Kxcept  for  slight  headaches  and  later  slighl  (edema,  there 
no  uneniic  or  dropsical  symptoms  throughout.  There  wTas 
no  albuminuria  and  no  fever.  The  boy  was  watched  night  and 
day.     He  recovered  entirely. 

The  specific  gravity  of  the  urine  remains  normal  or  is  higher, 
while  the  quantity  is  small;  when  the  quantity  is  increased  the 
die  gravity  falls  a  little. 

The  appearance  of  the  urine  is  turbid,  or  smoke-colored,  or 
bloody. 

Albumen  is  present  in  very  large  quantities.  Casts  arc  numcr- 
hyaline,  granular,  nucleated,  epithelial,  and  blood.  There 
axe  also  red  and  white  blood  cells,  and  epithelial  cells  from  the 
kidneys  and  from  the  bladder.  As  a  rule  the  quantity  of  albu- 
men and  the  number  of  casts  are  in  proportion  to  the  severity  of 
the  nephritis,  but  this  is  not  always  the  case.  Large  quantities 
of  albumen,  numerous  casts,  and  many  red  and  white  blood  cells 
may  be  found  in  the  urine  of  kidneys  which,  after  death,  show 
nictural  changes  except  in  the  glomeruli.  While,  on  the 
hand,  small  quantities  of  albumen  and  a  few  hyaline  casts 
are  compatible  with  a  severe  nephritis.  Still  further,  the  nam- 
l.er  of  casts  found  in  the  urine  during  life  is  not  always  in  pro- 
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■»;*.*  war.?  *-/, ::.;*. ~*r*\  -r:.-z.  *r.r  'vn;>i  v:-i»>r:^v  be«un*  short  of 
fyf*^t4.r.  a.vi  r,y  *r..-  r,*-x-  day  had  d~v-*.  i~ri  ^-^r-ral  subcutaneous 
*1r'*f*y  T,*.*-  ,r.r.<-  -/.*•  v*ry  var/y.  ;:  t?>  nearly  -5»>Lid  with  al- 
tuwvr*  and  C/T."^  rf;*d  rryaiir.*-.  2Tar.-;iar  ar.d  epithelial  easts.  The 
chdd  'J,*-')  ».V,  'ly%;fitfk*  and  drop-y .  "r--;t  without  coma  or  eoo- 
vnUiOfi*.  on  t*>  ?,fth  d*y  of  the  nephritic. 

A  a*'///*'/,  hi  *ur  r.Aw-y*  thv  epithelial.  ■•£  thr  convoluted 
fob"*  i*  A't.*,\\*'U ;  th*-  tube*  contain  f'&zri'.ai'*!  and  granular  mat- 
ter. Jn  the  yi>.,\t\yS\\'AU  bodi*-s  th-  capsule  cells  and  tuft  cells 
ar*  %lx*i\V'U.  fh*  capillar.*^  ar*  matted  t«»<Mher  with  exudate. 

(.a:-.k  XJJ.  A<»1*  JJsn'J'itiv*  X'phriti*:  putrptral  Convul- 
niovH.  Female,  22  yarn  old.  primapara.  *  months  pregnant.  had 
hwn  fft'Vmv  p*rf"'*t.Iy  w-ll :  went  out  to  a  supper  party,  was  sud- 
denly attacked  with  convulsions,  and  died  at  the  end  of  36  hours. 

The  urine  was  loaded  with  albumen  and  contained  hyaline, 
granular  and  epithelial  casts.     The  child  was  delivered  dead. 

Autopny.  The  kidneys  are  somewhat  enlarged,  the  cortex  thick 
and  pah'. 

In  the  Malpighiau  bodies  the  capsule  and  tuft  cells  axe  swollen. 

In  the  eonvoluted  tubes  the  epithelium  is  flattened;  in  the  cavi- 
ties of  the  tubes  there  is  a  good  ileal  of  granular  matter.  In  the 
Ml  might  tubes  of  the  cortex  the  epithelium  is  swollen,  granular 
find  partly  detached.     Some  of  the  tubes  contain  casts. 

In  the  pyramid  tubes  the  epithelium  is  swollen,  granular  and 
partly  detaehed.     Some  of  the  tubes  contain  east  matter. 

<€akk  XIII.  Acutr  Exudative  Nephritis;  Puerperal  Convul- 
sions.    I<Vmalc,  28  years  old. 

October  2,  18W),  at  12  noon,  labor  began.  At  2:30  p.m.  a  con- 
vulsion; the  child  was  delivered  at  once;  ID  minutes  later  another 
convulsion.  After  this  eighteen  more  convulsions,  and  she  died 
the  next  clay. 

Ten  days  before  labor  the  urine  was  normal;  after  delivery  it 
contained  a  large  quantity  of  albumen. 

The  temperature  after  deliverv  was  102  '  to  108°,  the  pulse  160 
to  ISO. 

Antopsff.  The  brain  and  its  pia  mater  are  congested  and 
(edematous. 

The  lungs  are  covered  with  oh  I  pleuritic  adhesions;  at  both 
II pices  there  are  old  tubercles  and  librous  tissue. 


An  TE    (OXIDATIVE    NEPHRITIS. 

The  ri^hr  ventricle  of  tin*  heart  is  hypertrophied,  the  wires 
Tli.  liver  is  tatty  and  enngested. 

Tin*  sphvn  is  normal. 

The  uterus  ia  normal. 

The  kidneys  aw  enlarged,  tin-  cartel  pair:  tin-  rpitheliuni  of 
t lit*  convoluted  tabes  is  much  swollen;  thr  glomeruli  show  i 
marked  growth  ol  the  tuft  eeUa 

k  XIV.  4citt<  Esnthitict  Nephritis;  Endocarditis.— M&le, 
39  yiirs  old,  October  8,  1885,  8ia  weeks  ago  he  began  to  have 
dropsy  of  the  legs,  roTitrh  with  lnuen-jiunilent  sputum,  dyspmen, 
no  headache  Bud  no  vomiting. 

Now  lie  is  fairly  nourished,  jimeuue.  pulse  104,  respiration  82, 
temperature  97  ,  mine  1.011,  a  good  deal  of  albumen,  hyaline, 
granular  and  epithelial  casta. 

October  20;  The  hearth  action  is  irregular;  there  is  a  double 
aortic  murmur  and  a  mitral  presystolic  murmur 

Then*  are  aibilanl  and  sonorous  rales  over  both  hmgs. 

October  29:  Thr  dropsy  and  dyapnoea  are  increasing;  be  is 
delirious  at  night. 

November  1,  be  died. 

Autopsy. — Both  lungs  are  congested,  there  are  old  pleuritic 
adhesions. 

The  aortic  valves  an*  thickened,  ttlaetsted,  and  utfvavud  with 
Large,  soft  vegetations.  The  mitral  vnlw  is  thiekenrd  find  ste- 
nosed. 

The  liver  and  spleen  are  large  and  linn. 

The  kidneys  are  large,  their  surfaces  si >th;  the  cortex  thick, 

white,  mottled  with  red. 

Thr  epithelium  of  the  straight  tubes  in  tin-  sorts!  is  swollen; 
same  of  the  i  ahes  contain  easts. 

The  epithelium  of  the  convoluted  tubes  ia  flattened. 

In  the  Malpijjhian  bodies  there  is  a  marked  growth  of  the  tuft 
cells, 


Tnatm*  >tt. — We  have  to  treat  an  acute  exudative  infl animation 
of  the  kidneys,  which  naturally  runs  its  course  in  four  weeks  and 
terminates  in  recovery.  We  have  also  to  treat  the  symptoms  el 
this  nephritis— the  scanty  urine,  dropsy,  vomiting,  amemia,  and 
cerebral  symptoms,  We  have  to  treat  these  conditions  more  fre- 
quently in  children  than  in  adults,  and  v.-rv  often  as  complicating 
an  infectious  disea 


ACUTE   EXUDATIVE   NEPHRITIS. 

CUjsb  XL    Acute   Exudative  Nephritii  with   8caHot%nek — A 

nirl.  8  years  eld,  had  a  mild  attack  <>f  scarlatina.  Desquamation 
was  nearly  completed  when  tin*  child  suddenly  became  short  of 

breath  and  by  t hi-  next  day  bad  developed  genera]  subcutaneous 
dropsy,  The  urine  was  very  scanty,  it  was  newly  solid  wiMi  al- 
bumen and  contained  hyaline,  granular  and  epithelial  easts.  The 
child  died  with  dyspmea  and  dropsy,  but  without  coma  or  con- 
vulsions, on  the  fifth  day  of  the  nephritis. 

Aol'ipstf. — In  the  kidneys  the  epithelium  of  the  convoluted 
tubes  is  swollen;  the  tubes  contain  coagulated  and  granular  mat- 
ter. In  the  Bfalpighiau  bodies  the  capsule  cells  and  tuft  OfiHfi 
are  swollen,  the  capillaries  ere  matted  together  wiih  exudate, 

e  XII.  .[rat*  Exudative  Nephritis;  Puerperal  OonvuX- 
sums.  Female,  l'*2  years  old,  prtmapara,  8  months  pregnant,  had 
bees  feel  hilt  perfectly  well ;  went  nut  to  a  supper  party,  was 

denly  attacked  with  convulsions,  and  died  at  the  end  ai"  'M  hours. 

The  urine  was  loaded  with  albumen  and  contained  hyaline. 
granular  and  epithelial  easts.     The  child  was  delivered  dead. 

Autopsy. — The  kidneys  are  somewhat  enlarged,  the  cortex  thick 
«mh1  pale. 

In  the  Malpighian  bodies  the  capsule  and  tuft  cells  are  swollen. 

In  the  convoluted  tubes  the  epithelium  is  flattened;  in  the  cavi- 
ties of  the  tubes  there  is  a  good  ileal  of  granular  matter.  In  the 
Straight  tubes  of  the  cortex  the  epithelium  is  swollen,  granular 
and  partly  detached.     Some  of  the  tubes  contain  casts. 

In  the  pyramid  tubes  the  epithelium  is  swollen,  granular  and 
partly  detached.      Some  of  tin1  tubes  contain  east   matter. 

-k  XIII.    Acute  Exudative  Nephritis;  Puerperal  Convul* 

0t0tt*,~    FeBftah     2S  years  old. 

October  2.  1890,  at  12  noon,  labor  began.  At  2:30  p.m.  a  con- 
vulsion; the  child  was  delivered  at  once;  10  minutes  later  another 
convulsion.  After  this  eighteen  more  convulsions,  and  she  died 
the  next  day. 

Ten  days  before  labor  the  urine  was  normal;  after  delivery  it 
contained  a  larjre  quantity  of  albumen. 

The  temperature  after  delivery  was  102°  to  108°,  the  pulse  160 
to  180. 

Autupstf. — The  brain  and  its  pia  mater  arc  congested  and 
(edematous. 

The  lungs  are  covered  with  old  pleuritic  adhesions;  at  both 
apices  there  are  old  tubercles  and  fibrous  tissue. 


\<  itk    EXUDATIVE    NEPHRITIS.  V&X 

The  right  ventrieie  of  the  beasJ  n  hypertropJiifld,  the  valves 
are  normal. 

The  liver  is  fatty  and  congested. 

The  spleen  is  normal. 

Hie  uterus  is  normal. 

The  kidneys  are  enlarged,  the  certen  pale-,  the  epithelium  of 
the  convoluted  tubes   is  much  swollen;  the  glomeruli  show  a 

feed  growth  uf  tin-  hi  ft  eelts. 

i:  XIV.    ,in//r  Exudative  Nephritis;  Endocarditis. — Male, 
id,  October  8,  1885.    Six  weeks  ago  be  began  to  have 
dropsy  of  the  legs,  cougfc  with  mnco-purnlent  sputum,  dyspnoaa, 
1 1>  headache  and  no  vomiting. 

Now  he  is  fairly  nourished,  anaunie,  pulse  li>4,  respi ration  32, 
temperature  97°,  urine  1.011,  b  good  deal  of  albumen,  hyaline, 
granular  and  epithelial  casts. 

\  October  20:    The  heart  s  action  is  irregular;  there  is  a  double 
ic  lmiT  in tn-  and  a  mitral  presystolic  murmur. 

There  are  sibilant  and  sonorous  rates  over  both  tanga 

October  29:  The  dropsy  and  dyspnea  ore  increasing;  he  is 
delirious  at  night. 

November  1.  he  died. 

Autopsy. — Both  lungs  are  congested,  there  are  old  pleuritic 
adhesions. 

The  aortic  valves  are  thickened,  oloerated,  and  covered  with 
targe,  soft  vegetations.  The  mitral  valve  is  thickened  and  ste- 
nosod. 

d  spleen  are  Large  and  Arm. 

The  kidneys  are  large,  their  surfaces  smooth;  the  cortex  thick, 
white,  mottled  with  red. 

The  epithelium  of  the  straight  tubes  in  the  aortas  is  swollen; 
some  of  tin-  tubes  contain  easts. 

The  epithelium  of  the  convoluted  tubes  is  flattened. 

In  the  MaJpighian  bodies  there  is  a  marked  growth  of  the  tuft 

C'-lls. 


Treatment. — We  have  t<<  treat  an  acute  exudative  inflammation 
of  the  kidneys,  which  naturally  runs  its  course  in  four  weeks  and 
terminates  in  recovery.  We  have  also  tit  treat  the  symj>l<mi>  Of 
ephritis  -the  scanty  urine,  dropsy,  vomiting,  anosmia,  and 
Cerebral  symptoms.  We  have  to  treat  these  conditions  more  fre- 
quently in  children  than  in  adults,  and  very  often  as  complicating 
an  infectious  disease. 
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The  most  efficient  treatment  of  tin-  jn'phii lis  is  the  upplication 
of  heat  to  the  entire  surface  of  the  body.  This  can  be  done  in  a 
number  of  ways,  but  the  best  way  is  to  wrap  the  entire  body  in  a 
blanket  wrung  out  of  hot  water.  Such  a  hot  pack  can  be  used 
for  an  hour  at  a  time  once  or  twice  a  day.  Of  drugs  the  most 
reliable  is  iieouiic  -our  or  two  minims  of  the  tincture  every  bom\ 
It  may  he  necessary  to  precede  the  aconite  by  giving  one  drachm 
of  sulphate  of  magnesia  every  hour  until  the  bowels  move,  or  until 
eight  doses  have  been  taken.  There  an-  eases,  in  which  the  ne- 
phritis is  not  of  very  acute  type,  where  digitalis  Menu  to  exert  a 
favorable  effect  OH  the  circulation. 

The  scanty  urine  often  causes  anxiety.  Of  course  it  is  better 
thai  He*  patients  should  puss  a  fair  quantity  of  urin«\  but  T  think 
that  there  if  a  tendency  to  exaggerate  the  dangers  of  scafety 

urine  and  to  be  too  energetic  in  giving  diuretics.  As  the  diminu- 
tion in  the  quantity  of  urine  is  due  to  the  congestion  of  the  kid- 
neys, if  we  can  decrease  the  congestion  the  urine  will  increase. 
The  best  way  to  do  this  is  to  apply  heat  to  the  surface  of  the 
body.  The  use  of  diuretics  is  to  be  avoided.  The  attempts  to 
malo-  up  for  lie  scanty  production  of  urine  by  purging  or  sweat- 
ing the  patient  have  never  seemed  to  me  to  be  of  any  pra 
use. 

The  febrile  movement  in  an  acute  nephritis  requires  no  treat- 
ment. 

The  prostration,  loss  n\'  appetite,  nausea,  and  vomiting  only 
cai]  for  real  in  bad  ;»nd  &  fluid  diet. 

The  anicniia  ought  to  be  prevented  or  relieved,  but,  while  the 
nephritis  is  still  active,  I  know  of  no  way  in  which  this  can  be 
done.      When  convalescence  is  established,  then  the  ansemin  v*'i\t\ 
\\y  improves  with  the  ordinary  methods  of  treatment. 

The  dropsv  is  subcutaneous,  and  even  when  considerable,  does 
little  liana.     It  disappears  of  itself  as  tie*  nephritis  subsides, 

The  rest  in  bed  ami  the  hot  pack  arc  all  ibe  treatment  necessary 

for  it.    To  give  diiiivtirs  or  cathartics  to  get  rid  of  the  dropsy  is 

quite  use 

The  cerebral  symptoms  are  tin-  ones  tu  whieh  most  attention  has 

directed.    There  can  be  no  question  that  they  accompany  a 
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contraction  of  the  arteries  with  increased  arterial  tension,  and 
labored  action  of  the  heart.  No  matter  what  views  one  may  en- 
tertain as  to  tiir  i-misi"  o!  this  change  in  the  circulation,  r  believe 
that  treatment  is  best  directed  to  the  arteri€8  themselves,  rather 
llian  to  the  uncertain  causes  of  their  contraction.  Fortunately 
there  at"  (IriiL's  which  stop  contraction  of  tin  arteries  promptly 
and  efficiently.      Of  these  drills  the   EXUMll   Suitable  aiv:  aconite, 

ultra-glycerin,  chloral  hydrate,  and  opium,  pi  given  in 

small  doses  and  at  regular  intervals  before  the  cerebral  symptoms 

are  marked,  hut  in  targe  doses  hypodermically  or  by  the  rectms 
itop  -j  severe  attack. 

It  is  wise  to  watch  the  condition  of  the  heart  and  arteries,  and 
as  soon  as  increased  arterial  tension  is  developed,  not  to  wait  for 
the  manifestation  of  the  cerebral  symptoms,  hot   lo  fry  to  relieve 

it  al  once. 

The  way  in  which  we  manage  the  patients,  therefore,  is  as  fol- 
lows: They  are  pu<  to  bed  or  kept  in  the  bouse  until  the  nephri- 
tis has  run  its  Bourse,  They  are  put  on  a  fluid  diet,  preferably 
milk,  and  the  skin  of  the  entire  body  is  cleaned  once  a  day.  For 
man  no  other  treatment  is  nruinwuiry, 

If  vomiting  is  troublesome  it  can  USUAlly  he  controlled  by  mill- 
ing oxalate  of  cerium  and  bicarbonate)  of  soda  to  the  milk.  For 
aa  and  sleeplessness  chloral  hydrate,  the  bromides, 
[»imn  may  be  employed. 

If  the  nephritis  is  of  severe  type  the  patient  is  wrapped   IS  8 

blanket  wrung  out  of  hot  water  and  kept  in  it  for  one  hour  either 
ones  or  twice  ^vi-vy  day.     In  addition  we  give  a  drachm  of  sul- 
phate of  magnesia  every  hour  until  the  patient  has  taken  eight 
ir  th<   bowels  begin  i*»  move.    This  is  followed  bj  one  or 
minima  of  tincture  of  .eonite  every  hour. 
Throughout  the  disease  we  watch  the  pulse,  and  as  soon 

any  increased  tension  pive  chloral  hydrate  in  doses  of  from 
rains  ^\^vy  three  hours. 
If  severe   headache,   muscular  twitchinps,   or   general  convul- 
sions occur,  to  most  of  the  patients  we  give  chloral  hydrate  in 
dotes  of  from  5  to  20  grains  by  the  rectum,  or  nitro-gtyeerin  in 
of  from  2V.i  to  ^  of  a  grain  hypodemiically,  or  morphine 
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in  dotal  of  from  /„  to  i  Off  a  grain  hypodermically.  In  strong 
and  robust  adults  with  a  good  deal  of  venous  eon  nest  inn,  neueral 
blood-letting  may  be  advisable.  For  the  relief  of  tin*  convulsions 
urethane  in  solution,  given  in  repeated  doses  np  to  160  grains  in 
twenty  four  hours,  is  said  to  he  of  service 

As  the  nephritis  subsides  the  milk  is  gradually  replaced  by 
solid  food,  and  iron  and  oxygen  are  given. 

The  niMtKojeiiH  nt  uf  the  mild  rases  of  acute  exudative  nephritis 
is  qtdte  different.  They  require  only  ordinary  care  and  need  do 
drugs.     They  do  best  with  ordinary  food  and  out-door  exeretae, 


An  tk  Exudative  Nephritis  with  an  Excessive  Production 
op  Leucocytes. 


Anatomically  these  08868  660   tfe  classed   with  acinV  exudative 

nephritis,  but   clinically  they   belong  to  an  entirely  different 
gr0Up.     They  are  to  he  classed  with  the  primary  streptOG 
inflammations  of  tin-  viscera.     They  are  not  to  be  confounded 
with  embolic  nephritis,  nor  with  nephritis  caused  by  cyst  it 

The  nephritis  is  -<•<  ti  both  in  children  and  adults,     I  have  seen 
it   with   scarlatina,   diphtheria,   measles,   and   occurring   without 

diacorerable  cause, 

The  invasion  is  sudden,  witli  a  high  temperature  and  marked 
prOBtration.  Restlessness,  headache,  delirium,  and  stupor  are 
soon  developed  and  continue  throughout  the  disease.  The  pa- 
pients  rapidly  lose  flesh  and  strength  and  pass  into  the  typhoid 
state.  Dropsy  is  slight,  or  absent  altogether.  The  urine  is  net  so 
much  diminihed  in  quantity  as  one  would  expect.  Its  sp 
gravity  is  not  changed.  Albumen,  easts,  and  red  and  white  blood 
cells  are  present  in  considerable  quantities,  but  not  always  early 
in  the  disease,  and  they  may  even  be  absent  altogether. 

Although  this  form  of  nephritis  is  DJOl  of  common  OCCUT1 
ill-"  unusual  characters  of  the  symptoms  ami  the  great  mortality 
are  reasons  tor  calling  special  attention  to  it.     If  differs  from  the 
ordinary  form  of  exudative  nephritis  in  that  it  behaves  like  an 
Infectious  inflammation,  and  that,  although   the  emigration  of 
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white  blond  eells  is  larcre,  the*  exudation  of  yeruni  may  be  small, 

and  so  the  urine  may  show  hut  little  ehfingee.     It  is  probable 

that  the  nephritis  is  tin*  result  of  soine  ohsenre  forrn  of  haetenlir 
iion. 

CABJC    XT.      4CH<<     Xrplnitts,    8ept%C    Form.      Male,    114 

old,  stableman,  October  15,  1883,     Five  days  ago  be  noticed  that 
his  feel  were  a  little  swollen  and  his  urine  dark  colored. 

Four  days  ago  he  heeame  jaundiced,  with  pain  over  thr  epi- 
gastrium and  dry  retching. 

Row,  on  Ike  sixth  day.  he  is  emaciated,  jaundieed.  the  stools 
white,  urine  1011.  contains  bile  hut  no  albumen,  pulse  96,  respira- 

tiou  20,  temperature  W°, 

Tenth  daj  !  The  jaundice  is  fading,  urine  L013,  no  alhumeu. 
die. 

Fourteenth  day;   A  seven-  chill,  hut  no  fever, 

Seventeenth  day;  lie  is  dull  and  stupid,  alternating  with  de- 
lirium, the  urine  is  diminished  in  quantity,  the  tongue  is  Ary  and 
brown,  the  heart  is  rapid  and  feeble. 

Eighteenth  day,  he  died. 

Autopsy, — The  brain  was  not  examined.  The  Lung)  a?e  mm 
physematous,  with  pus  in  the  bronchi. 

The  heart  is  small,  the  aortic  valves  a  little  thickened,  the  areh 
of  the  aorta  is  dilated  and  atheromatous. 

The  liver,  biliary  passages  and  gall  bladder  are  normal. 

The  stomach  shows  the  changes  of  chronic  gastritis* 

The  intestines  are  normal. 

The  spleen  is  large. 

The  kidneys  weigh  together  24  ounces,  the  capsules  are  rtol 
pent,  the  surfaces  are  smooth,  the  cortical  portions  are  thick 
and  intensely  congested. 

The  Halpighian  bodies  are  unchanged.  The  epithelium  of  the 
i  tabes  is  flattened,  there  are  large  numbers  of  leucocytes 
infiltrated  between  the  tubes,  the  capillary  veins  are  large  and 
lull  of  leucocytes. 

The  epithelium  of  the  pyramid  tubes  is  degenerated,  there  is  a 
moderate  infiltration  of  leucocytes  between  the  tubes,  the  large 
veins  contain  leucoevtes. 


<nse  XVI.     Acutt  Nephritis,  Septic  Form. — Female,  5  mouths 
old,  was  in  the  Foundling  Asylum. 

tuary  23,  1880,  after  having  been  in  the  asylum  hn-  two 
weeks,  she  was  put  out  to  board. 
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February  26  she  was  brought  to  the  OukDoor  Department, 
having  been  taken  sick  two  days  before.  The  temperature  was 
then  104°,  there  were  coarse  and  fine  riles  ever  both  Iuiil-s. 

After  tliis  the  temperature  ran  from  102"  to  104  :  the  child  was 
constantly  resiles*  and  moaning  as  if  in  pain.  There  was  no 
vomiting  and  do  convulsions.  The  urine  was  named  freely,  hut 
was  ni>t  'examined. 

March  12  she  died,  on  the  sixteenth  day  of  her  illness. 

Autopsy. — -There  are  no  lesions  in  any  of  the  viscera  ea 
in  the  kidneys.    Tin-  kidneys  are  large,    There  arc  no  changes  in 

the  pelves  of  the  kidneys,  the  ureter,  or  the  bladder. 

There  an>  narrow  segments  beginning  at  the  surface  of  the  kid- 
ney and  running  through  the  cortex  into  the  pyramids,  which  are 

of  much  lighter  OOlor  than  the  rest  of  the  kidney. 

The  ehanp-s  in  the  kidney  are  diffuse,  hut  are  timet]  more 
marked  in  the  white  segments. 

The  Larger  veins  are  distended  with  blood. 

The  epithelium  nf  the  tubes  is  in  some  ph B  Swollen,  ID  seme 

detached  and  necrotic,  in  some  flattened. 

The  tubes  eentain  neemtie  epithelium,  east  mutter.  coagulated 
matter,  and  many  are  filled  and  distended  with  leucocytes. 

Some  nf  the  Malpighian  hodies  eonlain  leucneytes. 

There  is  a  moderate  infiltration  of  leueneyles  between  the 
tubules. 

Acute  Productive  (o«  Diffuse]   Nephritis. 


ft* /tuition. — An  aeuie  Inflammation  of  the  kidneys,  character- 
ised by  exudation  from  the  blond  vessels,  a  growth  of  new  coiinec- 
live  tissue  in  the  struma,  and  changes  m  tin   epithelium  and  the 

glomeruli. 

Stfttoutttns. — Acute  Bright '«  Disease;  Parenchymatous  Xephri- 
iis;  Croupous  Nephritis-,  GJomerulo-Nephritis. 

Etiology* — This  is  the  most  serious  and  important  of  the  forms 
of  aOQte  nephritis,  for  the  reason  thai  its  lesions  are  fnuu  the 
first  of  a  permanent  character.  It  dees  not  follow  exudative  ne- 
phritis, nor  is  it  merely  a  modification  of  it  ;  from  the  \i-vy  nntsef 
it  is  a  different  form  of  inflammation.  In  the  kidneys  of  persons 
who  have  he.-n  siek  only  H  few  days,  the  characteristic  lesions  are 
already  evident.  Productive  nephritis  is  governed  by  the  same 
Ian   ;«s  thai   which  belongs  to  productive  inflammation  in  other 
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parts  of  the  body — the  disposition  of  the  inflammation  to  continue 
as  a  sub-acute  and  chronic  condition.  It  is  of  importance  to 
recognize  that  in  exudative  nephritis  the  lesions  are  temporary, 
and  after  their  subsidence  the  kidneys  return  to  their  normal 
idition,  just  as  the  lungs  do  after  a  lobar  pneumonia,  Tn  pro- 
<hiHiv,'  nephritis,  on  the  other  hand,  some  of  the  lesions  are 
permanent;  the  kidneys  can  never  return  to  their  normal  con- 
dition, just  as  in  an  interstitial  pneumonia  the  limy:  never  gets 
rid  of  the  new  connective  tissue. 

Post  -scarlatinal  n-  phritis  is  nearly  always  of  the  productive 
form,  Nephritis  complicating  diphtheria,  or  developed  during 
pregnancy  is  v^ry  frequently  of  this  type.  A  primary  nephritis 
in  a  person  over  twelve  years  old,  if  of  sub-acute  form,  is  almost 
invariably  a  productive  nephritis.  On  the  other  hand,  this  form 
of  nephritis  very  seldom  complicates  any  of  the  infectious  dis- 
ss except  scarlatina  and  diphtheria. 

These  facts  assist  very  much  in  making  the  diagnosis  between 
the  tWG  forms  of  acute  uep  hritis.  1 1  is  easy  to  remember  that 
post -scarlatinal  nephritis  and  primary  nephritis  of  sub-acute  type 
arc  nearly  always  of  the  productive  form;  and  that  nephritis 
witt  diphtheria  and  pregnancy  is  often  of  ihe  productive  Conn; 
while  acute  nephritis  under  all  other  conditions  is  regularly  of 
the  exudative  form. 

Morbid  Anatomy, — The  kidneys  are  increased  in  size,  the  cap- 
sules are  aol  adherent,  the  surfaces  are  smooth.  The  cortical  por- 
:  cd,  or  white,  or  mottled.  The  mucoua  membrane  of  the 
pelvis  is  sometimes  congested.  Of  the  tubules  in  the  cortex,  in 
some  tiie  epithelium  is  flattened,  in  some  there  is  coagulated  mat- 
or  casts,  io  some  the  epithelium  is  swollen,  degenerated,  or 
<  ontains  globules  of  fat.  In  those  parts  of  the  cortex  where  there 
is  a  growth  of  new  connective  tissue  Ihe  tubes  may  be  atrophied. 
The  tubules  of  the  pyramids  show  but  little  change  axeepl  that 
they  may  contain  casts.  Tn  the  stroma  of  the  cortex  there  is  | 
growth  of  new  c  e  tissue,  varying  in  different  kidneys  as 

the  relative  proportion  of  cells  and  basement  substance.  This 
new  tissue  in  many  of  the  kidneys  follows  the  line  of  the  arteries 
which  run  up  into  the  cortex,  so  that  it  takes  the  form  of  wedges.  ' 
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But  in  Other  kidneys  the  new  tissue  is  ditYuse.  or  in  irre»nilar 
patches. 

Many  of  the  glomeruli  show  only  hh  increase  in  the  size  and 
number  of  the  cells  Which  cover  the  capillaries,  with  some  swell ing 
of  the  capsule  cells.  But  in  others  there  is  an  exeessi\< 
growth  of  capsule  eells  which  compresses  the  tuft  of  ■ 
This  gTOWtl  of  new  cells  from  the  capsule  eells  must  not  he  con- 
founded with  accumulations  of  white  blood  cells  within  the  cap- 
sules, nor  with  tlie  growth  of  new  eells  on  the  walls  of  the  o&pii- 
laries.  The  glomeruli  which  are  changed  in  this  way  are  m 
pTOUps,  each  gnmp  correspondim;  to  some  one  artery. 

The  whole  picture  of  the  nephritis  is  that  of  a  combination  of 
exudative  ami  productive  inihmnoation. 

When  such  a  nephritis  becomes  chronic  it  is  often  possible  to 
follow  its  course  far  many  years,  and  to  see  at  the  end  of  that 
time  that  the  anatomical  changes  in  the  kidney  are  of  the  same 
kind,  but    mueh   BWIC  extensive, 

BymptomB. — Cfi  the  patients  who  suffer  from  this  form  of 
nephritis,  a  certain  Dumber  behave  as  if  they  bad  a  simple  exuda- 
tive nephritis.  There4  is  a  rise  of  temperature  with  more  or  less 
pfOStratkra,  Cerebral  symptoms  are  marked — headache,  stupor, 
sleeplessness,  restlessness,  muscular  twitching*!  and  general  con- 
vulsions. The  arteries  are  contracted,  the  pulse  is  of  hiph  ten- 
sion, the  heart's  action  is  exaggerated,  the  left  ventricle  may  be 
li\  pertrophled,  there  is  dyspnea.  The  appetite  is  tost,  there  may 
he  naus.-a  and  vomiting.  The  urine  is  scanty  or  suppressed,  it  is 
colored  by  blood,  and  contains  much  albumen  and  many  easts. 
The  patients  are  very  sick  and  much  more  likely  to  die  than  they 
are  with  an  exudativa  nephritis. 

Such  a  nephritis  may,  however,  apparently  run  its  coarse.    At 

the  end  of  four  weeks  the  symptoms  subside  and  the  patients  pet 
better.  They  may  then  remain  in  ordinary  health  without  renal 
symptoms  for  weeks,  months,  or  years,  lint  sooner  or  later  they 
another  acute  attack,  or  they  gradually  develop  the  symp- 
toms of  a  chronic  nephritis. 


XVII.    Aruh  proditctin  Nephritis,  Post-Scarlatinal. — 


AiTTE    PRODUCTIVE    NEIM1K1TJS. 


4.V.> 


Male,  liu*  yt'jnN  old,  May  -i\  U76L  Fise  wn-ks  ago.  be  was  at- 
tacked with  scarlatina. 

During  convalescence  be  waa attacked  with  genera]  dropsy,  loss 
of  vision,  nausea,  and  the  urine  was  scanty  and  high  colored* 

Nttw  there  is  gensva]  dropsy;  pulse  96,  temperature  MO1 ,  urine 
10  ounces;  a  large  quantity  of  albumen. 

On  -Juno  1  and  -  in-  had  several  convulsions.  The  urine  con- 
tinued to  be  scanty,  with  much  albumen  ami  many  casta  of  all 
kinds. 

June  !'.  lie  died, 

.1  utnps<f. — The  brain  was  imt  examined.      Both  Ventricles  of  the 

are  moderately  dilated,  the  pericardial  aac  is  distended  with 

serum. 

The  lungs  are  cedematoua  and  both  pleura]  cavities  contain 

quantities  of  srruui. 
The  stomach  is  congealed  and  coated  with  mucus. 
The  liver,  spleen  and  intestines  are  normal. 
The  kidneys  are  large,  smooth,  with  a  thick,  white  cortex. 
In  ninsi  t,\'  the  cortex  tubes  the  epithelium  is  fattened;  some  of 

nbea  contain  cast  matter. 
In  the  MflJpi«rliian  bodies  there  is  s  marked  growth  of  the 
capsule  cells,  the  tuft  eella  are  swollen. 
In  the  stroma  of  the  cortex  (here  is  a  diffuse  growth  of  con- 

ve  tisane,  with  scattered  collections  of  small  round  sella. 
In  the  pyramids  the  epithelium  is  swollen  ami  detached;  many 
uf  the  tubes  contain  casts. 


i;  Will.    Acute  Productive  tbiphritit;  s,,iriatiu>r. — hV 
male,  :i  years  old. 

October  29,  1SH2.  she  heeanie  dull  and  languid  and  vomited 
October   81    she  hinl  the  tongue  and  eruption  of  scarlatina. 

November  -i  the  eruption  was  dusky  colored* 

.Tinier  5  temperature  104°;  there  was  a  diaebejge  from  the 
note;  the  urine  contained  m»  albumen, 
November  6  ahe  began  to  desquamate;  both  ears  w.-tv  diaoharg- 

ini:.  the  throat  was  much  swollen,  temperature  lo;t 

November  6  there  was  discharge  from  the  nose,  falsi-  memhrane 

•  !i  the  pharynx,  and  the  symptoms  of  laryngitis, 
Nen  fche  nine'  contained  no  albumen  or  easts. 

vemhei'  13  there  were  subcrepitant  rales  iivi-r  both  lun 
November  1<>:  Temperature  103°,  00  alhiunen  or  casts  in  the 

urine. 

veitihcr  IS:   (Vine  diminished    in   quantity;    1.020;   a   large 
quantity  of  albumen,  blood  and  granular  casts    temparature  1""  . 
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November  19:  Vomiting;  temperature  104° \  urine  scanty. 
November  ;!1 :  Urine  almost  suppressed  ;  temperature  103°  •,  de- 
lirium,  restlessness,  dyspmea, 

November  -^  die  died. 

Autopsy. — There  is  moderate  dropsy  of  both  legs. 

The  brain  iinrl  ils  membranes  are  normal. 

Tin*  pharynx  and  trachea  arc  coated  with  false  membrane. 

The  lungs  shew  the  lesions  of  broncho-pneumonia. 

The  liver  and  spleen  are  normal,  The  kidneys  are  large, 
smooth,  with  pale  cortex  and  red  pyramids. 

The  cortex  tubes  are  dilated,  the  epithelium  is  flattened;  the 
tubes  contain  coagulated  matter  and  cast  matter.  The  Malpig- 
hian  bodies  are  large  ami  opaque,  with  a  considerable  growth  of 
tuft  cells, 

Sere  and  there  in  the  cortex  are  Kong,  narrow  strips  running 
parallel  with  the  large  vessels,    In  these  stripe  the  tubes  hi 
nearly  disappeared  and  there  is  an  extensive  growth  of  connective 
tissue.     Tn  the  Rfalpighias  bodies  the  walls  of  the  capillaries  are 
thickened  and  the  capsule  cells  are  increased  in  number. 

i:  XIX.    AcuU  Productivi  Nephrite; Primary* — Male,  40 
years  old,  January.  1879,     One  month  ago  he  was  taken  sick  with 

headache,  bronchitis,  dropsy  of  the  legs,  scanty  and  bloody  urine. 

For  four  days  lie  has  I n  much  worse,  with  dyspiuea,  general 

dropsy;  the  urine  scanty,  containing  blood,  much  albumen,  and 
many  hyaline,  granular,  and  epithelial  casts. 

Autopsy. — At  the  apices  of  the  lungs  there  are  old  miliary 
tubercles,  the  lungs  are  oedematous. 

The  liver  is  cirrhotic. 

The  kidneys  are  large,  smooth,  with  a  thick  pink  cortex. 

In  the  Malpighian  bodies  the  capsule  cells  are  swollen,  the  hit't 
cells  are  multiplied. 

In  the  BOrtex  tubes  the  epithelium  is  flattened  and  granular; 
the  tubes  contain  east  matter. 

In  the  pyramid  tubes  the  epithelium  is  swollen,  or  flattened,  or 
detached.     The  tubes  contain  casts,  blood  and  leucocytes. 

In  the  stroma  there  are  many  patches  of  connective  tissue. 

Cask  XX.  ActiU  EfodUi  tiri t  if i  [thrths;  Puerperal.  —Female, 
4~.  years  old,  December  5,  1881.  She  has  had  four  children  and 
has  considered  herself  strong  and  well  until  two  months  ago. 
Then,  while  nursing  her  last  child  she  was  suddenly  attacked  with 
dyspneea.  headache,  cardiac  palpitation,  general  dropsy;  the 
urine  scanty  and  smoky. 
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She  continued  to  ^«  t    worse,   with  headache,  dyspnoea  and 
v.  the  urine  varied  in  quantity  frag  1  drachm  to  ti  ounces. 
and  contained  much  albumen  but  few  easts,  sometimes  blood, 

She  became  ansemic,  developed  muscular  twitching*  and  coma, 
and  died  on  January  11. 

Aut&p&y, — Then*  is  an  increase  id"  clear  serum  beneath  t\< 
mater  of  the  brain,  and  the  pia  mater  itself  is  oedernatous.    The 
hram  tissue  ia  imt  cedematous, 

The  lungs  are  congested  and  03dematoqa.    The  walls  of  the 
hear!  are  normal,  the  mitral  valve  is  thickened  and  si.nn.sed.     The 
and  Large  arteries  are  normal.    The  liver  and  spleen  are 
linn     The  stomach  and  small  intestines  an ogeated 

The  kidneys  arc  of  medium  size,  the  capsules  slightly  adherent, 
the  surfaces  finely  nodular. 

In  th<-  cortex  there  is  a  considerable  growth  of  connective  tissue 
following  the  wedge  type. 

The  epithelium  of  the  cortex  tubes  is  Battened  and  the  tubes 
contain  east  matter. 

capsule  eells  of  the   Malpiirhian  bodies  arc  increased  in 
numi 

i   XXI.    AcuU  Productive  NephHtis; Primary; Apper4#i 

—Male,  iii  years  old,  November  15,  1882,    Four  weeks 

ago  he   wj  tied   t ■  *  cold   and    wet     Then   he  had   irregular 

chills,  a  little  oedema/ of  the  lees,  the  urine  was  scanty  and  dark 

colored. 

Won  there  ia  general  dropay,  dyspnoea,  cough  and  mucous 
sputum,  mild  delirium,  no  vomiting  or  headache;  temperature 
98.6  .  pulse  120,  urine  1.019,  much  albumen,  a  little  blood,  liv- 
able liar  and  epithelial  casts. 

November  17:   lTrine  It)  ounces;  delirium  continues. 
November  20:  Urine  60  ounces. 

i  ember  '21 :  Urine  66  ounces;  no  dropay;  out  of  bed. 
December  2-21  :   Trine  85-110  ounces;  no  albumennno  easts. 
The  man  seems  to  be  well. 


The  more  ordinary  eases  have  a  gradual  invasion,  and  run  a 
subacute  rather  than  an  acute  course. 

In  some  of  the  patients  at  first  there  are  only  loss  of  appetite, 
headaches,  and  an  increasing  pallor  of  the  skin  and  mucous  mem- 
branes .  the  dropsy  does  not  come  on  until  after  many  days. 

In  some  of  the  patients  dropsy  «d"  the  legs  is  the  first,  am!  for 
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h  time  the  only,  nyropftm".    They  eontinue  to  eat  well,  feel  well, 
Bftd  attend  to  their  work. 

In  most  of  tlie  patients  dropsy  of  the  legs  and   bee,  amends, 
tche,  sleeplessness  luss  of  appetite,  nausea  and  vomiting  are 
developed  at  about  the  BUM  tune. 

The  nr>Q£  is  only  moderately  diminished  in  quantity;  it  often 
tfmtainfl  DO  blood,  their'  is  a  lame  ipianlitv  of  albumen  and  a 
considerable  number  of  easts,  The  specific  gravity  remains  nor- 
mal, or  falls  a  little. 

The  course  of  the  disease  varies  in  the  sub-aeule  eases. 

L  The  patients  have  an  attack  lasting  f^v  several  weeks,  char- 
acterized by  albumen  and  casts  in  the  urine,  dropsy,  ana-mia, 
headache,  and  disturbances  of  digest  inn.  These  symptoms  may 
1m ■  well  marked  or  alight  Itfia  not  uncommon  to  see  a  child  go- 
fcng  to  school  while  suffering  from  nephritis. 

The  attack  runs  its  course,  the  patients  eet  well,  but  they  get 
well   with  damaged   kidneys.     They  do  not   continue  to  have  a 
nephritis,  but  they  have  kidneys  which  are  susceptible  to 
allaeks  of  inflammation.     Sooner  or  later,   it    may   not   be  until 
after  sevi-rnl  yenrs,  the  patients  may  have  a  chronic  nephritis. 

2.  The  patients  begin  ID  the  same  way  with  an  attack  which 
Lasts  Un-  several  weeks.  Then  the  symptoms  subside,  but  the  ne- 
phritis seems  to  continue  as  a  very  slow  chrnnie  process  with  few 
symptoms.  The  urine  usually  contains  a  little  albumen  and  a 
few  easts.  The  exereiion  of  urea  may  be  somewhat  diminished. 
TheTC  18  a  disposition  to  secondary  amentia.  But  the  general 
health  may  remain  good  even  if  lliey  work  hard  ami  lead  an 
ordinary  life. 

But  in  other  patients  the  excretion  of  urea  ia  considerably  di- 
minished, the  general  health  is  never  very  good;  they  may  have 
SB  exacerbation  of  the  nephritis,  or  pass  into  the  condition  of 
chronic  unemia. 

3,  The  Hist  attaek  is  Followed  by  other  attacks  which  follow 
eaeh   other   al    intervals  of   weeks  or   months.      Between   the   at- 

the  patients  are  comparatively  well.     But  each  attack  is 
worse  than  the  preceding  one,  and  finally  there  con  tt&ck 

which  proves  fatal. 
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4.  The  most  distressing  COM  to  witness  are  those  which  are 
■  and  continuous.  The  patients  an  constantly  getting 
worse,  and  yet  month*  may  elapse  before  their  sufferings  are 
terminated  by  death.  The  color  of  the  skin  and  of  the  mucous 
membranes  becomes  more  and  more  white;  headaches  are  constant 
and  troublesome;  sleep  is  difficult  and  uurefreshing;  the  eyesight 
is  impaired  or  lost  altogether;  there  is  no  appetite,  but  rather 
constant  nausea  and  irritability  of  the  stomach;  from  time  to 
time  the  arteries  are  contracted  and  there  is  a  disposition  to 
muscular  twitchings  and  general  convulsions.  The  dropsy  con- 
stantly increases,  no  matter  how  large  the  excretion  of  urine. 
The  subcutaneous  connective  tissue  is  everywhere  (edematous  and 
<>us  cavities  are  filled  with  serum.     It  seems  as  if  the  blood 

rum  was  unable  to  remain  in  the  vessels;  it  escapes  everywhere. 

Not  only  does  treatment  fail  to  control  the  nephritis,  but  we 
are  unable  even  to  alleviate  the  symptoms. 

Prognosis.— The  majority  of  cases  of  acute  productive  nephritis 
terminate  unfavorably.  Either  the  disease  goes  on  continuously 
Hid  the  patients  die  at  the  end  of  a  few  days  or  a  few  months;  or 
the  acute  symptoms  subside  and  a  chronic  nephritis  supervenes. 
It  is  not  wise,  however,  to  give  too  unfavorable  a  prognosis  even  in 
severe  cases;  great  improvement  and  even  complete  recovery  are 
nble.  I  see  from  time  to  time  persons,  in  apparently  good 
health  and  able  to  earn  their  living,  concerning  whom  I  have 
unven  a  ver\  unfavorable  prognosis  many  years  ago. 


CXIL    Sub-Acute     Productive    N$pk  r  i  t  is ;    Prim  a  ru  .- 

I  Stage;  Death  from  Lobar  Pneumonia*— Male,  34  years  old, 

May  2,  18S4.     One  month  ago  he  began  to  have  dropsy,  lirst  of 

the  legs,  then  of  the  scrotum;  vomiting,  dyspnoea,  with  dark-col- 

Offed  urine. 

Now.    pulse   100,   breathing  30,    temperature   104°.     Urine  4 
s,  1.012,  large  quantities  of  albumen,  blood  and  epithelial 
The  legs  are  dropsical. 
There  are  dullness  and  bronchial  voice  and  breathing  over  the 
upper  lobe  of  the  right  lung, 

lie  went  on  with  the  symptoms  of  the  lobar  pneumonia  of  the 
i  ight  lung  until  May  6.     Then  it  was  evident  that  pneumonia  was 
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beginning  in  the  left  tang;  he  became  delirious  and  died  on 
May  7, 

Autopsy. — There  is  genera]  dropsy,     The*  heart  is  normal, 

The  upper  and  mi< l<1  u-  lobes  of  tie  right  Lung  are  la  the  con- 
dition of  n<i  hepatization.  Both  Lobes  of  the  left  Lung  are  in  the 
early  stages  of  red  hepatization. 

The  liver,  spleen  and  intestines  are  normal.  The  stomach 
the  lesions  of  chronic  gastritis, 

The  kidneys  weigh  together  1*;  ounces;  their  surfaces  are 
smooth,  the  cortical  portion  thick,  mottled  red  and  gray. 

The  epithelium  of  the  cortex  tubes  is  flattened;  ;i  part  of  the 
tubes  contain  easl  matter. 

Through    Mil'  eorlex   there  are  narrow   strips,   parol  lei   to  the 

vessels,  where  these  is  growth  of  connective  tissue,  atrophy 
of  the  tubes  and  a  growth  of  the  capsule  cells  of  the  Baalpighian 
bodies. 


Case  XXIll,    Sub-Aattt    Frodudivi     Nephr%H$j    Primary; 

Thrti   M»t<ths'  Duration,— Mute,  38,  plasterer,  January  29, 

Be  was  always  strong  and  well  until  three  months  ago,    Then  he 

began  to  vomit  and  hav€  he&daches.      After  three  weeks  he  began 

to  have  general  dropsy, 

Por  the  past  eight  weeks  he  has  had  COUgh  and  mueo-puriileut 

sputum.    The  urine  lias  been  dark  colored,  but  not  diminished. 

Now  he  is  emaciated,  anaemic,  a  little  dropsy  of  the  Pace  and 
legs-  pulse  lus,  breathing  26,  temperature  102  coarse  rales  over 
both  lungs;  urine  1.018,  albumen,  blood,  man  i.u 

After  this  the  quantity  of  urine  varied  from  10  to  M  OUJ 
always  containing  albumen  and  casta.     Be  passed  into  the  con- 
dition ofehronic  artemis  and  died  on  February  •_'."». 

Autopsy. — The  body  is  emaciated.  There  is  an  increase  of 
clear  serum  in  the  pia  mater  ol  the  brain. 

The  left  ventricle  nf  the  atari  is  saoderately  oypertrophied,  the 
valves  are  normal. 

There  are  a  small  number  of  old  and  recent  miliary  tubercles 
in  both  lungs. 

The  Stomach  and  small  intestine  are  coated  with  mucus. 

The  liver  and  spleen  are  normal.  The  kidneys  weigh  together1 
2  pounds;  their  surfaces  are  smooth.  Hie  cortex  thick,  mottled 
gray,  white  and  red. 

In  the  straight  tubes  of  the  cortex  the  epithelium  is  swollen: 
Contain  cast   matter,  some  bloml. 

The  epithelium  of  the  convoluted  tubes  is  in  some  places  flat- 
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toned,  in  others  swollen  and  detached;  some  of  the  tubes  are 
dilated. 

In  the  Malpighian  bodies  the  tuft  cells  are  increased  in  size  ami 
Dumber;  the  capsule  eella  are  swollen,  TheTe  are  patches  of  con- 
oeetive  tissue  between  the  tubes. 

Cass  XXIV  Sub-Acuti  Productive.  Nephritis;  Primary; 
Symptom*  Continuous  fo%  Four  Month*  up  to  Death. — Female, 
is  wars  old,  October  !'.  1S77.  Three  muiit.hs  aun  her  feet  and 
eyelids  became  swollen,  ami  this  swelling  lias  continued  ap  to  the 
present  time,  She  aha  had  dyspnoas  and  vomiting  ami  the  urine 
wbm  scanty  and  dark  colored.  The  dropsy  has  continued  and 
she  baa  become  very  pale. 

Mow,  October  H.  there  is  general  dropsy;  urine  1,018,  a  good 
deal  of  albumen,  no  casts. 

October  11  :  For  twenty  hours  she  passed  no  urine,  then,  after 
a  hot-air  bath,  she  passed  20  ounce*. 

After  this  the  dropsy  continued;  vomiting  and  diarrh<Ba  could 
unt  he  controlled;  there  were  no  cerebral  symptoms;  the  urine 
ums  abundant  in  quantity. 

November  3  she  died.    There  was  general  subcutaneous  <lr 

Autopsy. — The  brain  was  not  examined.  The  wall  of  the  left 
ventricle  of  the  heart  is  a  little  thickened,  the  wall  of  the  right 
rentricle  is  thinned,  the  valves  are  norma! 

Both  pleural  cavities  are  half-full  of  serum;  the  lnn^s  are 
small  am!  dry. 

The  liver  ami  sple<«u  are  targe  anil  firm. 

The  stomach  and  intestines  are  normal.  The  kidneys  weigh 
together  20  ounces.  Their  surfaces  are  smooth,  the  cortex  thick 
and  white,  the  pyramids  r**i\. 

The  convoluted  tubes  are  dilated,  the  epithelium  is  flattened; 
there  are  casts  ami  broken-down  epithelium  in  some  <>!'  the  tubes. 

In  the  Malpighian  bodies  the  capsules  are  thickened  ami  the 
capsule  cells  are  increased  in  number  s<»  as  to  eoznpreea  the  tufts. 

There  is  a  diffuse  growth  of  connective  Tissue  between  the  em 
ihes. 


Cask  XXV.  Sub-Acuti  ProductiM  Nephritis;  Primary;  hi- 
torval  of  Improvement. — Female,  15  years  old,  January  3,  188^. 
She  was  perfectly  well  until  one  yeai  ago,  Then,  alter  exposure 
to  cold  and  wet,  she  suddenly  developed  dropsy  of  the  face  and 
legs,  with  slight  cough  and  dyspnoea  and  scanty  urine. 

The  dropsy  increased  and  she  entered  a  hospital  where  she  re- 
mained  five   months.     There  she   improved  and   was  pretty  well 


4  Ml  J 


ACUTE   I'RODUCTIVK    NEPHRITIS. 


until  two  months  ago,  when  the  dropsy  returned  with  headache, 
;i  and  loss  of  vision. 

Bhe  k  now  very  amende,  with  general  dropsy,  dyspiaeu,  sibilant 
and  subercpitant  rales  over  both  lungs. 

January  10,  1SS4,  she  is  out  of  bed,  with  much  Jess  dropsy. 

February  L:  The  dropsy  has  returned,  with  headache,  vomit- 
ing iind  dyspnoea.  Urine  30  to  57  ounces,  1.020-1,024,  much  al- 
bumen and  many  easts. 

February  25  she  died, 

Autopsy. — All  the  viscera  except  the  brain  were  examined  and 
found  normal,  except  the  kidneys. 

The  kidneys  are  large,  their  surfaces  smooth;  tie-  cortex  thick 
and  mottled  red  and  white. 

The  epithelium  of  the  cortex  tubes  is  swollen  and  degenerated. 
There  is  an  extensive  growth  of  connective  tissue  between  the 
tubes.  In  the  Malpighian  bodies  there  is  B  marked  growjll  of 
capsule  cells. 

OifiB  XXVI.     Sub-Acute   Productive   Nephritis;   Puerperal; 

Followed  bij  Chronic  Nephritis  and  Death  at  the  End  of  Five 
Years. — Female,  :i0  years  old.  February  8,  1$81,  she  had  a 
child;  the  labor  was  normal. 

March  7,  1881,  she  went  to  bed  well.  She  woke  in  the  morning 
with  headache,  vomiting  and  fever.  This  was  followed  by  the 
development  of  an  abscess  in  one  breast.  The  urine  was  dark 
colored  but  not  diminished  in  quantitiy. 

She  was  in  bed  for  fmir  weeks,  the  vomiting  continuing  during 
that.  time.  After  getting  up  she  noticed  there  was  dropsy  of  the 
face,   feet   and  legs. 

April  15  to  July  14  she  was  up  and  about,  complaining  only 
of  hiss  of  appetite  and  dropsy  of  the  legs. 

July  14  to  September  3  she  was  in  a  hospital,  but  did  not  im- 
prove. 

October  13  she  was  amende,  a  little  dropsy  of  the  Legs,  increased 
arterial  tension,  a  good  deal  of  albumen  ami  many  casts  in  the 
urine. 

February  24,  1882,  she  seemed  to  be  well,  with  no  albumen  or 
casts  in  the  urine.  After  this  she  seemed  to  be  well  and  went 
through  two  confinements  without   any  trouble. 

April  14,  1886,  she  began  to  have  headache,  loss  of  eyesight, 
occasional  vomiting  and  dyspnoea, 

April  *J1  she  same  back  to  the  hospital  feeble,  emaciated  and 
anaemic;  a  friction  sound  over  the  heart;  urine  1010,  albumen, 
hyaline  easts;  urea  11  grains  to  the  ounce. 
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she  passed  into  the  condition  of  ehronie  anemia,  and  died 

April  25,  1- 

Autopsy. — The  body  is  muaeiatcd  without  dropsy.  The  lungs 
an  o'dniiatnos.  The  pericardium  is  coated  with  fibrin.  The 
mitral  valve  is  thickened;  the  left  ventricle  u  hypertrophied. 

The  fiver  and  spleen  are  congested*  The  stomach  and  small  in- 
testine are  eongested  and  coated  with  mucus.  The  kidneys  weigh 
together  6  ounces;  the  capsules  aw  adherent;  the  surface*  are 
nodular. 

Snior  oi  the  cortex  tubes  are  atrophied,  others  dilated;  there  is 
as  extensive  growth  of  connective  tissue  between  the  tubes;  many 
of  tht*  Malpighian  bodies  are  atrophied. 


atment, — In  the  cases  in  which  the  disease  behaves  like  an 
acute  exudative  nephritis  the  indications  for  treatment  aiv  the 
s.iinr  as  in  the  latter  disease,  although  the  results  are  tint  as 
satisfaetoi 

The  management  of  the  Bub-aeote  cases  requires  the  exercise  of 
intelligence  and  care.  It  is  necessary  to  appreciate  exactly  the 
condition  of  each  patient.  We  notice  the  quantity  of  albumen, 
the  number  of  casts,  the  excretion  of  area,  the  presence  or  absence 
of  dropsy,  the  degree  of  the  secondary  amentia,  and  the  general 
em  h  lit  ion  of  the  patient. 

It  a  patient  has  little  or  no  dropsy,  no  headache,  no  dyspnoea, 
uu  hypertrophy  of  the  left  ventricle,  no  chronic  arteritis,  no 
vomit  in l'.  and  the  haemoglobin  up  to  70  per  cent.,  we  can  disre- 
gard a  good  deal  of  albumen  and  many  easts  in  the  urine.  These 
its  need  solid  fond,  an  out-of-door  life  in  a  suitable  climate, 
and  no  drugs  except  for  the  relief  of  functional  disturbances.  I 
even  have  wry  good  results  with  persons  who  are  obliged  to  live 
ti.-s  and  eoiitinue  at  their  regular  work. 

The  more  severe  cases  have  to  he  managed  differently. 

At  first  it  is  wis.  to  keep  the  patients  in  bed  and  on  an  ex- 
tensively milk  diet.  In  some  of  the  patients  the  daily  use  of  the 
hot  pack  seems  i  *  *  lie  of  service;  in  some  nothing  is.  gained  by  its 

ri  some  it  is.  I  think,  harmful.     I  do  not  know  how  to  dis- 
hrmnisii  the  appropriate  cases  for  the  hot  pack  except  by  trying 
use  for  a  few  days. 
Digitalis  in  small  doses  seems  in  some  of  the  cases  to  exert  a 
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favorable  effect  on  the  nephritis.  At  all  events  the  quantity  of 
the  albumen  in  the  urine  diminishes  and  the  patients  improve; 
hut  in  some  easts  it  does  nothing.    In  the  same  way  morphine 

in  siiimII  doses,  sometimes  not  inure  than  &\Y  oi  a  grain,  relieves  the 

headache,  sleeplessness  and  nausea,  ami  the  patients  are  evidently 
better  for  it.  But  there  are  other  patients  in  whom  the  morphine 
is  nl"  no  serviee  whatever. 

The  dropsy  is  always  nl"  eOBSequenee.      It   is  associated  with  a 

soft  pulse;  a  faint  heart  action,  rather  feeble  than  forcible;  bo 
great  disposition  to  venous  congestion.  The  composition  of  the 
Mood  is  profoundly  changed  by  the  diminution  in  the  quantity 
oi  tuemoglobin  and  the  number  of  mi  blood  cells,  and  probably 
in  ether  ways  which  we  do  tiol  appreciate.  The  quantity  of  urine 
may  be  either  diminished  or  increased.  The  dropsy,  therefore, 
does  m>t  seem  to  depend  on  changes  in  the  hlood  pressure  i»r  on 
the  quantity  of  urine,  hut  rather  on  changes  in  the  composition  «>! 

the  blood  Or  in  the  walls  of  the  arteries.  It  is  a  dropsy  which  it  is 
very  diOieuli  t<>  treat  intelligently. 

There  are  eases  in  whieh  the  dropsy  will  disappear  simply  with 
the  rest  in  lied  and  the  milk  diet. 

There  are  cases  in  wliieh  profuse  sweating  by  the  hot-air  bath 
or  the  hot  pack  diminishes  the  dropsy.  But  some  of  these  pa- 
tients cannot  he  made  to  sweat,  some  of  them  are  too  allien  de- 
pressed hy  the  beat,  in  some  the  sweating  does  not  diminish  the 
dropsy. 

Hydra  gogue  cathartics,  such  as  jalap  and  elaterium,  wil] 
diminish  the  dropsy  for  a  time.    Their  use,  however,  cannot  be 
continued  lor  any  length  of  time  without  irritating  the  stomach 

and  intestines. 

The  daily  use  id'  good  massage  with  compression  of  the  le^rs  hy 
bandages  i>  sometimes  of  real  value. 

Digitalis,  caffeine,  and  strophantnus  in  many  cases  act  efficient- 
ly, even  when  they  do  not  increase  the  quantity  of  urine.  They 
are  the  mosl  Useful  drugs  for  this  particular  purpose, 

The  use  of  diuretics  is  limited  In  the  rases  in  which  the  quan- 
tity of  urine  is  diminished.     In  a  patient  with  increasing  di 
who  is  already  passiiiLr  1M»  nr  100  minces  of  urine  a  day.  diuretics 
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i  indicated.    The  drugs  ordinarily  employed  to  effect  diure- 
sis are  those  which  act  on  the  circulation — digitalis.  caOVim 
pliant  tins,  and  eouvallaria ;  and  those  which  are  supposed  tn  ad 

on  the  kidneys — acetate  oJ  potash,  lactate  of  strontium,  squill*, 
diuretin.  Qood  results  are  reported  from  the  use  of  those  drugs. 
But  experience  shows  that  in  some  patients  the  quantity  of  urine 
cannot  be  increased,  and  in  others  the  increase  in  the  quantity  of 
urine  is  not  followed  by  diminution  of  the  dropsy. 

It  would  seem  as  if  the  disposition  to  dropsy  could  be  eon- 
trolled  if  we  could  control  the  composition  of  the  blood,  increase 
the  number  of  the  blood  cells,  and  raise  the  specific  gravity  of  the 
blood  serum.     Unfortunately  we  do  nol  know  ln>w  to  do  this. 

When  necessary,  to  make  the  patient   more  comfortable,  we 

have  to  Tap  the  peritoneal  ami  pleural  cavities  and  to  puncture 

the  skin  of  the  leg 

[i  the  patients  improve,  the  milk  diel  is  to  be  gradually  re- 
placed by  solid  food,  iron  is  to  be  given  in  fair  doses,  and  the 

patient  gets  mil  of  bed  and  out  of  the  house.  At  this  time  cli- 
male  becomes  a  matter  of  much  importance.  The  patient  should 
be  Bent  to  a  warm,  dry,  equable  climate,  where  lie  can  lead  a-n 
out-floor  life. 

Chronic  Congestion  or  the  Kidnsi 


There  are  a  number  of  morbid  conditions  which  interfere  with 
the  Circulation  of  the  Mood  in  the  aortic  system  in  such  a  ua> 
that  the  blood  accumulates  in  the  veins  ami  is  diminished  in  the 
arteries.  The  most  common  of  these  conditions  are  :  chronic  in- 
flammation of  the  aortic  and  mitral  valves,  dilatation  of  the  heart, 
aneurism  of  the  arch  of  the  aorta,  pulmonary  emphysema,  and 
accumulations  of  Quid  in  the  pleural  cavities. 

hi   pulmonary  emphysema  the  disturbances  **f  circulation  are 

confined  to  the  cases  in  which  their  is  obstruction  t*«  th«  passa^- 
of  blood  through  the  lungs,  dilatation  and  hypertrophy  of  the 

right  ventriele,  and  then  venous  congestion.      More  nr  less  dropsy 
ularly  developed  at  about  the  same  time  as  the  congestion  of 
the  kidneys, 
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Large  accumulations  of  fluid  in  the  pleural  cavities,  if  fchej 
remain  for  any  length  of  tim6,  may  produce  well-marked  chronic 
BQngeatioiL  This  is  denied  by  Rartels,  who  says  that  he  has 
never  known  congestion  or  any  serious  disturbance  of  the  renal 
functions  to  occur  as  a  result  of  pleuritic  exudations.  I  have, 
however,  sin-it  congestion  produced  in  this  way  a  number  of  times. 
T  think  that  it  is  a  lesion  of  consequence  to  the  patient,  and  I 
believe  that  it  furnishes  an  additional  reason  for  the  early  re- 
moval of  fluid  from  the  pleural  cavities. 

Etiology. — By  far  the  most  common  cause  of  chronic  conges* 
lino  ol  the  kidneys  is  disease  of  the  heart.  So  long  as  a  heart  with 
chronic  endocarditis,  or  myocarditis,  or  dilatation,  is  able,  in  spite 
of  its  damaged  state,  to  carry  on  the  circulation  fairly  well.  BO  see* 
ondarv  changes  in  the  kidneys  are  produced.  But  as  soon  as  the 
blood  accumulates  in  the  veins  to  any  considerable  extent  the  kid- 
neys suffer.  One  of  three  things  regularly  happens  to  them: 
cither  chronic  congestion,  Of  chronic  degeneration,  or  chronic  ne- 
phritis is  developed.  It  is  also  necessary  to  remember  that  chronic 
endocarditis  and  chronic  nephritis  often  exist  in  the  same  person, 
although  neither  one  of  them  is  secondary  to  the  other. 

Morbid  AfUttomy, — The  kidneys  are  of  medium  size,  or  rather 
large.  Their  \vri<:lit  is  increased,  somewhat  out  of  proportion  to 
the  increase  in  size.  The  color  is  dark  red,  the  consistence  is  very 
hard,  the  surfaces  are  smooth,  the  capsules  arc  not  adherent.  The 
congestion  is  most  marked  in  the  veins  of  the  pyramids;  they  con- 
lain  an  increased  quantity  of  blood,  and  are  often  dilated,  The 
capillaries  of  the  vortex  are  also  congested,  but  it  is  rather  excep- 
tional to  find  them  dilated.    The  epithelium  of  the  convoluted 

tnbefl  is  swnlh-ii,  and  the  separate  cells  of  which  it  is  eojiij  n,«  d  are 
more  evident.  Or,  instead  of  this,  the  epithelium  is  much  flat- 
tened so  that  the  Lumen  of  the  tube  is  larger.  I  think  that  this 
flattening  of  the  epithelium  belongs  to  the  kidney*  which  give 
urine  Containing  B  good  deal  of  albumen. 

The  most  constant  nod  dmrecteriatie  change  is  in  the  glomeruli. 
The  capillaries  which  make  up  the  trlomerulus  arc  dilated,  with 
more  or  less  thickening  of  their,  walls.     So  far  as  I  know  this 
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change  in  the  glomeruli  is  constant  and  persists,  even  if  the 
congestion  is  succeeded  by  a  trmj  nephritis. 

"Wliile  the  congestion  often  persists  up  to  the  time  of  the  pa- 
tient's death,  it  may,  instead,  be  followed  by  a  chronic  nephritis. 

This  may  be  a  chronic  nephritis  either  with  or  without  exuda- 
tion. 

SifHiptovis. — Of  the  persons  who  dm  with  chronic  congestion  of 
the  kidneys  a  large  number  present  marked  symptoms  during  life, 
but  it  is  difficult  to  determine  how  largely  these  symptoms  are 
dim  tO  the  congestion  nf  the  kidneys. 

A  congestion  of  a  few  weeks1  duration,  such  as  we  see  with 
large  effusions  of  ftnid  in  the  pleura]  raviiies,  seems  to  give  bo 

.  t  symptoms  and  no  change*  in  the  urine. 

The  question  is  complicated  by  the  fact  that,  with  chronic  en- 
docarditis and  pulmonary  emphysema,  any  one  of  the  following 

kidney  lesions  may  GO-exisfc: 

1.  Chronic  congestion. 

2.  Chronic  congestion  followed  by  chronic  exudative  nephritis. 

3.  Chronic  congestion  followed  by  chronic  nephritis  without 
exudation. 

4.  Chronic  degeneration. 

5.  Chronic  degeneration  followed  by  chronic  nephritis  with 
exudation. 

6.  Chronic  nephritis  with  exudation  not  preceded  In 
tion. 

7.  Chronic  nephritis  without  exudation  not  preceded  by  con- 
gestion, 

Here  are  seven  different  kidney  lesions,  each  one  of  them  he* 
•iated  with  cardiac  disease. 

In  bail  eases  of  heart  disease  tin-  ordinary  symptoms  are: 
dyspnoea,  cough  and  expectoration,  general  dropsy,  vomiting, 
headache,  delirium,  convulsions,  coma,  ansiniia,  loss  of  flesh  and 
strength. 

It  is  always  difficult,  and  often  impossible,  in  any  ^iven  case 
of  heart  disease  to  determine  certainly  which  kidney  lesion  ec 
The  general  rules  which  we  follow  are  these 

Chronic  Congestion. — The  cardiac  symptoms  not  as  severe; 
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dropsy  often  present;  tin*  quantity  of  the  arise  moderately  di- 
minished, its  specific  gravity  normal  or  higher  than  normal,  al- 
bumen in  very  small  quantities,  few  OT  DO  hyaline  easts. 

Chronic  Congestion  followed  by  Chronic  Nephritis  with  Exudes 

tt,ni.  '\%\w  cardial*  symptoms  more  severe;  the  dropsy  well 
marked;  the  urine  scanty,  its  specific  gravity  normal  or  lowered, 
a  large  quantity  of  albumen,  ami  casts  in  variable  number. 

(,Itroai<  Congestion  followed  hit  Chronic  Nephritis  without 
KsitfhiiioH.—The  patients  are  liable  to  have  attacks  of  contraction 
of  the  arteries.  The  dropsy  is  not  as  constant  The  quantity 
of  the  urine  varies,  sometimes  above,  sometimes  below  the  nor- 
mal. Its  specific  gravity  is  low.  There  is  but  little  albumen  ex- 
cept when  the  arteries  are  contracted.    Loss  «>f  flesh  and  strength 

are  marked  features. 

Chronic  &e§eneration. — The  cardiac  symptoms  are  severe; 
dropsy  is  regularly  present  hut  not  always  marked.  The  quan- 
tity of  the  urine  varies,  its  specific  gravity  is  unchanged,  there  is 
but  little  albumen.  The  patients  are  feeble  and  ameniie.  with  a 
prolonged  period  of  scanty  urine,  delirium,  stupor,  and  the  ty- 
phoid state. 

Chronic  Dcfjeni  ration  followed  In?  Chronic  Nephritis  t*ith  i 

<t. — The  cardiac  symptoms  are  severe  and  the  dropsy  well 
marked.  The  quantity  of  urine  is  smalt  its  specific  gravity  is 
lather  hi^rh  than  low.  Albumen  is  present  in  large  quantities, 
casts  are  not  as  constant.  The  patients  are  feeble,  anaunic,  and 
get  worse  rapidly. 

chronic  Nephritis  either  with  or  without  Exudation,  m>t 
ceded  hit  Congestion,    In  these  patients  there  is  the  ordinary 

history  of  chronic  nephritis  lastiuir  for  months  or  years.  Then, 
as  the  endocarditis  advances,  the  heart's  action  becomes  worse 
and  the  circulation  is  disturbed,  the  different  cardiac  symptoms 
are  added. 

Treatment. — Although  we  are  unable  to  remove  the  mechanical 
interference  with  the  circulation,  yel  the  condition  of  the  pa- 
tients San  ohm  be  Vftty  much  improved.  The  main  indications 
are  to  improve  the  character  of  the  circulation  and  to  remove  the 
dropsy.      In  order  to  improve  the  circulation  it  is  absolutely  nec*-s- 
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sary  to  study  the  character  of  Hie  heart's  action,  to  appreciate 

the  organic  changes  in  t lit*  heart,  ami  1"*  determine  whether  tin* 
walls  of  the  arteries  are  thickened,  and  whether  then-  is  an  in- 
crease or  diminution  of  the  arterial  tension.  It  is  unfortunate 
that  there  is  no  instrument  tr#  tell  us  certainly  what  the  arterial 
tension  is:  we  have  to  depend  upon  the  sense  of  touch.  This, 
however,  can  be  educated,  and  a  physician  is  not  competent  to 
manage  cardiac  casta  if  h<  cannol  appreciate  changes  in  arterial 
on. 

In  many  patients  with  in  irregular  heart,  dyspmea  and  dropsy, 
simple  red  is  of  the  greatest  service.  This  is  especially  marked 
in  hospital  patients  who  have  tried  to  work  up  to  the  time  of  their 
admission.  It  is  often  a  good  rule  to  give  no  medicine  to  such 
patients  until  we  wee  how  much  they  improve  with  real  a1 

The  regulation  of  the  food  is  of  importance,  It  is  to  be  re- 
membered that,  while  gastric  indigestion  and  flatulence  make  the 

heart  act  inn  worse,  on  the  Other  hand  (Heal  is  one  of  the  best  car- 
diae  stimulants.     Most  patients  art  for  meal  in  some  form 

at  least  once  a  day. 

Tumultuous  and  exaggerated  heart  action  way  be  due  to  eon* 
traction  of  the  arteries  and  require  such  dru^s  as  nitro-gly* 
or  chloral  hydrate.  It  may  be  the  expression  of  a  heart  which  is 
r- -alU  feeble  and  requires  digitalis.  It  may  mean  B  real  ex:i 
at  ion  of  the  muscular  action  of  the  heart  and  lie  benefited  by 
aconite,  belladonna,  and  the  local  action  of  cold.  A  feeble  heart 
without  contraction  of  the  arteries  calls  for  cardiac  stimulants; 
digitalis,  strophanthufi  and  caffeine  are  the  best.  But  it  is  io  be 
remembered  that  with  aortic  and  mitral  iteaofeiflr,  myocarditis 
and  diseased  coronary  arteries,  there  comes  a  time  when  cardiac 

stimulants  make  the  heart's  actios  worse  instead  of  better.  This 
is  the  time  for  the  use  of  opium.  Small  doses  of  codeine  or  of 
morphine  give  tin'  patient  more  relief  than  ran  be  obtained  is 

any  other  way. 

In  many  patients  the  condition  of  the  heart  and  arteries  varies 
from  day  to  day.  so  that  there  have  to  be  many  corresponding 
pes  and  combinations  of  the  drugs — the  cardiac  stimulants, 
the  arterial  dilators,  and  the  opium. 
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The  dropsy  is  more  or  less  favorably  affected  by  the  red  m  bed 

and  the  regulation  of  the  riradation.     1 1  •■an  also  I •**  reduced  In 
the  hot  pack  and  the  hot-air  hath. 

For  vn-y  extensive  cardiac  drnpsies.  With  only  chronic  con- 
gestion of  th<j  kidney  or  hut  little  nephritis.  calomel  is  the  most 
efficient  diuretic.  Three  grains  of  calomel  with  TV  of  a  grain  of 
morphine  four  times  ;i  <];iv  for  four  days  is  the  dose.  The  mouth 
and  gums  are  to  be  kept  very  clean.  If  the  drag  acts  property 
there  is  hut  little  effect  on  tlie  bowels  and  no  salivation,  but  on 
the  third  day  the  quantity  of  urine  increases  inn)  remains  large 
for  several  days.  The  dropsy  diminishes  and  may  disappear  al- 
together. 

CBBON1C     Di:<iKNRRAT10N    (IF    THK    KlDNEY. 


Definition. — A  chronic  disease  of  the  kidneys  characterized  by 
degenerative  change*  in  the  renal  epithelium. 

Synonyms, — Chronic  Bright *s  Disease,  Chronic  Parenehynia- 
toilfl  Nephritis.  Fatty  Kidney. 

Etiology* — '^'ie  >*BW  mechanical  obstructions  to  the  circulation 
— heart  disease,  pleuritic  eJTusions,  etc. — which  produce  chronic 
stum,  ran,  instead  of  this,  produce  chronic  degeneration  of 
the  kidney. 

It  is  said  that  anamiia  of  the  kidneys  produces  degeneration  of 
the  renal  epithelium.  Experiments  upon  animals  show  that  this 
view  is  theoretically  possible.  It  may  be  that  the  defeneration 
of  the  kidneys  seen  in  old  and  feeble  persons  is  dor  to  a  dimin- 
ished blood  supply,  but  we  Ban  hardly  speak  with  certainty  on 
this  point. 

Chronic  diseases,  such  as  phthisis-  and  cancer,  are  followed  by 
chronic  degeneration  of  the  kidneys 

There  is  a  group  of  earn  in  which,  although  the  healih  of  the 
patients  is  not  good,  it  is  not  easy  lo  fix  on  a  definite  cause  for 
the  chronic  degeneration. 

Apparently  many  of  the  authors  who  describe  a  "chronic  pa- 
renchymatous nephritis"  include  under  this  head  both  chronic 
degeneration  and  chronic  nephritis. 
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The  natter  is  farther  complicated  by  the  fact  that  the  kidneys 
may  be  in  the  condition  of  chronic  degeneration  for  some  time, 
and  then  become  further  altered  by  a  chronic  nephritis  with  exu- 
dation, and  by  waxy  degeneration  of  the  glomeruli. 

Morbid  Anatomy. — If  the  degeneration  follow  heart  disease  the 
kidneys  an*  largo,  weighing  together  from  sixtrm  to  twenty 
ounces.  Their  surfaces  ore  smooth;  the  cortical  portion  is  thick- 
ened, of  pink  or  white  color,  the  pyramids  are  red.  The  gross 
appearance  is  that  of  the  so-called  largo  white  kidney.  The  epi- 
thelium of  the  eorteS  tubes  is  swollen  and  coarsely  granular.  The 
capillaries  of  the  glomeruli  are  dilated,  with  more  or  less  thicken- 
f  their  walls.  The  veins  in  the  pyramids  are  congested. 
There  are  no  changes  in  the  stroma,  or  in  the  artei 

If  the  degeneration  follows  phthisis,  cancer,  or  any  wasting  dis~ 
ease,  the  kidneys  are  usually  large,  with  a  white  or  yellowish  cor- 
tex. There  are  no  changes  except  in  the  cortex  tubes.  In  these 
the  epithelial  cells  are  either  coarsely  granular,  or  infiltrated  with 

fat 

If  the  degeneration  occurs  In  old  people,  or  without  discover- 
able cause,  the  kidneys  may  he  either  large  and  white,  or  of  the 
size  and  appearance  of  a  norma]  kidney,  or  small  and  red.     There 
are  the  same  degenerative  changes  in  the  epithelium  of  the 
tubes,  with  no  lesions  in  the  stroma  or  the  glomeruli. 

Symptoms,  —With  the  degeneration  caused  by  heart  disease  the 
quantity  of  the  urine  vanes  with  the  changes  in  the  action  of  the 
and  the  contraction  of  the  arteries,  sometimes  abundant, 
sometimes  scanty,  sometimes  suppressed,  The  specific  gravity  is 
not  lessened,  nor  is  the  proportion  of  urea  to  tin*  ounce  dimin- 
ished. Albumen  and  tmMs  in  small  quantities  are  more  frequently 
it  than  with  chronic  congestion*  While  it  is  difficult  to 
-•pa rate  the  kidney  symptoms  from  the  heart  symptoms,  yet  one 
has  the  impression  that  this  kidney  lesion  is  more  serious  than 
chronic  congestion,  and  has  its  effect  in  increasing  the  loss  of 
nutrition  ami  tin-  anaemia. 

If  tin-  degeneration  is  followed  by  chronic  nephritis  with  exu- 
dation,  albumen   appears  in  the  urine  in   large  quantities;  the 
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amemia  and  dropsy  are  very  marked,  and  the  patients  get  worse 

rapidly. 

When  the  degeneration  accompanies  chronic  diseases,  such  as 
phthisis  or  cancer,  the  urine  remains  normal,  or  from  time  to 
time  contains  a  little  albumen  and  a  few  casts.  The  patients  are 
so  ill  with  their  primary  disease  that  the  secondary  degeneration 
of  the  kidneys  is  hardly  appreciable  during  life. 

The  group  of  cases  in  which  the  degeneration  occurs  without 
discoverable  cause  is  interesting,  for  the  kidney  lesion  may  be  the 
cause  of  death.  It  is  a  difficult  group  to  study,  because  the  cases 
are  not  very  numerous,  and  the  clinical  histories  and  autopsies 
are  apt  to  be  dissociated.  The  autopsies  are  for  the  most  part  in 
hospital  patients  with  short  and  imperfect  histories;  while- the 
clinical  histories  are  of  private  patients  on  which  it  is  difficult  to 
obtain  autopsies.  I  think,  however,  that  it  can  be  said  the  urine 
remains  normal,  or  from  time  to  time  contains  a  little  albumen 
and  few  casts.  Neither  dropsy,  nor  a  pulse  of  high  tension,  nor 
an  hypertrophied  left  ventricle,  nor  acute  unemic  symptoms,  are 
present. 

The  patients  generally,  month  after  month,  lose  flesh  and 
strength,  and  become  more  or  less  amvmic.  They  may  have  a  va- 
riety of  digestive  disturbances.  The  course  of  the  disease  is  slow, 
sometimes  interrupted  by  periods  of  improvement,  but  regularly 
getting  worse  from  year  to  year.  Finally  the  patients  are  so 
feeble  that  they  remain  in  bed;  they  develop  alternating  delirium 
and  stupor,  and  so  die. 

The  diagnosis  is  these  cases  is  extremely  difficult.  They  resem- 
ble cases  of  malignant  disease  in  which  no  tumor  can  be  found, 
and  cases  of  chronic  nephritis  with  normal  urine  and  no  changes 
in  the  heart  or  arteries. 

Tritittmnl. — It  is  not  easy  to  find  means  to  influence  chronic 
degeneration  of  the  renal  epithelium.  The  best  that  we  can  do 
for  the  patients  is  to  stop  all  vicious  habits,  to  regulate  the  diet 
and  mode  of  life,  and  to  relieve  the  disturbances  of  circulation. 

Task  XXVII.     Chronic  Dtifi  M-ratiun  of  tin  Kidmy,  irith  /'u/- 
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menary  PhthisU. — Male,  98  years  old,  November  11,  l-s7">.  Be 
has  bad  it  cough  for  about  a  year.  Three  weeks  tgo  he  had  a 
chill,  followed  by  forer,  headache,  general  pains,  vomiting  and 
diarrhoea, 

Now,  pube  126,  temperature  102®,  urine  1018,  no  albumen;  he 
is  delirious  and  in  the  typhoid  state.    Over  both  hums  in  front 

and  behind  there  are  dullness  OH  percussion  and  siiherepitant 
rales.      H»'  continued  in  the  same  condition,  and  died  on  Novem- 

Autopsy. — The  brain  was  not  examined,     In  the  upper  lobe  of 

the  righl  long  these  is  fibrous  tissue,  large  H sy  oodules,  and 

complete  red  hepatization.  In  the  lower  lobe  there  ere  scattered 
patches  of  red  and  cheesy  hepatization.  In  both  lobes  of  the  tefl 
lung  there  are  Mattered  patches  of  red  and  cheesy  hepatization. 
The  liver  is  normal.     The  spleen  is  lar^re  and  soft. 

In  the  lower  pari  of  the  ileum  there  are  s  lew  small,  tubercular 
ulcers,  The  kidneys  are  large,  with  thick  cortex.  The  epithe- 
liuni  of  the  cortex  tubes  is  markedly  swollen  and  degenerated. 
The  tuft  cells  of  tin-  Afalpighian  bodies  are  swollen. 


ie  XXV1JL  Chronic  Degeneration  ef  th\  Kidney,  after 
Childbirth.— Female,  20  years  old,  December  7.  1874.  Five 
months  age  ihe  was  confined;  sines  then  she  has  eomplained  of 

ROBS   and   eardiae   palpital ion 

For  two  months  ihe  has  had  s  cough,  with  yellow,  tenaeious 
sputum,  tinged  with  blond,  and  aigh.1  sweats*  She  has  also  had 
headache,  pain  after  eating,  nausea  and  vomiting,  but  no 
dropsy. 

Now  there  are  no  physical  signs  oyer  the  chest,  no  dropsy,  urine 
1018,  contains  no  albumen. 

December  9  she  became  delirious  and  bad  a  general  convulsion. 

December  13  she  died  comatose . 

Autopsy. — The  brain  is  soft  and  oedematous.  The  heart  is 
normal  but  rather  soft.     The  lungs  are  small,  congested;  there  is 

no  pus  in  the  bronchi. 

The  liver  is  fatty,  the  spleen  is  normal.  The  stomach  and  in- 
testines are  normal.  The  kidneys  are  of  medium  size,  with 
smooth  surfaces. 

There  is  very  marked  swelling  and  degeneration  of  the  epithe- 
lium of  the  cortex  tubes.  The  appearance  is  like  that  of  afs-rn  • 
poisoning.    The  tuft  cells  of  the  Malpighian  bodies  are  swot* 

len. 
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Chsonic  Productive  {hk  Diffuse)  NKi'iiifrns  with  Exudation. 


Definition. — A  chronic  inflammation  of  the  kidney  attended 
with  a  growth  of  new  oonnective  tissue  in  the  stroma,  permanent 
changes  in  the  glomeruli,  degeneration  of  the  renal  epithelium, 
exudation  from  the  blood  vessels,  and  sometimes  changes  in  the 
walls  of  the  arteries. 

8ynontfm8. — Chronic  Blight 'a  Disease,  Chronic   I'arencln  ina- 

tous  Nephritis;  Chronic  Glomerr&o-Nephritifi;  Waxy  Kidm-\  ; 
Large  White  Kidney,  Chronic  Diffuse  Nephritis;  Chronic  Des- 
quamative Nephritis. 

It  lias  been  customary  to  bold  thai  in  all  these  kidneys  the  pri- 
mary   and   most   important   changes  are  in  the  renal  epithelium. 

while  in  another  set  of  kidneys  the  primary  and  important 

changes  an*  in  the  stroma.  In  other  words,  that  the  eases  Of 
chronic  nephritis  can  be  divided  into  two  c lasses —  pare nchyma- 
tous  nephritis  and  interstitial  nephritis, 

I  do  not.  think  that  this  classification  is  supported  by  facts. 

In  all  the  forms  of  chronic  nephritis  changes  are  to  be  found 
in  the  renal  epithelium,  the  glomeruli,  and  the  stroma.  Whether 
the  changes  in  the  stroma,  the  glomeruli,  or  tin1  epithelium  are 
the  more  marked  makes  do  difference  in  the  clinical  symptoms. 
But  the  presence  or  absence  of  exudation  from  the  renal  blood 
vessels  dnes  correspond  to  a  marked  difference  in  tbe  symptoms. 
The  existence  of  the  exudation  from   the  renal   vessels  is  easily 

shown  by  the  presence  of  serum  albumen  in  the  urine.    In  this 

way  we  readily  distinguish  too  forms  of  chronic  nephritis,  one 

with  exudation  and  one  without. 
The  wiiy  of  looking  at  the  matter,  then,  is  this: 
Wr  !inii  after  death  from  chronic  nephritis  a  great  many  vane. 

tics  ill  the  grOSS  appearance  of  the  kidneys.      Some  are  large,  some 

are  small,  some  are  v*''\,  some  are  white,  etc.  There  is  no  regular 
correspondency  between  these  different  gross  appearances  of  the 
kidneys  and  the  clinical  symptoms. 

We  find  in  these  same  kidneys  changes  in  the  renal  epithelium, 

in  the  stroma,  in  the  glomeruli,  and  in  the  arteries.    Sometimes 

a  the  other  of  these  elements  of  the  kidneys  is  the 
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most  changed.  There  is  no  regular  correspondence  between  the 
predominance  of  the  changes  in  one  of  the  kidney  elements  over 
the  other  and  the  clinical  symptoms. 

On  the  other  hand,  the  whole  behavior  of  patients  suffering 
from  the  two  forms  of  chronic  nephritis  is  so  different  that  we 
must  divide  them  into  at  least  two  classes.  Until  we  can  discover 
the  causes  which  produce  these  Tonus  of  nephritis  it  is  convenient 
to  describe  them  according  to  the  presence  or  absence  of  a  dis- 
position to  the  transudation  of  serum  from  the  blood  vessels. 

In  speaking  of  the  exudation  of  serum  from  the  vessels  and 
its  presence  in  the  urine,  we  speak  of  it  as  it  occurs  during  the 
whole  course  of  the  disease,  and  not  as  it  occurs  for  short  periods. 
Wa  mean  that  in  an  exudative  chronic  nephritis  there  is  usually 
a  large  quantity  of  albumen  in  the  urine,  but  that  there  may  be 
periods  during  which  the  albumen  diminshes  or  entirely  disap- 
pears. In  the  same  way,  in  a  non-exudative  nephritis  there  may 
bi  periods  during  which  albumen  is  present  in  considerable  quan- 
tities. Generally  speaking;  the  character  of  the  clinical  synip- 
tami  will  \;iry  with  the  presence  or  absence  of  the  albumen. 

Etiology. — A  considerable  number  of  cases  of  chronic  nephritis 
follow  an  attack  of  acute  or  sub-acute  productive  nephritis.  The 
conditions  of  chronic  congestion  and  chronic  degeneration  of  the 
kidney  are  n<'t  infrequently  followed  by  a  true  nephritis. 

Syphilis,  chronic  tubercular  inflammation  of  any  part  of  the 
body,  chronic  endocarditis,  and  chronic  suppurative  inflamma- 
tions are  often  complicated  with  chronic  nephritis. 

It  is  very  difficult  to  find  a  satisfactory  cause  for  the  primary 
cases.  There  are  many  of  these,  especially  in  young  and  middle- 
aged  adults.  The  nephritis  is  developed  in  a  slow,  insidious  way 
in  persons  whose  previous  health  had  been  good,  and  in  whom  no 
exciting  cause  is  discoverable. 

lorbid  Anatomy;  Gross  Appearand  of  the  Kidney. — There  is 

■siderable  variety  in  the  gross  appearance  of  the  kidneys.  The 
types  which  I  ha  v.-  seen  most  frequently  are  as  follows: 

1.  Large  white  kidneys,  weighing  together  16  ounces  or  more, 
the  eapsnle  adherent  or  not,  the  surface  smooth  or  nodular,  the 
thick  and  white,  the  pyramids  large  and  red. 


iSi\ 
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!!.  Large  mottled  kidneys.     These  resemble  1  lit-  large  whit 
nays  in  every  respect  except  that  the  cortex,  instead  of  being 
while,  is  mottled  in  a  variety  of  ways  with  while,  yellow,  red,  and 
gray. 

3.  Kidneys  which  resemble  types  one  and  two,  but  are  not  en- 
larged, the  kidneys  together  not  weighing  over  9  ounces. 

The  majority  of  the  kidneys  in  chronic  nephritia  with  e\mla- 
lion  follow  these  three  types. 

4.  Small  kidneys,  weiirhiii"  together  not  more  than  5  <muees.  the 
capsules  adherent  or  not,  the  surfaces  nodular,  the  cortex  thin, 
atrophied,  white,  the  pyramids  rather  Large  and  red.  These  kid- 
neys belong  to  persons  who  have  the  symptoms  of  chronic  ne- 
phritis for  many  years,  with  periods  of  apparent  recovery. 

5.  Kidneys  which  Inue  the  ordinary  appearance  and  consistence 
of  the  chronic  congestion  due  to  heart  disease,  hut  in  addition  the 
capsules  are  adherent  and  the  surfaces  finely  nodular. 

6.  Kidneys  of  different  si/es — targe,  medium  sized,  and  small, 
with  adherent  capsules  and  nodular  surfaces.  The  cortex  is  gray, 
or  gray  mottled  with  red.  The  kidneys  do  not  look  at  all  like  the 
large  white  kidneys.     Tins  is  a  type  of  frequent  occurrence. 

7.  Kidneys  which  in  their  size,  color,  am!  general  appearance 
are  hardly  to  be  distinguished  from  normal  kidneys,  except 
their  capsules  are  adherent. 

B,    Kiihieys  of  sinall  size,  weiehiriLMiot  m«»re  than   1  with 

adherent  capsules.    The  cortex  is  atrophied,  red  and  irregular. 
These  kidneys  are  Pound  in  persons  who  have  given  symptom*  ol 

kidney  disease  fur  a  number  of  yei  i  & 

It  might  naturally  be  supposed  that  such  marked  differences  in 
the  gross  appearance  of  the  kidneys  would  correspond  to  equally 
marked  differences  in  the  clinical  histories  and  minute  lesions. 
This,  however,  is  not  the  ease.  The  clinical  histories  are  prac- 
tieally  interchangeable,  and  the  minute  lesions  are  essentially  the 
name, 

Microscopical  Appearances. — Tf  we  make  vertical  sections  of 
the  eortex  of  all  these  kidneys,  no  matter  what  their  size  or  color, 
we  get  with  a  low  magnifying  power  the  same  general  picture 
Instead  of  the  uniform  and  orderly  arrangement  of  tubes  and 
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ulomeruli  whieh  we  gee  m  tin-  normal  kidney,  tin*  tubes  teem  to  be 

obliterated  in  some  places  and  dilated  in  others,  There  is  i 
growth  i»l  fibre-cellular  i issue  in  regular  wedges,  in  irregular 
patches,  or  diffuse  between  the  tubule 

It*  we  examine  the  different  constituents  of  the  kidney  in  detail 
we  And  : 

Tin  hfhrs  are  in  some  places  of  normal  si/'-,  in  ferae  places 
atrophied,  in  some  pluees  dilated.     Tin*  atrophied  tubes  are  in  the 

patches  pi  new  connective  tisane*  The  dilated  tubes  are  nut  very 
large,  nor  do  they  form  eysts. 

The  epithelium  of  the  tubes  is  in  some  places  merely  flattened. 
These  tubes  are  empty,  or  contain  oaagiilated  matter,  easts,  ami 

red  ami  while  blood  eells.  in  other  tubes  the  epithelium  is  mure 
Or    loss    SWOllen,   sometimes   BO    nilleh    so   as    hi   oompletely    It]  I    the 

tubes.  In  si  ill  other  tubes  the  epithelial  oeUs  ate  swollen,  their 
ilum  is  very  coarse,  with  large  meshes,  and  they  are  infil- 
trated with  fat  The  kidneys  vary  as  to  whieh  of  these  ehanges 
in  the  epithelium  predominates^  but  all  of  them  may  l>o  found  in 
lla   sane-  kidney. 

new  connective  tissue  is  in  the  form  oi   wedge-shaped 
the  enrtex  whieh  follow  the  line  of  the  straight  arteriea 

and  veins,  or  it   is  in  irregular  masses,  or  it  is  arranged  difluselv 

in  separate  the  tubes  from  each  other.    The  longer  the  ne- 
phritis lasts,  the  greater  is  the  quantity  of  new  connective  I  issue, 

The  relative  proportion  of  basemen!  substanee  and  eells  and  the 

y  of  the  basement  substance  vary  in  the  different  kidneys. 
The  new  tissue  is  well  supplied  willi  blood  vessels 
lla  glomeruli  a  re  changed  in  several  different  ways; 

1.  There  is  a  growth  of  the  capsule  eells  in  such  numbers  that 

SB   the    luffs.      The   eells   enveruiLT   the   capillaries   ate 
also  increased  in  size  and  number.     The  eapsnie  eells  may  finally 

be  changed  into  connective  tissue  and  the  tufts  become  atrophied. 

2.  The  glomeruli  are  of  large  size,  the  eells  eoveriog  the  eapil- 

are  increased  in  number  so  that  the  outlines  of  she  v 
are  hmt.  but  yet  the  eapillaries  are  not  rom  pressed  nor  the  _ 
.  nib  atrophied. 

!.  There  is  a  growth  of  the  cells  whieh  cover  the  capillaries 
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and  of  th.  ..lis  within  them.  The  cells  which  cover  the  capil- 
laries tery  large,  the  capillaries  become  obliterated  and 
tie-  glomeruli  eventually  become  at t ophied. 

4.  The  walls  of  the  capillaries  become  the  seat  of  waxy  degen- 
fis.  while  the  <**lls  which  oarer  then  are  increased  in  size 
and  numher. 

ik  If  the  nephritis  follows  chronic  congestion  of  the  kidney,  the 
glomeruli  remain  large,  the  capillar  Lilated,  with  thiel 

walls,  while  Hi  to&B&  a  growth  of  the  cells  which  cover  the 

capillaries. 

The  renal  arteries  behave  in  the  same  way  as  they  do  in  nnn- 
•  \udalive  nephritis.  In  some  cases  they  are  imdhangad  ;  in  others 
they  ate  tbe  seat  ol  obliterating  arteritis;  in  others  t. 
ihickening  of  the  muscular  coat;  in  others  there  is  thickening 
and  sclerosis  of  the  entire  arterial  wall;  in  still  others  there  is 
waxy  degeneration. 

The  glomeruli  are  the  ^ne  part  ol  the  kidney  which  differs  in 
m  forms  of  chronic  nephritis,  In  nephritis  with  exudation 
thfi  growth  of  the  capsule  cells,  o\'  the  rills  which  eovcr  the  capil- 
laries and  of  the  endothelium  which  lines  the  capillars.. 
i.nl\  wall  marked.  In  nephritis  without  exudation,  as  will  be 
seen  later,  these  changes  are  not  as  well  marked,  or  are  absent. 

Sifwptoms, —  Th*  ttritn  varies  in  quantity  at  different  times  in 
the  course  of  the  disease.  In  tne  earlier  periods  the  urine  is  often 
scanty  off  even  suppressed.  If  the  disease  goes  on  rapidly  the 
quantity  Ol  urine  may  continue  small;  if  it  goes  on  slowly  the 
quantity  is  often  increased.  In  some  of  the  worst  eases,  with 
genera]  dropsy,  the  patients  will  pass  more  than  one  hundred 
Otmoas  of  urine  a  day. 

With  every  exacerbation  of  the  nephritis  the  quantity  of  urine 
uularly  diminished. 

The  specific  gravity  and  the  proportion  of  urea  to  the  ounce 
of  urine  slowly  diminish  aa  the  disease  progresses.  This  is  the 
rnle,  'nit  there  ire  exceptions  to  it.  In  cases  which  improve,  the 
quantity  of  urea,  after  being  much  diminished,  may  increase  until 
the  patient  excretes  the  lull  normal  quantity  for  the  twenty-four 
hours. 
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f  shorter  duration  the  specific 


:ases  01  snorter  duration  tne  specific  gravity  is  apt  to- 
nm  between  1.012  and  1.020.  In  the  very  chronic  oases  it  will  be 
between  L001  and  l.nO;i.  A  wry  low  specific  gravity  indicates  ;» 
large  growth  of  connective  tissue  in  the  stroma  of  the  cortex,  or 
waxy  degeneration  of  the  capillaries  of  the  glomeruli  and  of  the 
arteries  of  the  kidney.  Many  persons  who  think  that  they  have 
kidney  disease  get  into  the.  habit  of  drinking  large  quantities  of 
mineral  waters.  This,  of  course,  gives  diem  urine  of  low  specific 
gravity.  In  all  doubtful  eases  it  is  necessary  to  determine  the 
quantity  of  the  whole  excretion  of  urea  for  the  twenty-four  hours. 
There  are  patients  in  whom  the  quantity  of  urea  is  the  principal 
taetor  in  enabling  one  to  decide  between  albuminuria  without  ne- 
phritis and  chronic  nephritis  with  exudation. 

The  urine  regularly  contains  albumen  and  casta.  During  the 
active  periods  of  the  disease  the  quantity  of  albumen  is  very 
Large;  >n  the  slow,  prolonged  eases  the  quantity  is  much  smaller, 
ami  at  times  it  may  disappear  altogether.  Generally  speaking, 
with  large  quantities  of  albumen  the  patients  are  dropsical  and 
amrmic:  with  small  quantities  of  albumen  they  art'  nmemie  but 
not  dropsical.  There  seems  to  be  a  common  cause  for  the  exuda- 
tion iif  serum  from  the  blond  vessels  throughout  the  entire  body: 

the  serum  infiltrating  the  tissues,  accumulating  in  the  serous  cavi- 
ties, ami  mixing  with  the  urine. 

The  number  of  easts  is  regularly  in  proportion  to  the  quantity 
of  albumen,  bu1  there  ;jr>i  exceptions  to  this  role. 

A  peculiar  pallor  of  the  skin  and  white  color  of  the  sclerotic 
is  seldom  absent.  This  gives  the  patient  8  Pace  \.>ry  character- 
istic of  chronic  nephritis,  In  making  a  diagnosis  in  doubtful 
eases  a  mmt]  deal  of  importance  is  *i>  be  attached  to  the  presence 
or  absence  of  this  appearance  of  the  face.  The  change  in  the 
color  corresponds  to  a  diminution  in  the  quantify  of  haemoglobin 
and  in  the  number  of  red  blood  cells.  These  changes  in  the  blood 
are  often  not  far  advanced,  bnt  sometimes  they  are,  and  some  pa- 
tients even  die  with  the  symptoms  of  pernicious  anaemia. 

Dropsy  may  he  considered  almost  a  constant  symptom  of 
chronic  exudative  nephritis.  There  is  an  infiltration  of  the  sub- 
cutaneous connective  tissue  with  serum  and  an  accumulation  of 
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fttrtOD  in  the  serous  cavities.     The  position  of  the  fluid  v; 

that  of  the  patient,  accumulating  iu  the  dependent  portion  of  the 

IxmIv      Th»-re  is  much  variety  as  to  the  extent  of  tin'  dropsy.     In 

patients  there  is  never  anything  more  than  a 
<iMl«'inii  of  the  leiis.  while  in  others  a  marked  general  <ln 

p mmim «nt  symptom  of  the  disease.     Ther  riety 

as  to  the  time  of  appearance  and  the  duration  of  the  dropsy.  It 
may  be  OBe  ftf  1 1 1* -  tirst  symptoms  "t"  the  nephritis,  or  it  may  m»t 
until  laU-  in  th<-  disease.  When  it  is  once  established  it  may 
never  leave  th.-  pati»  ut.  or  it  may  appear  and  disappear  at  ir- 
regular inter  \ 

Many  of  the  patients  are  troubled  with  headache  and  sleepless- 
ness. In  some  of  them  these  symptoms  exist  only  when  the  pulse 
is  af  higfe  tension  and  disappear  when  the  pulse  beeomee 
In  Others,  however,  the  headache  and  sleeplessness  persist  with  a 
soft  pulse.  It  must  not  be  forgotten  that  these  symptoms  may 
also  depend  on  difi  listurbanees,  and  not  disease  of 

the  kidrc 

A<  <tt<   unr„.  >.  with  contraction  of  the  arteries,  d 

\  •  Kn  i  I  iiiL:.  convulsions,  etc,   may  occur  at   any  time  in  the 
course  of  a  chronic  exudative  nephritis.     But  they  are  of 
inia-ii  mioiv  frequent  occarrcnee  with  the  non-exudative  form  of 

the  disease. 

Chronic  itnttnia.  un  the  contrary,  is  one  of  the  ordinarv 
in  which  an  exudative  nephritis  proves  fatal.  The  condition  he- 
tattgi  to  the  later  stage  of  the  disease.  It  is  developed  rather 
gradually,  but  when  mrce  established  is  permanent,  not  disappear- 
ing up  to  the  tiine  of  the  patient's  death.  The  patients  are  in  a 
condition  of  alternating  delirium  and  stupor,  with  a  rapid,  feeble, 

sintj'h  rtevro+retiniti*,  <»r  nephritic  retinitis,  may  be  developed 

;:t  ;ntv  time  in  the  disease,  Both  I'.v.'s  are  regularly  involved. 
The  impairment  of  vision  may  be  very  slight,  or  considerable,  or 
the  patients  may  beeOBM  entirely  blind.  With  such  a  neuro- 
tet  initio  the  prognosis  of  the  nephritis  is  espeeially  had. 

LhispHitii  is  a  nearly  constant  symptom,  but  it  is  not  alwa> 
name  kind  of  dyspnoea,  nor  produced  by  the  same  causes.     It  maj 
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he  due  to  hydrnthoras.  to  o'denwi  of  the  lungs,  to  contraction  of 

the  arteries,  or  to  failure  of  the  heart  'a  action. 

Tin*  dyspna:i  .hi'*  to  emit  i -;iet  inn  of  the  arteries  is  "■omiu-ni  to 

bath  tonus  of  chronic  nephritis.  It  may  be  developed  at  any  time 
during  the  course  <>f  the  disease.  It  comes  on  in  attacks,  espe- 
cially at  Bight  and  in  the  early  morning,  and  is  worse  when  the 
patients  lie  down.  [1  often  begins  while  the  patient  is  apparently 
in  grood  health,  hut  is  a  sure  premonition  of  serious  disease. 
In  some  eases  these  attacks  of  dyspnoea  can  he  eontrolled  and 

Um  patient  kepi  apparently  well  for  months  and  even  years.     But 

as  the  attacks  are  repeated,  they  are  more  severe  and  more  stub- 
born. The  heart's  action  fails  in  addition  to  the  contraction  of 
the  arteries,  and  the  dyspnoea  I omes  of  inch  B  character  that  it 

can  only  be  relieved  by  death. 

In  other  patienta  the  first  attack  of  dyspnea  is  also  the  Last 
ft  cannot  be  relieved  by  any  treatment,  and  continues  up  to  the 
time  of  the  patient  'a  death. 

.1  catarrhal  bronchitis  with  cough  and  expectoration,  is  some- 
times an  annoying  symptom  The  cough  fatigues  the  patient  and 
u  is  difficult  in  coni  rol  it. 

Loss  of  uppetiU,  savssfl  and  vomiting  are  frequent  symptoms. 

When  they  do  not  already  exist  it  is  easy  to  cause  them  by  the  OSS 

of  improper  drugs. 

Thi  heart  is  very  often  affected.    'The  disease  of  the  kktaeya 

after  a  time  produces  hypertrophy  of  the  i  *  -  t't  ventrieie.    This 

ao  harm  until  the  time  comes  when  the  hearts  action  (sib 

in  spite  of  the  hypertrophy,  then  the  dyspnma  and  the  dropsy 

follow. 

Chronic  endoearditis,  ehronie  myocardil  is.  and  dilatation  of 
the  ventricles  are  associated  with  ehronie  nephritis  in  two  ways: 
They  may  cause  a  chronic  congestion  or  degeneration  of  the  kid- 

which    is  afterward    followed   by  *i    nephritis:   or  the   heart 

•id    kidney   disease   are  developed   in    the   same    p 
)■  one  of  them  secondary  i<»  the  other     In  these  patients  it 
is  by  no  m  y  to  tell  how  SlUCh  of  I  In*  dropsy,  the  dyspmea, 

ami  the  loss  id    nutrition   belongs  to  the   heart    disease  and   how 

umeh  to  the  nephritis, 
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Course  of  the  Disease. 

There  is  hardly  any  limit  to  the  variations  of  the  disease,  but 
the  most  constant  symptoms  are  anaemia,  dropsy,  and  albumen  in 
tin?  Brine. 

Tin1  following  are  some  of  the  ordinary  examples  of  this  form 

Of  nephritis: 

1.  There  are  cases  in  which  nearly  every  day  for  many  months 
small  quantities  of  albumen  and  a  few  casts  are  to  he  found  in 
the  urine.  The  quantity  of  the  urine,  its  specific  gravity,  and  the 
Bxeretion  of  area  remain  normal.  There  are  on  changes  in  the 
heart  or  arteries,  or  in  the  tension  of  the  arteries,  nor  are  head- 
ache or  dyspnoea  present.  The  patients  may  have  disturbances 
of  digestion,  but  DO  great  loss  of  nutrition  unless  they  haw  beei 
put  on  a  restricted  diet.  The  condition  seems  to  be  a  true  ne- 
phritis and  not  an  albuminuria,  yet  the  prognosis  is  often  good. 
I  have  followed  soma  of  these  patients  for  years,  and  seen  them 
continue  to  be  in  i:nod  health. 

This  set  of  mild  cases  is  not  as  well  known  as  it  should  be. 
Some  of  the  cases  are  supposed  tn  he  examples  of  acute  nephritis, 
and  all  of  them  are  apt  to  be  over-treated  to  such  an  extent  as  to 
make  them  needlessly  ill.  They  do  best  on  a  varied  diet,  with 
plenty  of  fresh  air  and  exercise  and  no  drugs,  except  such  as  are 
Deeded  to  Correct  errors  of  digestion. 

2.  There  are  cases  in  which  the  symptoms  are  nearly  continu- 
oils,    The  patients  begin  with  ana-mia.  headache,  disturbances  of 

digestion  and  a  little  dropsy,      No  one  of  these  symptoms  is  at 

Bral  Viii  marked;  the  patient  is  not  in  bed.  he  does  not  feel  very 
sick,  hut  even  at  this  time  the  urine  contains  a  large  quantity  of 
albumen.  As  the  weeks  and  months  go  on  all  the  symptoms  grow 
worse:  the  SEUeniia  is  more  profound,  the  headaches  and  disturb- 
rtiou  mote  troublesome,  the  dropsy  involves  nioiv  of 
i!it*  subculain'ous  tisane  and  tike  serous  cavities,  so  that  the  pa- 
tient becomes  mere  md  more  helpless.  There  may  be  intercur- 
rent attacks  of  acute  anemia  with  contraction  of  the  arteries,  or 
loss  of  eyesight,  or  a  troublesome  bronchitis.  The  ordinary  dura- 
tion of  this  form  of  the  disease  is  from  one  to  three  vears.     The 
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patients  die  with  the  most  extreme  dropsy,  or  in  the  state  of 
chronic  anemia,  or  both  these  conditions  exist  together. 

3.  There  are  caws  in  which  the  amentia,  the  dropsy,  and  the 
dyspmvn  come  OS  in  attacks  which  last  tor  weeks  Of  months.  Be- 
tween the  attacks  the  patients  me  comparatively  well,  often  able 
to  work,  although  the  urine  always  contains  albumen.  These  pa- 
Bents  often  go  0D  for  a  number  of  years,  better-  in  the  summer 
and  worse  in  the  winter.  Hut  each  sneeesafoe  attack  is  more 
serious  than  the  preceding,  ami  finally  there  comes  an  attack  from 
which  the  patient  does  not  rceover, 

4.  There  are  eases  in  which  a  number  of  yean  before  death  the 
patients  have  an  attack  of  acute  or  sub-acute  nephritis  with 
sjuemia,  dyspnoea,  dropsy,  albumen  in  the  urine,  and  all  the 
usual  symptoms.  From  this  they  apparently  recover  completely 
and  seem  to  be  in  their  ordinary  health.  Tin  urine  continues  to 
contain  a  little  albumen,  nr  on  some  days  the  albumen  disappears 

altogether.  Prom  year  to  yrnv  the  specific  gravity  slowly  falls. 
The  exudation  from  the  blood  vessels  ol  the  kidneys  stops,  but 
tin-  chronic  productive  inflammation  of  the  kidneys  enntinues. 
Finally,  after  exposure,  with  an  accident,  with  a  pneumonia,  or 
without  discoverable  cause,  all  the  symptoms  of  a  sub-acute  ne- 
phritis are  rather  suddenly  developed,  and  the  patient  soon  dies. 

5.  There  are  cases  which  f«u-  years  have  no  symptoms  except 

pallor  of  the  skin  and  mucous  membranes,  and  urine  of  low  spe- 
cific gravity   which  habitually  contains  a   moderate  quantity  of 

albumen.     These  patients  must  not  b m founded  with  cases  of 

simple  anemia,  nor  with  those  of  persisteni  albuminuria  without 
kidney  disease.  The  diagnosis  is  sometimes  quite  difficult.  The 
prognosis  in  these  patients  depends  upon  the  specific  gravity  of 
the  urine,  [f  it  is  constantly  below  1010  the  prognosis  is  bad.  no 
matter  how  well  the  patients  may  feel. 

6.  There  are  cases  in  which  the  first  symptoms  is  the  attack  of 
Spasmodic  dyspnoea.  This  may  continue  and  other  renal  symp- 
toms rapidly  develop.  More  frequently,  however,  the  dyspnoea 
is  palliated  ^*r  relieved  by  treatment.  The  patient  then  goes  on 
for  months  or  years  with  occasional  attacks  of  dyspnoea,  each  one 
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more  severs  and  harder  t««  control,  until  finally  other  renal  symp- 
i nnis  appear* 

7.  Then-  an*  the  cast's  enmplteated  with  endnearditis.  mynear- 

ditis,  nv  dilated  heart  in  these  patients  we  have  the  association 
of  cardiac  and  renal  symptoms,  either  one  predominating. 

8,  There  wre  eases  in  which  all  the  symptoms  disappear,  and 
the  urine  returns  to  its  natural  conditiutL  If  this  improvement 
continues  for  a  numher  of  years  it  seems  probable  that  tin-  ne- 
phritis has  some  tn  i  standstill,  and  thai  enough  kidm •>■  BSBCJS 
has  been  leff  unimpaired  to  carry  on  the  functions  of  the  organ. 

H.  The  huspital  eases  of  this  form  of  nephritis  present  the  char- 
aeteristie  symptoms — the  dropsy,  dyapnma,  vomiting,  diarrhea. 
albuminuria,  etc*,  in  a  marked  degree.  Patients  <d"  this  class  do 
not  easts  into  the  hospital  except  during  an  exacerbation  of  the 

nephritis,  or  after  it  is  far  advanced.     The  milder  forms  of  sneh 

a  nephritis,  its  earlier  stages,  its  behavior  between  the  exacerbsv 

T ions  have  to  he  learned  from  patients  in  private  practice*      Fof 

example  I  have  the  records  n\'  k2'2^  eases  of  chronic  nephritis  with 
exudatiun  treated  in  the  Roosevelt  Hospital  during  a  period  of 
eighl  years. 

In  all  of  these  patients  albumen  was  present  in  tlm  urine  in 
large  quantities,  but  yi't  the  variations  in  quantity  on  diff 

days  were  often  eonsiderahle,  In  the  patients  who  Improved  the 
quantity  of  albumen  and  the  dropsy  usually  rose  and  fell  to- 
gether. The  smaller  quantities  of  albumen  belonged  t<»  the  pa- 
tients in  whom  the  nephritis  had  lasted  for  the  Longest  time. 

often  in  these1  patients  there  was  a  marked  discrepancy  be- 
tween th<*  history  and  the  peal  duration  of  the  nephritis,  so  that 

I  he  eases  mold  he  mistaken  for  eases  of  aeute  nephritis.  Thus  a 
man  32 years  old  assarted  that  he  was  perfectly  well  and  working 

up  to  twenty  days  before  his  death.      He  died  with  dropsy   ;uid 

anaania.      'fhe  kidneys  were  nt"  the  large,  white  variety,   far  ad- 

d  in  (dirnnie  nephritis. 

There  is  also  something  deceptive  about  the  improvement  of 

esses     Patients  some  into  the  hospital  with  much  dropsy 

and  marked  albuminuria.     They   go  out   of  the  hospital  in  two 
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weeks  with  m»  dropsy  .and  no  albumen  in  the  urine,  Imt  they  are 
not  cure*]. 

There  are  also  cases  in  which  the  exacerbation  of  the  nephritis 
is  marked,  not  by  an  increase  of  albumen,  but  by  red  and  white 
blood  cells  in  the  urine. 

Well-marked  dropsy  was  present  in  218  of  the  ra  srs,  and  in  ISM 
of  the  08868  it  WSJ  Stated  that  this  was  the  first  symptom  noted  by 
I  lie  p.itniit.  In  fili  of  the  eases  dyspnoea  fflfl  the  first  symptom; 
ifi  14  cases  headache,  and  in  12  vomiting.  In  the  cases  in  which 
the  blood  was  examined  for  secondary  anaemia  the  hemoglobin 
was  from  20  fa  SO  per  cent. 

Nine  of  tlit-  patients  had  attacks  of  acute  uneniia  while  in  the 
hospital;  41  patients  were  in  the  condition  of  chronic  uneniia. 
Most  of  these  dad  while  in  the  hospital,  hut  a  few  were  removed 
by  their  friends  before  death. 

In  70  oases  there  was  hypertrophy  of  the  left  ventricle  of  the 
heart,  and  in  39  cases  there  was  chronic  endocarditis. 

Fifty-nine  of  the  patients  died  while  in  the  hospital,  and  on  37 
of  these  autopsies  wire  made.  There  were  in  targe,  white  kid- 
5  small,  white  kidneys;  B  medium-sized  kidneys,  with  ad- 
herent capsules,  thick  cortices  and  roughened  surfaces;  6  small, 
nodular  atrophied  kidneys;  l  Large  congested  kidney;  1  kidney 
of  normal  weight,  thin  cortex,  and  adherent  capsule j  and  1 
chronic  pyelonephritis. 

Treatment. — We  must  acknowledge  at  once  our  ignorance  id*  the 
nature  of  the  poison  or  poisons  which  produce  chronic  nephritis 
with  exudation,  and  also  of  any  direct  means  of  stopping  the  in- 
flammatory process.  The  lesson  which  experience  teaches  us,  a 
lesson  often  difficult  to  learn,  is  that  the  whole  management  and 
treatment  of  *es  must   he  entirely  different,  according  to 

the  severity  of  the  nephritis,  the  active  or  passive  character  of  the 

nephritis  at  different  times,  and  the  presence  Of  absence  nf  cer- 
tain symptoms. 

In  tlM  mild  cases  with  but  few  symptoms,  except  the  alhumi-u 
and  casts,  in  the  urine,  it  would  seem  at  first  sight  that  the  ne- 
phritis was  ill  an  early  stage  and  that  energetic  treatment  might 
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eure  it  It  is  found,  however,  that  these  patients  do  best  with 
very  little  treatment. 

The  diet  is  to  be  restricted  only  so  far  as  to  exclude  unwhole- 
some food.  No  medicine  is  required  except  to  correct  errors  of 
digestion.  Some  of  the  patients  can  be  allowed  to  continue  at 
their  ordinary  pursuits.  Others  are  benefited  by  travel  and 
change  of  climate. 

In  the  same  way  the  advanced  cases  in  which  the  nephritis  is 
running  a  very  slow  course  with  but  few  symptoms  must  be 
quietly  managed.  The  digestion,  the  general  nutrition  and  the 
secondary  amentia  are  the  features  which  call  for  attention. 

On  the  other  hand,  a  more  active  nephritis,  or  a  period  of  ex- 
acerbation, requires  more  energetic  treatment. 

The  conditions  calling  for  treatment  are: 

The  nephritis. 

The  albuminuria, 

The  dropsy. 

The  headache  and  sleeplessness. 

The  nausea  and  vomiting. 

The  contraction  of  the  arteries. 

The  ana-iiiia. 

The  dyspna-a. 

For  the  Jtephritis  the  patient  should  be  kept  in  bed  and  placed 
on  a  fluid  diet.  He  should  have  a  hot  pack  twice  a  day,  once  a 
day  or  every  other  day,  as  he  will  bear  it.  The  most  useful  drugs 
are:  morphine  in  very  small  doses,  digitalin  gr.  -j^ff  and  aconite 
M  1-3. 

The  quantity  of  albumen  in  the  urine  can  be  diminshed  by  the 
hot  pack  and  by  the  use  of  digitalin  gr.  -ilG  four  times  a  day. 

The  dropsy  is  favorably  affected  by  the  hot  pack.  It  can  be 
sensibly  diminished  by  cathartics,  of  which  elaterium  is  perhaps 
the  best.  But  the  effect  of  cathartics  is  temporary,  and  their  use 
cannot  often  be  repeated. 

For  many  patients  digitalis  in  some  form  is  the  most  useful 
drug  for  the  dropsy,  and  it  can  be  continued  without  injury  for 
weeks  and  months.  Favorable  results  are  reported  from  the  use 
of  lactate  of  strontium  in  30-grain  doses  four  times  a  day,  and 
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from  diuretin  in  15-grain  doses  three  times  a  day.  In  some  pa- 
tients caffeine,  convallafia,  or  strophanthua  will  answer  better 
than  digitalis. 

If  there  in  much  fluid  in  the  serous  cavities  it  should  he  drawn 
off  with  the  aspirator.  If  the  dropsy  of  the  subcutaneous  con- 
nective tissue  is  excessive  the  skin  is  to  be  pricked  and  the  Hind 
allowed  to  drain  off. 

The  headache  and  sleepli  >    exist  with  or  without  con* 

traction  of  the  arteries.  If  the  arteries  lire  not  contracted,  mor- 
phine in  very  small  closes,  codeine,  or  the  bromides  can  be  used. 
If  the  arteries  are  contracted  morphine  in  larger  doses  and  chloral 
are  the  best  drugs. 

The  mutstti  and  mmiUmj  are  controlled  hy  the  milk  diet,  or  it 
may  be  necessary  to  add  an  alkali  to  the  milk,  or  to  use  peptonized 
milk  or  kunrj 

Contraction  of  iki  Arteries. — The  character  of  the  radial  pulse 
and  the  heart's  action  are  to  b<-  constantly  watched.  We  do  not 
wait  tor  the  dyspnoea,  or  vomiting,  or  convulsions  to  make  their 
appearance,  but  as  soon  as  the  pulse  shows  an  increased  tension 
we  begin  with  aitro-giyeerin,  chloral  hydrate,  morphine,  or  potas- 
sium iodide,  It  is  to  be  remembered  that  morphine  in  consid- 
erable doses  ran  only  he  <iiveii  to  patients  with  this  torn  of  ne- 
phritis when  the  arteries  are  contracted.  At  all  other  times  it 
is  very  easy  to  have  dangerous  and  even  fatal  results  with  any 
preparation  of  opium. 

The  anamia  of  chronic  nephritis  does  not  behave  like  simple 
ameniia.  Iron  is  not  a  specific  for  it,  although  it  may  he  of  ser- 
vice. The  greatest  improvement  in  the  ameniia  is  effected  by  the 
subsidence  of  the  nephritis. 

The  dyspnoea  is  dependent  cither  upon  contraction  of  the  ar- 
teries or  upon  dropsy.  The  treatment  for  it,  therefore,  is  either 
the  treatment  of  dropsy  nr  the  treatment  of  contraction  of  the 
artei 

In  these  cases  treatment  carried  on  in  these  way-,  is  often  Very 
satisfactory  All  the  symptoms  subside  and  disappear.  But  it 
miLst  he  remembered  that  the  kidneys  have  become  changed  in 


m 


<  J«to»M«     NEPHBJTIS   WITH    EX 


their  Stf  net  lire,  that  a  chronic  productive  nephritis  stall  con- 
tinue*, that  relapses  and  exacerbations  are  to  be  expected. 

A*  the  liyinptonn  subside  the  patient  gets  back  to  a  solid  diet,  is 
not  of  bed.  and  then  out  of  doors.  If  it  is  possible  for  him  to 
ajasjd  o  a  warm  climate  where  be  can  lead  an 

out -« if -door*  life,  the  probabilities  of  permanent  improvement  will 

In  the  eases  in  which  the  sympt-  ;nue  and  get  steadily 

atsnen!  Ifl  vt'ry  unsatisfactory.  We  try  the  measures 
that  1  m  described,  but  they  are  of  no  avail.     We  can- 

Mfl  even  alleviate  v/npComa,  the  drugs  do  not  help  at  all.  After 
it  become*  evident  that  there  is  no  use  in  continuing  plans 
of  treatment  \\lii«di  do  DOtl  nd  we  employ  very  little  treat- 

Djajol 

In  the  eases  with  eh  myocarditis,  or  dilata- 

tion of  tin-  ycritricl«-s.  the  management  of  the  heart's  action  be- 
eomei  a  matter  of  great  important 

I  XIX      Sith-Anttt  jf*i\  ■■>.  F»tl**if*,i  Nine 

I  kronic  Nephi  I,.!.    25  rears  old,  Decem- 

ber 80,  1884.     When  ba  was  16  I  be  had  an  atta 

itiiiL'.  with  dropsy  of  the  Kegs  and  ■crotajn. 

the  past  two  weeks  he  baa  bad  vomiting,  dropsy  of  the  legs 
roium-  urine  LjOQ8,  a  large  quantity  of  albumen  and 
Eh  improved  in  the  hospital  and  was  discharged  in  fair  condi- 
tion,    June  80,  1886,  he  was  readmitted.     He  has  been  doing 
i'.niiy  for  Hi*-  past   month,  with  headache,  nephritis,  retinitis, 
dyspnOBS)   hard   radial   pulse  and  daily  vomiting.     Urine   l.i>20. 
area  t  grains  i«» the  otmee,  i  good  deal  of  albumen,  no  east 
Jul)  12,  1886,  he  was  discharged  somewhat  improved. 
July  80  be  was  with  the  same  symptoms  and  dis- 

charged  August  12, 

Aii-jii ll  25  he  WSJ  re-admitted  with  the  same  symptoms,  but  the 
iQBfl   was  now  pmnwta.n1  and  argent.     He  continued  I 
Worse  hi  the  same  way,  dn-psv  siiim-v«  ned,  and  he  died  October 

Ifl    LB66. 

Autopsy, — The  legs  are  oedematous.  There  is  serum  in  both 
pleural    •  The    pericardium   is   coated   with   fibrin,   the 

aortic  valves  are  a  little  thickened,  both  ventricles  are  moderately 
dilated  .Hid  hypertrophied, 

Tin*  liver  and  stomach  are  congested;  the  spleen  is  normal. 
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The  kidneys  are  small,  their  capsules  adherent,  their  surfaces 
nodular,  tin-  cortex  mottled  red  and  gray.  There  is  an  extensive 
diffuse  growth  of  connective  lissm-  in  the  stroma.  A  large  num- 
ber of  the  cortex  tubes  are  either  compressed  or  dilated.  In  the 
glomeruli  there  is  i  marked  growth  of  iuft  eel  Is.  in  seine  <>f  them 
tpillary  lul't ;  the  arteries  are  but  little  thickened. 


i;  XXX.  Chronic  Nephritis,  with  Bwudation  of  About 
Pour  Years*  Duration;  Dyspnoea  thi  Fast  Symptom. — Male,  42 
years  old,  March  2r>.  iss7.  Km  two  wars  In-  has  been  troubled 
with  dyspmea  mi  exertion  and  occasional  headache.  QfStB  week 
ago  the  dyspnua  became  worse  ami  In-  developed  general  anasarca. 

Now  he  is  anaemic,  with  general  dropsy,  headache,  temperature* 
10]  .  pulse  96,  av- i 1 1 1  increased  tension:  anna  1.012,  with  a 
quantity  of  albumen. 
He  improved  in  the  hospital  ami  was  discharged  Hay  3,  1687, 
in  fair  condition,     April  12,  1889,  he  was  re-admitted. 

Now  he  is  emaciated,  antemic,  pulse  1*>4,  breathing  "J2,  tempera- 
ture 102  \  with  coarse  riles  over  both  hongs,  Urine  1.014,  con- 
tains large  quantities  of  albumen,  many  casts  ami  red  and  white 
blood  c-dls.      He   had   several   flOHYidsions    followed   by  delirium, 

and  died  on  April  14. 

Autopsy, — The  dura  mater  is  adherent  to  the  skull,  there  is  an 
increase  of  serum  beneath  the  pis  mater,  the  arteries  at  the  base 
shown  marked  thickening  of  the  muscular  coat. 

A  large  pari  of  the  right  lung  is  in  the  condition  of  incomplete 
red  hepatization.  The  left  ventricle  of  the  heart  is  hypertro- 
phied,  there  is  old  thickening  of  the  aortic  arid  mitral  valves 

The  liver  is  large  ami  fatty,  the  spleen  is  normal. 

The  mucous  membrane  of  the  stomach  is  thick)  \  coated  with 
mucus. 

The  kidneys  are  Large,  their  capsules  adherent,  their  surfaces 

coarsely  nodular,  the  eorlex  (hick,  gfgy  and   white.      The  cortex 

tubes  show  marked  swelling  and  degeneration  of  the  epithelium, 
there  are  large  subcapsular  wedges  of  connective  tissue  contain- 
ing atrophied  tubes  and  glomeruli,  the  other  glomeruli  are  large 
with  swollen  tnt'1  cells,  the  arteries  are  very  little  changed. 

SB  XXXI.  Chronic  Nephritis,  wish  Exudation;  Ordinoiry 
Hospital  CoK.—Male,  29  years  old,  November  17.  1689.  He  is 
intemperate,  but  denies  venerea!  disease.  Pot  about  two  months 
the  urine  lias  been  passed  more  frequently,  there  has  been  dysp- 

irul  dropsy  of  the  feet  and  JegS.      These  symptoms  have  not 

continuous, 
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Two  weeks  ago  the  feet  and  Legs  and  the  scrotum,  pelvia  and 
face  became  swollen,  there  was  dyspnoea  on  exertion,  a  little 
eough,  no  headache,  no  vomiting,  the  appetite  remained  good. 
He  complains  chiefly  of  the  dropsy. 

Now  he  is  pale,  with  moderate  genera]  dropsy,  tongue  clean, 
appetite  good,  deepa  well,  pulse  54,  do  tension,  breathing  22, 
temperature  98.4°.    Urine  1.013,  40  ounces;  albumen,  targe  quan- 
tity ;  granular  and  epithelial  easts;  area  6  grains  to  the  ounce. 
Hemoglobin  BO  per  eent 

November  20  the  dropsy  has  gome,  but  the  quantity  of  albumen 
in  the  urine  remains  the  sann-. 

December  1  he  is  out  of  bed  and  doing  well,  but  the  quant: 
albumen  in  the  urine  remaina  the  ma 
Deeember  b  he  ia  beginning  to  have  severe  headaches. 
Deeember  H*  he  had  two  general  convulsions;  pulse  125.  with 
increased  tension. 

tnber  i'I  he  is  out  « » t"  bed,  feeling  well;  no  tension  of  the 
pulse. 
Deeember  25,  headache  again;  temperature  99 
December  28.  headache,  vomiting,  temperature  li'1 
December  29.  pain  in  the  ehest,  vomiting;  temperature  1U2J$* 
to  KU.6°. 

January  2.  temperature  103 c  to  1  physical  signs  of  con- 

solidation of  the  right  lung; 

The  urine  throughout  was  passed  in  fair  quantity,  contained  a 
good  deal  of  albumen  with  hyaline  and  granular  easts. 
January  3  be  died. 

Autopsy. — The  brain  was  not  examined.     The  body  is  ema- 
ciated, with  very  little  drop- 
There  is  purulent  serum  in  the  right  pleural  cavity.     The  up- 
per lobe  of  the  right  lung  is  hepatized. 

The  mitral  valve  is  thickened  and  insufficient:  the  walls  and 
cavities  of  the  heart  are  normal. 

The  liver  is  fatty,  the  spleen  is  large.     The  kidneys  weigh  lev 
gether  24  ounces :  their  surfaces  are  smooth,  the  cortex  thick  and 
yellow.     There  ts  an  extensive  diffuse  growth  of 
in  the  stroma.     In  the  tubes  there  is  marked 
degeneration  of  the  epithelium.     The  glomeruli  are  Iar*e.  with  a 
marked  growth  of  the  tuft  cells.    The  walk  of  the  arteries 
tittle 


XXII     Carom  XepkrOm,  *-uk  Ei 
rnf.is.-  .-years  old.  February  a,  1M8L 

he  had  dropsv  of  the  feet  and  thk  has  since  been 
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nines.      He  h;is  lost  strength,  his  memory  has  been  \ r,  he  has 

had  several  attacks  of  unconsciousness.  All  these  symptoms  have 
become  more  marked;  for  the  pant  two  weeks  be  has  been  dl 
(W  Irritable,  Now  his  tongue  is  dry  and  hrownT  no  appetite,  pulse 
Sb\  breathing  Hi.  temperature  98*.  lit?  lies  quietly  in  bed.  taking 
no  notice  of  anything,  hut  can  be  roused  and  answers  questions 
intelligently.  Trine  1.014,  contains  much  albumen  and  many 
Casts;  urea  6  grains  to  the  ounce. 

He  become  gradually  more  stupid,  with  muscular  twitchings, 
had  one  general  convulsion  and  died  February  26, 

Aut&p$ff, — The  Large  arteries  at  the  base  of  the  brain  are  nor- 
mal; there  are  little  aggregations  of  small  cells  scattered  through 
the  f>iii  mater. 

The  lunge  are  oon gested  and  (.edematous,  with  patches  of 
bronchopneumonia  in  the  lower  lobes. 

The  left  ventricle  of  the  heart  is  hypertrophied  j  the  valves  are 
normal. 

The  liver  nn<\  spleen  are  normal.  The  mueuus  membrane  of 
the  stomach  and  of  the  upper  part  of  the  small  intestine  is  black 
end  coated  with  mucus. 

The  kidneys  are  small,  their  capsules  adherent,  their  surfaces 
finely  nodular,  the  cortex  thin  and  while.  Then'  is  an  extensive 
diffuse  growth  of  connective  tissue  in  the  stroma.  The  tubes  are 
eompressed  and  deformed.  In  the  glomeruli  there  is  a  marked 
growth  of  tuft  and  capsule  cells,  with  obliteration  of  many  of  the 
capillary  tufts.     All  the  coats  of  the  arteries  are  much  thickened. 


38  XXXIII.     Chronic  Nephritis,  with  Exudation  of  Five 

'  Duration  :  Rt  pented  Attacks  of  Headache. — Hale,  28  years 

old,  December  14,  1884     For  five  years  he  has  had  attacks  of 

frontal  headache,  nausea  and  vomiting  coming  on  in  the  niorn- 

!nir  ami  lasting  all  day.      These  attacks  were  repeated  every  week 

up  to  two  weeks  ago;  smee  then  they  have  occurred  every  other 

day. 

Now  the  man  is  fairly  nourished;  pulse  99,  temperature  100°, 
urine  1,008,  contains  much  albumen,  many  oasts  and  red  and 
blood  cells. 

December  lb*  he  became  drowsy  and  stupy,  with  subcutaneous 
dropsy,  which  increased. 

December  18  he  died  comatose. 

Autopsy. — There  is  genera]  subcutaneous  oxlenia.  The  lungs 
are  congested  and  (edematous,  with  commencing  red  hepatization 
Of  the  lower  J 

The  left  ventricle  of  the  heart  is  hyper  I  rophied,  the  valves  are 
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normal,  The  liver  is  congested,  the  spleen  is  a  little  enlarged, 
the  stomach  and  intestines  are  normal.  The  kidneys  are  large, 
the  cortex  thick,  mottled  red,  gray  and  white.  Tlu'ic  is  an  ex- 
tensive growth  of  connective  tissue  in  the  struma.  The  tubes  are 
compressed,  their  epithelium  flattened.    In  the  glomeruli  then  in 

a  marked  growth  of  tuft  cells.     The  arteries  are  normal. 

Gabs  XXXIV.    Chronic  Nephritis,  with  Exudation;  Acute 

4oms  Brought  on  by  Pneumococcus  Infection, — Make,  4r> 

old,  April  1.  L8S9.     II**  was  found  comatose  in  his  mom, 

was  brought  into  the  hospital  and  had  several  eoiiviilsions  during 

the  day.     Pulse  142,  breathing  -2,  temperature  101°,  urine  LD17, 
Large  quantity  of  albumen  and  Wood, 
He  continued  in  the  condition  of  alternating  delirium  and  coma 

until  he  died  on  April  (j. 

Autopsy, — The  brain    was   not   examined.     The  right  lung   is 

congested,  (Edematous  ami  in  the  eondition  of  commencing  red 

hepatization. 

There  are  old  pericardia]  adhesions  and  seme  recent  fibrin. 
The  left  ventricle  is  hypertrophic  I.  there  is  a  little  old  thickening 
of  the  aortic  and  mitral  valves,  the  arch  of  the  aorta  is  athero- 
matous.     The  liver  is  targe  and  congested,  the  spleen  is  normal. 

The  kidneys  are  Large  and  congested,  their  capsules  adherent, 
their  surfaces  nodular.  The  epithelium  of  the  eortex  tubes  is 
swollen  and  granular,  many  of  the  tubes  contain  blood.  There 
are  large  sub-capsular  wedges  of  connective  tissue  containing 
atrophied  tubes  and  glomeruli,  The  tuft  cells  of  the  glomeruli 
are  swollen, 
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Definition. — A  chronic  inflammation  of  the  kidney  attended 
with  a  new  growth  of  connective  tissue  in  the  stroma,  permanent 
changes  in  the  glomeruli,  degeneration  of  the  renal  epithelium, 
and  sometimes  changes  in  the  walk  of  the  arteries. 

8ynonym$+ — Chronic  Bright  *s  disease;  Cirrhosis  of  the  kidney; 
Granular  degeneration;  Interstitial  nephritis;  Chronic  indura- 
tive nephritis:  The  arterio-aclerotie  kidney. 

Etiology, — While  this  form  of  nephritis  is  especially  common 
in  persons  over  forty-live  years  old.  it  is  by  no  means  rare  in 
young  adults,  and  is  occasionally  seen  in  children. 
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It  seems  to  be  caused  by  chronic  alcoholism.  Lead  poisoning, 
gout,  and  by  tlie  same  conditions  as  those  which  cause  emphysema, 
endocarditis,  and  cirrhosis  of  the  liver.    It  follows  chronic 
gestioa  of  the  kidney,  hydm-nephmsis.  and  chronic  pyelitis. 

Morbid  Anatomy. — The  larger  number  of  the  affected  organs 
are  found  after  death  to  he  diminished  in  size;  tin*  two  kidneys 
together  may  aol  weigh  more  than  two  ounces.  The  capsules  are 
adherent:  tin*  surfaces  of  the  kidneys  arc  roughened  or  nodular, 
the  cortex  is  thin  and  of  a  red  oi?  gray  color, 

tsonsiderable  number  ol  these  kidneys,  however,  do  not  dif- 
fer in  their  size  or  appearance  from  normal  kidneys,  ezeepi  that 
their  capBules  are  adherent  and  their  surfaces  roughened. 

Qeeaaionally  the  kidneys  arc  large,  weighing  together  from 
iti  to  32  ounces,  with  smooth  or  nodular  surfaces,  and  ■  cortex  of 
red,  gray  or  white  color. 

1 1  the  nephritis  follows  chronic  congestion  the  Vidneys  remain 
hard,  hut  tin-  cortex  becomes  thinned,  the  eapsulefl  adherent,  and 
the  surface  roughened. 

There  is  a  growth  of  new  connective  tissue  m  the  cortex  and 
also  in  the  pyramids,  which  becomes  more  mid  more  extensive  as 
the  disease  goes  on.  In  the  cortex  the  new  tissue  follows  the  dis- 
tribution of  the  normal  sub-eapsular  areas  of  connective  tissue, 
is  in  the  form  of  invirular  masses.  <«r  is  distributed  diffusely  be- 
tween the  tubes,  In  the  pyramids  the  growth  of  new  connective 
Hague  is  diffuse. 

Thr  tt(h(s.  both  in  the  cortex  and  pyramids,  undergo  marked 
changes.  Those  included  in  the  masses  of  connective  tissue  are 
diminished  in  size,  their  epithelium  is  flattened,  some  contain  cast 
matter,  many  are  obliterated,  The  tuhes  between  the  masses  of 
new  connective  tissue  are  more  or  less  dilated;  their  epithelium 
is  flattened,  euhoiditl.  swollen,  degenerated,  or  fatty.  The  dilata- 
tion of  the  tubes  may  reach  such  a  point  as  to  form  cysts  of  some 
which  contain  fluid  or  eoajrulated  matter.  These  cysts  fol- 
low the  lines  of  systems  of  tubes,  or  are  situated  near  the  eap- 

l»-s. 

Of  the  glomeruli  B  certain  number  remain  of  normal  size,  but 
with  the  tuft  cells  swollen  or  multiplied.     Many  others  are  bond 
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in  all  itage*  of  atrophy  and  of  change  into  connective  tissue. 
The  atrophy  seems  to  depend  partly  on  the  growth  of  tufi  oellfl 
and  intra-capil!arly  cells,  partly  mi  the  thickening  of  the  eap- 
rales,  partly  on  the  occlusion  uf  the  arteries.  If  the  chronic  ne- 
phritis follows  chronic  congestion  <d  the  kidneys  the  ^lomcruti 
remain  large,  with  an  increased  growth  of  tuft  cells,  or  they  bo* 
come  atrophied,  hut  with  the  dilatation  of  the  eapillariee  still 

evident.     The  capillaries  of  the   glomeruli   may   he  the  seat  of 
waxy  degeneration.    The  arteries  exhibit  the  same  cfaangi 
have  already  been  described  in  speaking  ol  chronic  exudative 
nephritis. 

Complicating  Lesions. 


Heart. — Hypertrophy  of  He-  left  ventricle  of  the  heart  is  fre- 
quently caused  by  exudative  nephritis,  but  much  more  frequently 
by  chronic  nephritis  without  exudation.  It  must  he  admitted, 
however,  that  such  an  hypertrophy,  although  frequent,  is  not  con- 
stant;  that  with  both  exudative  ami  non-exudative  nephritis  there 
may  he  no  change  in  the  wall  of  the  left  ventricle.  The  hyper- 
trophy of  the  wall  of  the  ventricle  may.  after  a  time,  be  succeeded 
by  dilatation  or  chronic  defeneration,  or  myocarditis. 

Chronic  endocarditis  is  often  associated  with  ihis  Form  of  ne- 
phritis, apparently  both  lesions  being  produced  by  *be  same  cases. 
It  may  also  happen  that  chronic  endocarditis  causes  first  chronic 
congestion  of  the  kidneys  and  then  chronic  nephritis  without  exu- 
dation, 

LutH/s.— Pulmonary  emphysema  and  cirrhosis  of  the  liver  are 
frequently  associated  with  chronic  nephritis. 

A  number  of  statistics  have  been  iriven  as  to  the  relative  fre- 
quency Of  some  of  the  associaled  lesions  ol"  chronic  nephritis. 

I  will  quote  three  sets  of  GaSM 

Sou  they  (Lmiileian  Lectures,  lssi  .jives  the  results  of  550  au- 
topsies made  ;il  St.  Bartholomew's  Hospital;  of  these  358  were 
granular  kidneys.  141  were  white  or  mottled  kidneys,  35  were 
amyloid  kidneys,  lo  were  acute  scarlatinal  kidneys. 

Bamberger  (Volk,  Klin.  Vorte,  No.  173)  reports  2,430  an 
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i"  Brigbl  'a  disease  made  during  twelve  years  at  Vienna.     I .  M" 

BO?  ware  primary,  1,623  were  secondary,     Eh  separates  Qui 

rnsfs  ini<»  those  of  acute    Blight's  disease,  these  of  chronic 

Bright**  disease,  and  those  of  atrophied  kidneys. 

My  own  records  are  fnmi  autopsies  made  at   Bcllevue  ami 

■  wit    Hospitals  on    1,087   patients   in   whom    well-marked 

chronic  nephritis  was  found  after  death. 


Larok  White  Kidneys. 
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.!r/»niN. — Otie  of  the  must  important  of  the  complicating 
lesions  is  chronic  arteritis.     The   relationship  between   arteritis 

and  oephritis,  and  the  ways  in  which  they  are  associated  together, 
are  not  as  fully  understood  as  they  should  be.  The  principal 
reason  for  this  is  the  failure  to  recognize  the  fact  thai  chronic 
inflammation  of  the  walls  of  the  arteries  is  jusf  ;is  much  s  disease 
as  chronic  endocarditis,  or  emphysema,  or  cirrhosis  of  the  liver. 

Unquestionably  arteritis  is  more  often  seen  associated  with 
Other  diseases  than  by  itself.  It  must  also  tie  admitted  that  it  is 
of  such  frequent  occurrence  in  old  persons  thai  it  is  natural  to 
think  of  it  as  a  senile  change.    Still  further,  the  use  of  suefa 

i. nuns  as  a  i  terio  -capillary  fibrosis  and  arteriosclerosis  have 
■d  to  prevent  us  from  classing  arteritis  with  the  other,  chronic 
productive  inflaramal  ions. 

Chronic  inflammation  may  involve  the  entire  aortic  system  of 
arteries,  or  it  may  be  confined  to  a  part  of  that  system. 

If  only  the  arteries  in  some  one  part  of  the  body  are  involved. 
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then  in  that  part  of  the  body  the  blood  supply  is  Irregular  or  cut 
nft\  the  diseased  artery  may  become  dilated,  or  it  may  rupture. 

If  a  large  part  of  the  aortic  system  of  arteries  is  involved,  then 
the  patients  suffer  from  symptoms  which  seem  to  depend  partly 
upon  the  dl&8g68  in  the  arteries,  partly  upon  attacks  of  contrac- 
tion of  the  arteries,  partly  upon  hypertrophy  of  the  left  ventricle 
of  tin*  heart  ami  heart  failure,  partly  upon  the  obstruction  to  the 

passage  of  blood  through  the  cerebral  arteries. 

The  dearest  idea  of  general  arteritis  as  a  disease  is  to  W  ob- 
tained by  observing  it  in  persons  not  over  forty  years  old,  who 
have  no  complicating  lesii 

;\i  first  for  a  number  of  years  ties*    patients  only  sulfer  from 

impaired  nutrition,  a  disposition  to  become  anaemic  and  attacks 

of  dyspuu-a.      It  can  be  seen  and  felt  that   the  walls  of  the  1<tn 
poral  and  radial  arteries  ire  thickened  and  that  the  left  ventricle 
ni*  the  heart  is  hypertrophied.     At  the  times  when  the  patienl  has 

dyspnoea  the  tension  nf  the  pulse  is  mm*h  increased. 

For  a  considerable  Icnirth  of  time  the  nutrition  and  the  ana 

mia  can  be  improved  by  climate  and  by  diet.  The  attacks  of 
dyspnoea  ran  be  controlled  by  the  drugs  which  dilate  the  arteries. 
But  sooner  or  later  the  patients  gel  worse.    Borne  of  then  get 

op  a  (lyspoo'a  lhat  eannol  he  controlled,  the  action  of  the  hyper- 
trophied heart  fails,  and  the  patients,  after  suffering  for  weeks 
Of   months  with   the  most   distressing   symptoms,   die.      In  other 

pases  death  takes  place  with  cerebral  symptoms — sudden  oneojD- 

sciousness.  or  aphasia,  or  hemiplegia.  After  the  death  of  these 
patients   no    lesions   of   any    eonse*ptewe   are   found    except    the 

changes  produced  by  chronic  inflammation  of  the  walls  of  the 
arteries. 

It  is  evident  thai  the  symptoms  and  death  of  these  patients 
are  due  to  the  changes  in  the  arteries;  that  the  disease  from  which 
they  have  suffered  is  chronic  arteritis.  But  it  is  also  evident  that 
their  symptoms — loss  of  nutrition,  ansemia,  contraction  of  the 
arteries,  hypertrophy  of  Ihe  left  ventricle,  dyspnoea,  heart  failure, 
unconsciousness,  aphasia,  hemiplegia — are  also  the  symptoms  of 
chronic  nephritis. 

Mill  further  we  find  that  many  patients  with  these  symptoms 
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do  have  both  arteritis  and  nephritis.  In  any  given  ease  with 
these  symptoms,  therefore,  it  is  u  matter  of  importance  to  deter 
mine  whether  the  patient  has  arteritis  alone,  or  nephritis  alone, 
or  both  diseases  at  the  samp  nun  . 

Patients  who  have  chronic  nephritis  are  mora  liable  than  are 
other  persona  tt>  attacks  of  pericarditis,  bronchitis  and  gastric 
eatarrh. 

8ymptoftt*. — 77c    [7r*ne.— The  typical   urine  of  chronic   non- 
idative  nephritis  is  b  urine  increased  in  quantity,  of  a  specific 

avity  of  about  1.010,  containing  a  diminished  quantity  of  urea. 

without  albumen  or  easts,  or  with  ■  trace  of  albumen  and  a  very 

its.     But  exacerbations  of  tin-  nephritis  and  changes  in  I  he 

circulation  may  for  a  iimr  considerably  increase  the  quantity  of 

albumen  and  the  number  of  easts 

Very  important  modifications  of  the  urine,  however,  are  of  ordi- 
nary occurrence.  It  is  quite  possible,  with  nephritis  of  this  type 
far  advanced,  to  have  urine  not  below  1.028  in  specific  gravity 
and  without  albumen  or  easts.  When  one  sees  this  urine  during 
life  and  thru  the  kidneys  after  death  it  is  diflteoll  to  understand 
faow  they  can  belong  to  each  other. 

On  the  other  hand,  there  are  eases  in  which  the  gpeeHfe  gravity 
Of  the  urine  tails  almost  to  1.U00,  either  with  or  without  waxy  <le- 
«  ratnm  Of  tlie  blood  vessels.  In  some  eases  the  quantity  of 
urine  is  very  much  increased — several  quarts  in  the  twenty- four 
hours,  During  the  attacks  of  contraction  of  the  arteries,  to  which 
tli<s«'  patients  are  liable,  the  urine  may  be  diminished  to  a  few 
ounces  or  even  suppressed. 

(  erebtal  Symptoms. — of  the  patients  who  die  from  apoplexy 
mbolism  of  the  cerebral  arteries  it  is  found  that  a  consider- 
able number  have  chronic  nephritis. 

It  is  also  found  that  a  large  number  of  patients  with  chronic 
nephritis  have  cerebral  symptoms  which  seem  to  depend  partly 

on  the  presence  of  poisons  in  The  blood,  partly  OB  the  condition  of 

the  arteries  and  heart,  and  partly  on  contraction  of  the  arteries. 

The*  >ral  symptoms  belong  to  an  advanced  nephritis,  but 

they  may  be  one  of  the  first  symptoms  to  show  that  such  a  ne- 

ists. 


502 


rilKiiNH*    NEPHRITIS    WITHOUT    EXl'DATloN. 


Headache  and  sleeplessness  are  often  present,  the  headache 
sometimes  so  severe  and  continuous  that  the  patient  is  nearly 
maniacal.  Instead  of  the  headache  there  may  he  neuralgic  pains 
in  different  parts  of  tie'  body. 

Muscular  twitehings  and  general  convulsions  are  much  move 
serious.  They  may  be  early  symptoms,  or  net  occur  until  late  in 
the  disease. 

Hemiplegia,  with  or  without  aphasia^  may  be  the  first  symp- 
intn  to  Call  attention  to  the  nephritis,  or  may  not  occur  until  later 
in  the  disease.  The  invasion  of  the  hemiplegia  is  sudden  and  is 
usually  accompanied  by  coma.  There  is  toss  of  motion  alone,  or 
of   both   motion   and   sensation.     The    hemiplegia,    aphasia,    ;iud 

cocoa  rosy  continue  up  to  the  time  of  the  patient's  death,  or  d 

pear  after  a   few  hours  or  days.      In  the  latter  ease  the  patient 
may  have  several  such  attacks.     These  attacks  h:iw  bean  ascribed 
to  localized  iedetua  nf  the  brain.      In  the  eases  which   I   haV( 
there  were  no.  changes  in  the  brain  1  issue,  bill  the  Cerebral  arteries 

were  damaged  by  chronic  arteritis. 

Delirium,  mild  or  violent,  stupor,  and  coma  may  come  on  in 
sudden  attaeks,  or  he  developed  slowly  and  gradually. 

When  these  cerebral  symptoms  eoine  on  in  attacks  the  pnlse  is 
iA'  high  tension,  the  temperature  is  raised,  and  the  patients  arc 
said  !u  sutler  from  acute  nnemia.  Very  often  they  recover  from 
a  number  of  these  at  tacks.  In  the  fatal  attacks  the  pulse  often 
its  tension  and  becomes  rapid  ami  feeble;  the  patients  d' 
comatose  with  a  feeble  heart. 

Instead  of  such  acute  attacks  of  cerebral  symptoms,  del: 
and  stupor  may  come  on  gradually  in  persons  far  advanced   in 
their   nephritis.     The   temperature   is  then   apt    to   be   b*dow   the 
normal  and  the  pulse  is  rapid  and  feeble. 

Temporary  blindness,  neiin. -retinit is.  or  nephritic  retinitis  ;m 
developed  m  a  moderate  number  of  patients. 

Chronic  bronchitis  and  emphysema  very  frequently  exist  and 
their  symptoms  often  form  a  large  part  of  the  clinical  history. 

Attention  has  already  been  called  to  the  large  share  that  chronic 
arteritis  may  haw  in  the  production  of  some  of  the  renal  symp- 
toms. 
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Heart. — The  left  ventricle  ef  the  heart  regularly  becomes 
bypertrophied  after  the  nephritis  has  lasted  for  several  months. 
The  disposition  to  hypertrophy  is%  r  think,  rendered  greater  bj  re- 
peated attacks  of  contraction  of  the  arteries  and  by  eamplicatuig 

arteritis.     The  hypertrophy  is  usually  easily  made  out.     The  pa 
tient  remains  ujiconscioua  of  its  existence,  of  bee  disturbances  of 

sensation  and  palpitation.      As  lie'  disease  goes  on  the  h.vpcrlro- 

phieil  heart  may  I BBC  feeble,  and  then  dyspmra  and  the  other 

.•videuecs  of  feeble  circulation  make  their  appearance. 

In  the  same  way  the  complicating  endocarditis,  which  sn  often 
exists,  may  give  no  trouble  until  the  valves  are  a  good  deal 
changed,  or  tin*  ventricles  dilated,  of  the  heart's  action  altered, 
Of  ill-  contracted  ;  then  the  circulation  is  interfered  with. 

a&d   the   results  of   venous  congestion   of  different    parts  of  the 

body  show  themselves. 

Dyspnoea  is  b  frequent  symptom,  often  the  first  symptom  no- 
ticed by  the  patient.  It  is  a  spasmodic  dyspmra,  coining  on  in  at- 
tacks which  last   for  minutes,  hours,  or  days.      It  is  made  worse 

by  bodily  or  mental  exertion,  or  by  the  recumbent  position.    It 

does  not  resemble  bronchial  asthma.  It  is  apparently  due  to  the 
association  of  changes  in  the  arteries  and  heart.  It  eannol  be 
distinguished  from  the  dyspncea  which  is  caused  by  arteritis 
without  nephritis.  With  contraction  of  the  arteries  alone,  or 
with  a  feehle  heart  alone,  no  dysputca  may  exist;  hut  if  the  con- 
traction of  the  arteries  be  so  great  that  the  hypertrophied  heart 
cannot  overcome  the  obstruction,  or  if  with  contraction  of  the 
arteries  Die  heart  becomes  dilated  or  feehle,  thru  tin*  attacks  of 
io3a  begin.  Ai  first  the  attacks  are  not  severe  and  are  of 
short  duration,  but  if  the  mechanical  conditions  which  cause  them 
cannot  be  emit  rolled,  they  become  longer  and  more  distressing, 

Tin  stomach  may  continue  to  perform  its  functions  fairly  well, 
hut  more  often  there  is  gastric  indigestion,  gastric  catarrh,  or 
spasmodic  vomiting. 

Dropsy  docs  not  seem  properly  to  belong  to  chronic  nephritis 

mt    exudation.      When    it    is    present    there   will    usually    be 
found  to  account  for  it  either  endocarditis,  dilatation  of  the  ren- 
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triples,  fatty  heart,  I  feeble  heart,  pulmonary  emphysema,  or 
cirrhosis  of  the  liver. 

Profuse  bleeding  from  the  pelvis  of  atrophied  kidneys  is  some- 
times seen.      In  all  cases,   after  I   tune,   the  nephritis  exer 
effects   Upon    the   nutrition    of    the    patient,   and    the   flesh    and 
strength  are  diminished.    On  the  other  hand,  the  patients  do  not 
usually  become  as  pale  as  they  do  with  an  exudative  nephritis. 

Coursi  of  tki  DiseaSis—It  is  charaeteristic  of  the  chronic  pro- 
ductive inHanunations  of  the  UingS,  the  heart,  the  arteries,  the 
liver,  and  the  kidneys,  that,  while  they  often  exist  as  serious  and 
fatal  diseases,  they  inay  also  exist  as  lesions  and  yet  do  DOl  inter- 
fere with  Ioiilt  life  and  apparent  good  health.  This  seems  to  de- 
pend, at  least  in  part,  on  the  rapidity  with  which  the  inHamma- 
fcory  changes  in  these  different  parts  of  the  body  are  developed. 
If  the  development  is  alow  enough,  the  functions  of  the  organ 
continue  to  lie  performed  in  spite  of  the  new  growth  of  connective 

tissue. 

We  have  to  admit  that  in  all  eases  of  chronic  non-exudative  ne- 
phritis a  period  of  weeks,  or  months,  or  yean  elapses  during 
which  the  changes  in  the  kidneys  are  slowly  going  OB,  and  yet  the 
patients  seem  well  and  are  not  aware  that  they  have  any  disease. 
How  far  the  nephritis  can  advance  and  how  many  years  it  ean 
exist  before  the  symptoms  of  it  appear,  it  is  difficult  to  say.  We 
see  a  great  many  different  stages  in  the  development  of  the  ne- 
phritis in  persons  who  die  from  other  diseases  and  have  newr 
given  any  renal  symptoms. 

The  nephritis  is  of  slow  development,  gradually  altering  the 
structure  of  the  kidney  more  and  more,  so  that  we  should  expect 
that    the   symptoms   of    the    nephritis    would    also    he   developed 

gradually.  This  is  very  often  lie-  case,  hut  quite  sa  often  the 
nephritis  will  advance  without  symptoms  up  to  a  certain  point 
and  than  the  patient  suddenly  becomes  ill, 

.1.  Cases  with  Slow  Dfvtlopmsni  of  8ymptomiL  <  M"  the 
patxenta  in  whom  the  symptoms  are  gradually  developed  we 

may   distinguish  : 

1,  Patients  who  gradually  develop  hypertrophy  of  the  left  ven- 
tricle of  the  heart,  with  a  lowering  of  the  specific  gravity  of  the 
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urine,  and  a  pulse  that  is  easily  made  too  tense ;  otherwise  their 
health  is  good.  We  often  watch  these  persons  (or  many  years, 
expecting  other  renal  symptoms.  But  the-  symptoms  do  not  come, 
and  the  patients  die  of  some  other  disease. 

'2  Patients  who  have  digestive  disturbances,  and  gradual  loss 
of  flesh  and  strength.  The  urine  is  of  low  specific  gravity  and  in- 
creased quantity,  or  the  specific  gravity  and  quantity  remain  al- 
m  si  norma] .  often  from  time  to  time  there  are  traces  of  albumen 
and  a  few  hyaline  casts,  These  patients  arc  oflen  very  puzzling. 
From  year  to  year  they  slowly  gel  mure  feeble  and  more  ema- 
ciated ;  the  digestive  disturbances  are  sometimes  better  and  some- 
times worse.  Occasionally  then1  is  an  interval  of  great  improve- 
ment, so  that  tin  patients  think  they  have  entirely  recovered.  As 
the  disease  lasts  a  long  tune  the  patients  are  apt  to  see  a  number 
of  physieians  and  got  a  number  of  opinions,  for  the  diagnosis  is 
really  a  difliculi  one.  Some  of  the  patients  die  from  intercurrent 
diseases,  hut.  others  go  t»u  and  die.  simply  exhausted  with  nothing 
hut  the  chronic  nephritis. 

3.  Patients  who  for  months  or  years  have  all  arks  of  spasmodic 
dyspnoea,  and  between  these  attacks  are  comparatively  well.  The 
patients  are  usually  over  forty  years  of  age,  The  attacks  of  dySp- 
dobs  are  apt  to  come  on  in  the  early  morning  ami  go  off  later  in 
the  day.    Often  chronic  arteritis,  or  chronic  endocarditis,  exists 

Si  thfl  same  time.      For  a  while  the  attacks  of  dyspmea  ran  be  re 
lieved,  and  the  patients  are  eapahle  of  mental  and  physical  ex- 
ertion and   feel  quite  confident  of  recovery.      Bnl    as  the  attacks 
ol  dyspnoea   recur  they   hist  longer  and  are  harder  to   relieve. 
Finally  comes  the  time  when  the  dyspnoea  cannot  be  relieved*    It 

lasts  day  and  night,  the  patients  cannot  lie  down,  the  scrotum  and 
become  csdematous,  and  death  hardly  conies  soon  enough  l<* 

relieve  their  disl  fi 

4.  Patients  who  have  symptoms  progressing  for  several  \ 

At  first  vomiting,  or  headache,  or  neuralgia  pains.     Then  dysp- 
mea. a  little  dropsy  of  the  legs,  and  loss  of  flesh  and  strength. 
Finally  death  from  exhaustion,  or  with  an  attack  of  convulsions, 
or  in  coma 
5    Patients  in  whom  the  symptoms  come  on  in  attacks,  each 


.".I  Hi 


MKONIC    NKPEIR1TLS    WlTHlUT    EXTDATlON. 


attack  worst*  than  the  preceding,  and  the  general  health  more  ami 
more  impaired  between  the  attacks.  During  the  attacks  there  ate 
headache,  sleeplessness,  delirium,  stupor,  eoma,  ftOTmilatona,  dysp- 
ms.i.  vomiting — sometimes  one,  sometimes  another  the-  prominent 
symptoms.  The  tension  of  the  pulse  is  considerably  incn 
The  urine  is  of  low  ape*  >\\\y  and  often  contains  h  little  al- 

humen.  Between  the  attacks  the  patients  at  first  Mem  to  be  fairly 
well,  hut  later  they  gradually  tafe  Hesh  ami  strength.  The  urine 
between  the  attacks  is  of  lew  specific  gravity  and  contains  kittle  or 
do  albumen.     The  patients  finally  die  In  one  of  the  attacks, 

8.  Casts  with  Uapid  Development  of  Symptoms, — 01  the  pa- 
tients who  ;in*  apparently  in  their  ordinary  health  until  the? 

violent  invasion  ©I  symptoms,  we  may  distinguish  those  iti  whom 
the  aft  ark  seems  to  he  preeipit  afed  hy  an  injury  ur  an  intercur- 
rent disease,  and  those  in  whom  it  comes  on  without  discoverable 
cause  In  either  case  the  attack  regularly  takes  the  faftD  of  cere- 
hral  symptoms,  or  of  dyspiara,  or  of  vomiting,  or  of  sudden  death. 
Daring  theee  attacks  the  tension  <d*  the  pulse  is  high,  the  urine  is 

diminished  in  quantity  or  suppressed,  and  often  contains  a  little 
album-' n 

1.  The  cerebral  symptoms  are;  genera]  convulsions,  coma,  hemi- 
plegia) and  aphasia.  The  convulsions  come  on  suddenly,  they 
ere  repeated  several  limes,  between  them  the  patientfl  are  IWCOn- 
scions.  Many  of  the  patients  die  with  the  convulsions,  but  ;i 
recover.  We  arc  apt  to  see  theee  persons  for  the  first  time  while 
the  convulsions  are  going  On,  and  are  told  by  their  friends  that 

they  were  in  their  ordinary  health  until  the  convulsions  began* 
The  coma  m  developed  in  the  same  rapid  way.    The  patient  is 

found  in  lied,  in  a  room,  or  in  the  streel,  at  first  stupid  and  mut- 
tering incoherently,  then  completely  comatose.  Prom  this  eoma 
they  do  not  emerge,  hut  go  on  and  die  in  a  few  hours  Or  days. 

The  hemiplegia  is  like  that  with  a  clot  or  with  an  obstructed 
artery.  The  patient  falls  to  the  ground  unconscious  and  hemi- 
plegia If  the  hemiplegia  is  on  the  right  side  there  is  usually 
aphasia.  The  paralysed  side  of  the  body  may  remain  quiet,  or 
become  rigid,  or  be  moved  involuntarily.     The  hemiplegia  ami 
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usness  usually  continue  up  to  death.     BlU  aially 

are  sit  ■  patient  who  recovers  both  motion  and  oonaoioasiM 

2,  The  dyspmra  often  starts  with  an  ordinary  bronchitis.     The 
patient*  cannot  lie  down,  they  suffer  from  the  constant  feelii 

eea,  the  puis*'  is  full  and  tense,  the  drags  which  usually 
dilate  Hie  arteries  are  of  little  or  no  effect,  the  scrotutu  and  leg! 
beconte  aedeniatous.    The  patienta  only  live  a  lew  weeks. 

A.  The  vomiting  may  at  Oral  resemble  that  <>f  acute  gaatril 
that  canned  by  Borne  irritating  substance  in  the  stomach.     But  it 
continues,  it  i*  exhausting,  it  does  not  yield  to  the  ordinary  reme- 
ie»l  to  the  stomach;  the  pulse  is  full  ami  tense    Suet 

vomiting,  however,  can  often  be  stopped  by  tin-  drugl  wln<h  di- 
late  the  arter 

4.  The  patients,  after  an  injury,  or  a  surgical  operation,  or 

without  d  ible  cause,  become  feeble,  the  heart's  action  is 

.  the  urine  is  diminished  or  suppressed,  and  iu  a  few  hours 

;itient  is  dead.    T  *ea  are  not  common.    They  are  very 

tie  for  the  physician,  as  the  patients  seem  to  die  without 

Buffic  nee. 

">.  Hospital  Cases*— The  autopsy  room  nl  i  genera]  hoapitaj  af- 
fords a  large  number  of  examples  <rf  chronic  nephritis  wil 
exudation  for  anatomical  study.  But  the  wards  of  the  same  hos- 
pital ajye  a  much  smaller  number  of  cases  for  clinical  study.  The 
reason  for  t h is  is  that  bo  many  of  these  patienta  eeane  into  the 
hospital  for  aome  other  disease  instead  of  the  nephritis  which  also 
»  \ists. 

Thus,  during  a  period  of  eight  years  at  the  Roosevelt  Hospital, 
I  ha\  -  of  only  115  well-marked  eaaea  of  ehronlc  nephritis 

without  exudation.     These  were  all  patient*  who  came  into  the 
hospital  with  acute  unemia,  with  dyspnoea,  or  for  the  fatal  termi- 
ni of  the  dis< 
In  77  of  the  ras^s  albumen  was  present  in  the  urine  while  tin- 
in  the  hospital,  usually  only  a  trace,  but  sometimes 
in  considerable  quantity. 

Dropsy  was  present  in  54  of  the  cases      Tn  mast  o! 
tienta  chronic   endocarditis,   dilatation    of   the   ventricles,    fatty 
lironic  arteritis,  pulmonary  emphysema,  or 
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cirrhosis  of  the  liver  seemed  to  be  largely  responsible  for  the 
dropsy,  But  yet  I  have  not  included  in  this  set  of  kidney  ewes 
the  ordinary  marked  examples  of  cardiac  and  hepatic  dropsy. 

Thirty-four  of  the  patients  bad  attacks  of  acute  anemia  with 
cerebral  symptoms  while  in  the  hospital.  In  all  of  these  patients 
there  was  ;i  marked  inerease  in  the  tension  of  the  pulse  during  the 
attack,  and  in  "20  of  them  the  temperature  was  i-wr  101°  F,  dur- 
ing the  attack;  the  highest  temperature  was  lift)'"'  F. 

Twelve  of  the  patients  died  in  the  condition  of  chronic  urtemia. 

Chronic  endocarditis  was  present   in  21   eases,  hyperl 
the  left  ventricle  of  the  heart  in  57  eases,  cerebral  apoplexy  in  2 
cirrhosis  of  the  liver  in  S  eases,  pulmonary  emphysema  in 
:*!!  eases. 

The  symptom  first  noticed  by  the  patient  was  in  56  eases  dysp- 
noea, in  10  eases  gradual  loss  of  flesh  and  strength,  in  ti 
dropsy,  in  5  eases  vomiting  and  in  4  eases  headache. 

Forty-nine  of  the  patients  died  of  nephritis  while  in  the  Ins 
pital,  and  autopsies  were  made  in  4o  of  these  eases.     There  were 
28  atrophied  kidneys,  4  medium-sized,  hard,  granular  kidneys; 
V>  larp\  hard   kidneys;  2  medium-sized  smooth  kidneys,  and  3 
large  white  kidneys. 

Treatmi  nL — The  progress  of  the  nephritis  ran  he  favorably  af- 
fected by  attention  to  the  diet  and  mode  of  life,  and  to  climate. 
As  regards  the  diet,  the  quantity  of  sugars  and  starches  taken 
should  be  restricted,  and  the  ingestion  of  fats  encouraged,  The 
Use  of  w  me,  spirits  and  tobacco  should  be  discontinued.  Ex 
in  the  open  air  is  to  be  advised  as  long  as  the  strength  permits 
tt\'  ii.    As  regards  climate,  we  mast  consult  the  idiosyncrasy  of 

the  patient;  it  should  be  a  climate  where  lie  eats  well,  sleeps  welt 
and  feels  veil.  There  is  a  decided  advantage  in  not  remaining 
in  the  same  place  throughout  the  year. 

In  the  patients  belonging  to  group  one,  with  urine  of  low 
eih'e  gravity  and  hypertrophy  of  the  left  ventricle,  it  will  be  found 
that  whenever  the  tension  of  the  pulse  is  increased  the  patients 
dO    not    feel   quite   so   well.     When    this   is   the    ease    potassium 
idodide  will  often  soften  the  pulse  and  remove  the  discomforts. 
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These  patients  can  also  be  much  Improved  by  regulated  exercise 
in  tlii*  open  air. 

In  the  patients  belonging  t<»  group  two  the  treatment  is  directed 
to  the  digestive  disturbance  and  the  nutrition.  The  regulation  ol 
the  diet  and  the  mode  of  life,  lavage  ol  the  stomach,  relieving  con- 
stipation, and  increasing  the  production  of  bile  are  all  of  im- 
portance. When  the  production  of  urine  is  Largely  in  excess  of 
the  normal,  combinations  of  mix  vomica  and  sodium  bromide  will 
sometimes  aei  as  a  specific  in  reducing  this  undue  quantity, 

In  the  patients  with  attacks  of  spasmodic  dyspnasa  much  can  be 

done  with  the  drugs  which  dilate  the  arteries  and  stimulate  the 

heart.  According  to  the  tension  of  t hi'  pulse  and  the  strength  of 
the  heart's  action,  we  use  these  drugs  separately  or  together. 
Chloral  hydrate,  nitro-glycerin  and  potassium  iodide  are  the  most 

reliable  of  the  arterial  dilators;  digitalis,  stniphatilhiis  and  caf- 

teine  are  the  best  cardiac  stimulants  for  this  purpose. 

The  treatment  of  the  attacks  of  headache,  convulsions,  coma, 
hemiplegia  and  vomiting  is  s  matter  of  importance.  The  only 
working  theory  that  one  can  jro  on  is  to  believe  that  at  the  time 
of  these*  attacks  their*  is  an  irritant  poison  in  the  blood  which 
causes  contraction  of  the  arteries,  and  that  the  cerebral  symptoms 

j:iv  iluc  partly  to  the  contraction  Of  the  arteries  and  partly  to  the 

poison  itself  What  Hie  poison  is  or  whether  it  is  in  all  cases  the 
same  poison  we  do  not  know. 

Evidently  the  indications  given  for  treatment  by  this  tbeorj 

are.  first.  to  remove  the  poison  from  the  blond  mi. I.  s< id.  to  di- 
late the  contracted  arteries. 

The  plans  which  are  ordinarily  used  to  remove  the  poison  from 
flood  are:  general  blood-letting,  purging^  sweating,  and 
diuresis.  These  measures  um questionably  can  do  liinch  good. 
Whether  they  do  so  because  they  remove  poison  from  the  blood,  nr 
iae  they  relieve  the  arterial  tensions,  is  a  matter  open  (or  dis- 
cussion. 

Dilatation  of  the  arteries  can  be  effected  by  hypodermic  injec- 
tions of  morphine;  by  nitroglycerin,  chloral  hydrate  and  potas- 
sium iodide,  <\n<]  by  sweating.  Very  often  with  these  remedies 
the  pulse  will  become  soft  and  the  cerebral  symptoms  will  disap- 
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j m-;i r.  But  after  the  nephritis  has  advanced  1m  v.. rM|  ;,  certain 
point  it  is  found  that  all  these  remedies  are  inert;  the  tension  of 
the  pulse  and  the  cerebral  symptoms  continue.  Or,  instead  of 
this,  the  pulse  loses  its  tension,  becomes  rapid  and  feeble,  the  cere- 
bral symptoms  continue  and  the  patients  die. 

<  asf.  XXXV.  Chronic  Nephrite >  without  E&udaH&n  :  Dfopsy 
and  Vrwmia  without  Albumen  in  th<  Urine, — Male,  3U  years  old, 

September  28,  lSKi  One  year  S£0  he  first  noticed  dropsy  of  his 
Let  and  bands,  later  of  his  whole  body;  the  urine  was  scanty. 
He  lias  had  more  or  less  dropsy  ever  Since.  Lately  tie  has  b;id 
COUgh,  with  muco-purulcrit  sputum  and  diarrhu-a. 

Xow  he  has  moderate,  genera]  subcutaneous  drupsv,  pulse  100, 

with  increased  tension,  breathing  32,  temperature  WJ*  Urine  for 
14  hours  32  ounces,  1.011,  no  albumen. 

September  29,  in  the  morning,  he  had  three  general  convulsions 

and  died. 

Autopsy.— Tfhevi  icral  subcutaneous  dropsy.    The  large 

arteries  at  I  he  base  of  the  brain  are  normal.  The  pia  mater  is 
somewhat  eon  jested,  with  old  general  Opacity  and  an  increase  fll 

serufu.    The  brain  is  not  amende  or  radematoaa. 

The  left  ventricle  of  the  heart  is  hypertrophied,  there  is  a  little 
old  thickening  of  the  aortic  and  mitral  valves. 

The  Lungs  are  (edematous,  the  right  pleural  cavity  is  two-thirds 
full  of  serum. 

The  liver  weighs  41  .  pounds  and  is  fatty.  The  stomach  is  con- 
gested. The  spleen  and  intestines  are  normal.  The  kidneys 
weigh  together  12  ounces,  the  capsules  are  not  adherent,  the  sur- 
faces are  smooth,  the  cortex  is  of  natural  thickness,  the  kidneys 
took  normal  to  the  naked  eye.    The  changes  in  the  kidneys  are 

not  in  proportion  to  the  symptoms.      There  are  sum] I   s 
connective  tissue  in  the  cortex.     The  capsules  of  the  glomeruli  are 
moderately  thickened  and  the  capsule  cells  are  swollen.     The  epi- 
thelium of  the  convoluted  tubes  is  but  little  changed. 


Case  XXXVI.  Chronic  Nephritis,  without  Exudation;  AcuU 
Vrormia,  with  Temperature  of  108°* — Male,  50  years  old,  Decem- 
ber !§,  1886,  lb  Jijis  been  intemperate,  with  morning  nausea, 
be  has  had  occasional  swelling  of  the  legs,  head- 
ache, loss  of  strength,  pain  legs  and  an  increased  quantity 
of  urine. 

Now  he  is  rather  fat,  has  a  little  oedema  of  the  feet,  pulse  lib. 
with  high  tension,  urine  l.nln.  a  lit  lie  albumen,  no  easts 
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December  19  very  stupid,  temperature  105°  to  108 

December  20,  temperature  100°,  died  in  the  afternoon. 

Autopsy, — The  brain  ami  its  membranes  an-  normal,  except  for 
a  little  thickening  of  the  arteries  at  the  base.  The  lungs  Bit 
emphysematous.  There  is  marked  hypertrophy  of  the  left  ven- 
tricle of  the  heart;  the  mitral  valve  is  thickened  and  insufficient. 
There  are  patches  of  thickening  in  the  aorta. 

The  liver  is  congested,  the  spleen  is  normal.  The  kidneys  are 
small  their  capsules  adherent,  their  surfaces:  nodular,  the  cortex 
tli in  and  L'ray.  In  the  cortex  there  are  large  masses  of  connective 
tissue  enclosing  atrophied  tllbes  and  glomeruli.  In  the  remaining 
cortex  tubes  the  epithelium  is  swollen  or  flattened.  In  the  glom- 
eruli there  is  B  growth  of  tuft  cells,  the  walls  of  the  arteries  are 
thickened. 

SB  XXXVII.  Chronic  Ntpkritis,  without  E nidation j  Loss 
of  Flesh  and  Strength;  Dyspnaa;  Sudrfm  Dtaih  -Female.  ."in 
years  old,  January  'JO,  1882.  Three  months  ago  she  began  to  have 
dyspnea,  sleeplessness,  scanty  urine,  loss  of  flesh  and  strength 
and  a  little  swelling  of  the  legs. 

Now  she  is  feeble  and  amende,  pulse  72.  breathing  22,  tempera- 
ture 98c,  urine  o'  ounces  in  24  hours.  1.015,  a  little  albumen. 

February  1.  10  days  later,  she  died  suddenly. 

Autopsy. — The  arteries  at  the  base  of  the  brain  are  tortuous 
and  thickened.  The  left  ventricle  of  the  heart  is  much  hyper- 
trophied,  the  aortic  valves  are  a  little  thickened. 

Both  pleural  cavities  are  half -full  of  serum 

The  liver  and  spleen  are  normal.  The  aorta  and  large  arteries 
are  atheromatous. 

The  kidneys  weigh  together  4  ounces.  In  the  eortez  there  are 
large  masses  of  connective  tissue  containing*  atrophied  tubes  and 
glomeruli;  between  fhese  the  cortex  tubes  are  dilated  with  flat- 
tened epithelium.     The  walls  of  the  arteries  are  much  thickened. 

i     XXXVIIL    Chronic    Nephritis,    withoui    Esmdation; 

plegio  and  Coma. — Female.  50  years  old,  October  1(1.  IH.^2. 
o  she  suddenly  became  hemiplegia  on  the  right  side 
with  aphasia. 

Oct  ihe  began  to  have  involuntary  contractions  of  the 

right  .mil  and  leg.  Now  she  can  move  all  her  limbs  a  little  but 
eaunot  speak:  she  is  unconscious;  the  pupils  are  normal.  She 
Continued  unconscious,  with  the  riy:ht  side  of  the  face  and  the 
right  arm  and  leg  in  constant  motion,  until  she  died,  October  12, 
1  wo  days  later. 

;>v/  —The  pia  mater  is  a  little  opaque,  but  with  no  in- 
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crease  <d  serum.    The  walk  of  the  large  arteries  are  thickened, 

but  num1  of  them  are  occluded. 

The  wmIIs  of  the  aorta  and  of  the  bit  are  atheroma- 

tous. 

The  left  ventricle  of  the  heart  ia  hypertrophied;  the  walls  of 
the*  coronary  arteries  are  thickened. 

The  hums  iiiv  congested  and  cedeiaaloua.  The  liver  and  spleen 
are  normal  The  kidneys  weigh  together  2  ounces,  Roth  the  cor- 
tex ainl  pyramids  an-  atrophied,  with  a  large  growth  of  eon- 
m -rtivi'  tissue  iii  the  stroma. 

(  asi;  X  XXIX.     ( 'hnntic  \<  phritis,  with  on  I  Exudation  ;  Rapid 

Development  of  Symptoms. — Male,  28  years  old,  May  26, 
Afinijt  three  months  ago  his  eyesight  began  to  fail,  but  otherwise 
he  ivit  well. 

i  toe  month  ago  he  had  an  attack  of  acute  articular  rheumatism 
from  winch  he  recovered,  but  was  left  with  pains  over  the  cheat 

and  dyspnoea,  lie  is  now  emaciated,  cyanotic,  with  marked  dysp- 
mea,  pulse  112-128,  breathing  24-34,  temperature  UK°-!)!f\  urine 
1.012,  some  albumen.  DO  easts.  Then*  is  a  loud  systolic  murmur 
at  the  apex  transmitted  to  the  left,  and  a  diastolic  murmur  at 

the  base,  transmitted  down  the  sternum*     Be  coughs  up  mucus 

Streaked   with   blood.      He   has  a   nephritic   retinitis;   there  is  no 

dropsy. 

.June  1  :  There  were  convulsive  movements  of  ihe  muscles  of 
tin  feee  and  arms;  he  became  unconscious;  he  died  with  stertorous 
breathing  and  feeble  heart  on  dune  2, 

Autopsy* — The  brain  was  not  examined,  The  left  ventricle  of 
fchc  heart  is  dilated  and  hypertrophied,  the  valves  are  normal. 
The  Kings  are  congested  mid  cederaatous.  The  liver  and  spleen 
are  normal.  The  stomach  and  small  intestine  contain  blackish, 
ereenish  fluid. 

The  kidneys  are  very  small,  their  capsules  adherent,  their  sur- 
nodular,  the  cortex  and  pyramids  atrophied. 


PUERPERAL    ErLAMl'Si  \. 


During  the  later  months  of  pregnancy,  during  labor,  ant  imme- 
diately after  childbirth,  women  not  infrequently  become  anasnic 

and  dropsical,  have  ulhmnen   in  the  urine,  and  develop  alarming 

cerebral  symptoms:  headache,  blindness,  convulsions,  and  coma. 

These  symptoms  are  especially  frequent  in  primipane,  in  young 
woman)  and  with  tvviu  pregnancies.     They  may  be  repeated  in 
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ral  *ueeessive  pregnancies.      They  belong  to  the  second  half  of 

pregnancy,  increasing  id  severity  as  the  pregnancy  advances, 
and  are  at  their  worst  during  labor. 

Morbid  Anatomy, — In  women  dying  with  cerebral  symptoms 

i  albuminuria  at  about  the  tune  of  childbirth,  I  have  found  the 
kidneys  in  the  following  conditions: 

Normal  kidm-ys. 

Dilatation  of  the  pelves  and  urelers. 

Acute  degeneration  of  the  kidney. 

Acute  exudative  nephritis. 

eYeute  productive  nephritis* 
.    riironie  nephritis. 

In  soma  of  the  patients,  even  in  young  women,  1  have  found 
well-marked  disease  of  the  eirchral  arteries. 

Etiology. —  A  number  of  theories  have  been  entertained  m  to 

the  onuses  of  puerperal  eclampsia.     It  must  I oufessed  t h;it  no 

of  them  is  siit i&factory,  and  thnt  the  Bnbjeel  is  itil]  obscure. 
The  ordinary  explanation!  are  ai  follows; 

1.  Pressure  on  the  renal  veins  by  the  gravid  uterus  produces  B 
ehrnni--  kion  of  the  kidneys,  \\  hit-It  interferes  with  their 
functions. 

2,  Pressure  of  the  uterus  on  the  ureters  renders  it  necessary  for 
the  kidneys  tn  secrete  apainst  a  higher  pressure,  so  that  they  aM 

unable  to  get  t-itl  of  the  proper  quantity  of  exerenientitiuus  sub- 
stances. 

:i.  The  kidneys  are  obliged  to  excrete  waste  products  not  only 
from  the  mother,  but  also  from  the  enlarged  uterus  ami  the  fo'tus, 

sad  this  extra  work  they  are  unable  to  perform 

4.  It  has  been  de natrated  in  some  eases  ihat  before  th n* 

vulsions  there  is  a  diminished  quantity  of  escrementitioufl  prod- 
nets  in  the  urine,  and  after  th"  cessation  of  the  eonvulsions  an 

■«  ase  of  these  products;  therefore,  the  eonvulsions  are  due  to 
the  retention  of  these  exerementitious  substances  in  the  blood. 

5.  That  for  some  reason  the  patients  have  eeivhn. -spinal  i- 

ition. 

&   That  for  some  reason  they  have  eerebru-spinal  arianiia. 

7.  That  the  eonvulsions  are  of  the  nature  of  aeute  epileptic 
attacks  due  to  irritation  of  nerves  in  the  pelvis. 
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8.  That  the  enlarged  uterus  acts  as  an  irritajd  to  the  vaso-motor 
I  and  so  causi  s  ;i  contraction  of  the  arteries  throughout  the 

body. 

9.  That  the  enlarged  uterus  causes  LrritatioH  <>F  the  vasomotor 
nerves  which  supply  the  renal  arteries;  the  contraction  of  the 
renal  arteries  causes  death  or  defeneration  of  the  renal  epithe- 
lium; the  changes  in  the  renal  epithelium  render  the  kidneys 
unable  to  excrete  poisonous  substances ;  the  accumulation  of  these 
substances  in  the  blood  causes  the  convulsions,  etc. 

10.  There  is  at  the  time  of  childbirth  in  some  women  n  toxic 
substance  produced  in  sonic  unknown  way,  which  is  rail  mused  by 
any  change  in  the  function  of  the  kidneys,  but  which  is  capable  of 
causing  transudation  of  scrum  from  the  vessels,  contraction  of  the 
arteries,  acute  defeneration  of  the  kidneys,  and  acute  nephritis. 
In  other  words,  the  changes  in  the  kidneys  ;ir<-  not  the  cause  of  the 
convulsions,  etc.,  but  they  are  the  result  of  the  same  poison  which 
produces  albuminuria  and  the  cerebral  symptoms. 

Symptoms. — 1.  There  are  a  considerable  number  of  pregnant 
women  in  whose  urine  durim:  the  latter  months  of  pregnancy  al- 
bumen is  present  in  appreciable  quantities;  they  have  no  other 
symptoms  and  pass  through  labor  without  trouble. 

2.  There  are  women  who.  during  the  later  months  of  pregnancy, 
luive  scanty  and  albuminous  urine,  more  or  less  dropsy  of  the  legs, 
and  become  pale  and  anaunie.  They  may  pass  through  childbirth 
safely  and  do  well  afteward,  but  some  of  them  have  a  chronic  ne- 
phritis dating  from  the  pregnancy. 

3.  Tn  s  small  number  ol  women  at  aboul  the  time  of  childbirth, 
either  before,  during,  or  after  labor,  there  are  cerebral  symptoms. 
In  some  of  these  women  albumen  has  been  present  in  the  urine 
during  the  pregnancy;  in  others,  besides  the  albuminuria,  dropsy 
and  anaemia  have  also  been  present;  but  in  others  the  cerebral 
symptoms  arc  suddenly  developed  without  any  premonitory  con- 
ditions. 

The  cerebral  attacks  are  characterized  by  nausea  and  vomiting, 
headache,  blindness,  muscular  twitehings,  general  conrnis 
stupor,  coma,  hemiplegia,  a  rise  ol  temperature,  a  pulse  of  high 
tension,  venous  congestion  of  the  skin,  the  urine  diminished  in 
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quantity  or  suppressed,  usually  containing  large  uuantii 
bumen.    The  eaiea  vary  as  to  bo/w  many  of  these  symptoms  are 
present.    A  fair  proportion  of  the  patients  survive  these  attacks, 
although  the  children  oauaUy  die.     Da  the  fatal  eases  death  takes 

place   with    the    -'una]    convulsions,    with   hemiplegia,   or    with 

After  the  termination  of  the  labor  and  the  disappearance,  nf  the 
alarming  aymptomi  the  anxieties  of  the  obstetrician  are  at  an  end, 
but  those  of  the  physician  begin.     For  in  many  of  these  women  a 
nephritis  originates  tUiriuir  pregnancy  which  continues  afterward 
shronic  inflammation,  and  ultimately  destroys  life. 
'htf  tit. — While  there  have  been  many  different  opinions  ;«s 
to  the  nature  of  puerperal  eclampsia,  there  is  s  good  deal  of  uni- 
formity as  to  the  treatment.     If  the  convulsions  eoine  on  at  about 
nl  of  pregnancy,  it  is  generally  agreed  that  labor  should  be 

brought  on  and  the  child  delivered  as  soon  as  possible.  Apart 
1  mm  this  qre  try  to  unload  the  veins  and  dilate  the  arteries.  This 
.•an  he  done  by  general  blood-letting  and  by  the  use  of  nitro- 
glycerin, chloral  hydrate  and  opiuin.  In  older  In  guard  against 
the  cerebral  symptoms  it  iaoJ  more  practical  importance  fee  watch 
the  arteries  and  the  heart  than  to  lest  the  urine  for  albumen. 

Suppurative  Nephritis. 

Suppurative  inflammation  of  the  pelvis  of  the  kidney  and  of  the 
kidney  itself  occurs  under  several  different  conditions.  It  is  the 
result  of  injuries;  it  is  due  to  emboli ;  it  occurs  without  discover- 
able cause;  it  is  secondary  to  cystitis,  the  cystitis  being  due  to 
stricture  of  the  urethra,  to  atone  ill  the  bladder,  to  paraplegia,  to 
operations  on  the  urethra,  bladder  and  uterus,  to  gonorrhoea,  or  to 
enlarged  prostate.  Chronic  suppurative  pyelonephritis  may  be 
caused  by  the  presence  of  calculi  in  the  pelvis  of  the  kidney. 


1.  8uppurativi  Nephritis  from  Injury. 

(Hinslmt  wounds,  incised  or  punctured  wounds,  falls,  blows  and 
Kicks  are  the  ordinary  traumatic  causes.     If  the  injury  be  a  very 
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severe  one,  it  causes  tllC  death  of  the  patient  in  a  short  time;  If  it 
be  less  severe,  suppurative  inflammation  may  he  developed. 

The  inflammatory  process  may  be  diffuse,  so  that  the  whole  of 
miih  or  both  kidneys  is  converted  into  8  soft  mass  composed  of  pus. 
Mood  and  broken-down  tissue;  or  it  is  circumscribed,  and  one  or 
more  abaccagcs  ate  found  in  th<<  kidney,  which  amy  communicate 
with  its  pelvis. 

Symptoms. — Ki^rors  mark  the  beginning  of  the  suppuration  and 
are  often  repeated  throughout  its  course*     A  febrile  movement  is 

developed,  which  is  apt  to  assume  the  hectic  character  with  sweat- 
ing. There  is  often  vomiting.  There  may  he  vei y  srwrc  pain 
referred  to  tin-  region  of  the  inflamed  kidney.  The  mine  m  di- 
miniahed  or  suppressed;  it  contains  blood  alone,  or  blood  and 
pus.  In  the  bad  eases  the  patients  pass  into  the  typhoid  state, 
become  delirious,  and  die  comatose,  or  with  a  rapid  and  feeble 
pulse.  Or  the  disease  is  protracted,  the  patients  become  more  and 
more  emaciated,  and  finally  die  exhausted.  In  other  eases  tine 
symptoms  abate,  the  urine  returns  to  its  natural  condition,  and 
the  patients  recover. 

Treatment. — The  management  of  these  cases  is  rather  am. 
than  medical.     The  external  wound  is  to  be  treated  antiseptieally, 
and  the  suppurating  kidney  is  to  he  incised  or  removed,  as  maj  be 

:ir\v 

2.  Ab$ce$$0i  Produced  by  Emboli, 


In  ordinary  endocarditis  with  vegetations  on  the  valves  it  often 
happens  that  fragments  of  the  vegetations  became  fixed  in  the 
branches  of  the  renal  artery.  When  this  is  the  ease  white  infarc- 
tions are  produced. 

With  malignant  endocarditis  and  with  septic  infections  emboli 
find  their  way  into  the  branches  of  the  renal  artery  and  set  up 
circumscribed  foci  of  suppurative  inflammation.  The  kidneys  be- 
come enlarged  and  are  Studded  with  little  white  points  sur- 
rounded by  i-H.1  sanea,  These  little  white  points  are  formed  by  an 
infiltration  of  pus  cells  between  the  tubes,  followed  by  the  death 
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ami  breaking  down  of  the  kidney  tissue,  '['he  bacteria  of  sup- 
puration are  found  in  these  little  ah 

Symptoms. — These  embolic  abaccaaos  ean  hardly  he  said  to  have 
a  clinical  history.      Whatever  symptoms  may  belong  to  them  are 

lost  in  those  of  tin-  general  disease  from  which  the  patient  is  sui- 
ng. 

3,  Idi&pathii   Abst  esses. 

These  occur  without  discoverable  cause.  Only  one  kidney  in  in- 
volved. AW  find  after  death  part  of  the  kidney  destroyed;  the  re- 
maining portions  contain  abscesses;  the  pelvis  is  dilated  and  COB 
tains  pus,  the  capsules  arc  thickened,  the  suppurative  hitianuua- 
tion  may  extend  to  the  surrounding  tissues  so  that  sinuses  are 
formed,  and  even  perforations  into  the  intestine  or  through  the 

diaphragm*  0  is  very  difficult  in  these  cases  to  tell  whether  the 
inflammation  begins  in  the  kidneys  or  in  its  pelvis. 

Symptoms. — The  symptoms  begin  gradually  and  arc  tor  some 
time  obscure.    There  are  repeated  chills  and  an  irregular  febrile 

menl       The  patients  lose  Hesh  and  strength,  become  amemie. 

and  are  often  troubled  hy  nausea  and  vomitinir.      There  is  more 

pain  over  the  inflamed  kidney.     After  a  time  the  pelvis  of 

the  kidney  may  be  su  much  dilated  as  to  form  a  tumor.      If  the 

pus  escapes  from  time  to  time  through  the  ureter,  this  tumor  will 
vary  in  size.  The  urine  at  intervals  contains  pus  and  fragments 
of  broken-down  kidney  tissue.  If  the  suppuration  extends  then' 
will  be  sinuses  running  behind  ihe  peritoneum,  or  into  the  colon. 
or  upward  through  the  diaphragm.  The  disease  is  apt  t«»  laaj  o 
long  time.    The  patients  are  halm-  to  have  chronic  nephritis  ol 

t  tie  Other  kidney,  or  waxy  degeneration  Of  the  viscera. 

Treatment, — The  only  plan  of  treatment  is  to  cut  down  on  the 
suppurating  kidney  and  treat  it  as  an  abscess,  or  to  remove  it 
altogether. 


4.  Suppurative  Vys&o-Nepkritii  with  Cystitis, 

One  or  both   kidneys  become   inflamed.     The   pelves  are  com 
1  and  coated  with  pus  and  fibrin.     The  kidneys  are  swollen, 
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congested  and  studded  with  foci  of  pus.  The  smallest  foci  are  not 
visible  to  the  naked  eye,  but  with  the  microscope  we  find  collections 
nf  pus  cells  between  the  tubes,  with  swelling  and  degeneration  of 
the  epithelium  within  the  tubes.  The  larger  purulent  foci  look 
like  white  streaks  or  wedges  running  parallel  to  the  tubes  and 
surrounded  by  zones  of  congestion.     The  larger  ah-  place 

considerable  portions  of  the  kidneys. 

Tin*  ureters  in  some  eaa  darned,  their  walls  ttuekenedj 

their  inner  surfae^s  Boated  with  pus  or  fibrin.     The  bladder 
ents  the  lesions  of  acute  or  of  chronic  cystitis. 

Etiology. — This  form  of  nephritis  seems  to  be  always  semndary 
to  a  cystitis,  the  in  feet  inn  extending  from  the  bladder  through  the 
ureters  to  the  kidneys.  The  cases  of  cystitis  in  which  a  suppura* 
tive  nephritis  is  likely  to  be  developed  are  those  due  to  strict mvs 
of  the  urethra,  stone  in  the  bladder,  operations  nn  the  urethra, 
bladder  and  uterus,  paraplegia,  ijonorrhapa.  and  enlarged  pros- 
tata 

Symptom*, — When  the  nephritis  occurs  with  cystitis  due  to 
stone  in  the  bladder,  strictures  of  the  urethra,  or  operations  on  the 
geaitO-urimuPy  tract,  the  symptoms  are  much  the  same.  Hie  p •'' 
lient  has  first  ihe  symptoms  belonging  to  the  cystitis,  then  he  is 
attacked  with  chills  and  a  rise  of  temperature.  The  chills  are 
repeated,  tin*  temperature  is  irregular  and  accompanied  by  pro- 
hue  BWeatiuir.  There  is  a  rapid  change  in  the  general  condition 
of  the  patient,  he  beeoflM  more  prostrated  and  emaciated  from 
day  to  day.  The  Baee  is  drawn  and  anxious,  the  tongue  dry  and 
brown,  the  pulse  rapid  and  feeble;  delirium  is  developed,  and  the 
patient  finally  « lies  in  the  septic  condition.  The  urine  is  dimin- 
ished in  quantity  or  suppressed  ;  it  contains  blood,  pus,  and  mucus 
derived  parth   from  the  bladder,  partly  from  the  kidneys. 

s  of  suppurativa  nephritis  due  to  a  gonorrheal  cystitis  are 
not  common,  but  several  of  them  have  been  observed.     Murchison 
describes  two  eases,  in  both  of  which  the  cerebral  symptoms  were 
v  marked     delirium,  convulsions,  and  cinna. 

When  suppurative  nephritis  oomplicatee  the  cystitis  due  to  au- 
di prostata,  the  sympK  somewhat  different.    The  pa* 
tients  are  usually  mag  over  Sfta  years  old.     They  have  generally 
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suffered  from  the  symptoms  of  enlarged  prostate,  retention  of 
either  constant  or  intermittent,  and  more  or  less  cystitis 
with  pus  and  in  urns  in  the  nriue.  Sometimes,  however,  no  such 
history  is  obtained;  the  patient!  assert  that  they  have  had  no 
previous  bladder  trouble.  The  hrst  symptom  is  a  diminution  in 
the  quantity  of  urine,  with  the  appearance  of  hlood  mixed  with  it, 
or  the  urine  may  he  aappreooed  altogether.  The  hlood  may  be 
present  in  considerable  quantities,  so  that  the  patients  seem  to 
pass  blood  instead  of  urine.  The  patients  rapidly  become  pros- 
I  and  wry  anxious.  There  arc  usually  no  chills,  and  there 
may  be  no  rise  in  temperature.  The  prostration  becomes  more 
marked,  the  pulse  is  rapid  and  feeble,  tin*  skin  is  cold  and  bathed 
in  perspiration,  and  the  patients  die  in  collapse  al  the  and  of  a 
few  days.  Or,  instead  of  aneh  a  history,  the  patienta  may  behave 
as  if  they  were  the  subjects  of  septic  poisoning. 

Prognosis, — Suppurative  nephritis  aecondary  to  cystitis  is  a 
\.ry  fatal  disease;  so  far  aa  1  know  all  the  patients  die. 

Treatment. — The  treatment  for  these  cases  is  altogether  a  pre- 
ventive one  directed  to  the  cystitis.  When  the  nephritis  is  once 
established  we  have  no  further  control  over  the  case, 


Case  X  L  Suppurative  Nephritis,  with  Cystitis. — Male.  24 
temher  20,  1870.  Three  days  ago  he  was  attacked 
with  pain  in  the  hypogastric  region.  The  next  day  he  went  out, 
the  pain  came  on  ajrain,  and  he  could  pass  no  urine.  That  even- 
ing a  catheter  was  pawed  hut  no  mine  found. 

After  his  admission  s  ounces  of  urine  were  drawn  off  with  the 
catheter. 

Three  days  later  he  died. 

Autopsy. — The  heart  and  lungs  are  normal  The  liver  is  large 
and  fatty,  the  spleen  is  large. 

There  is  a  general  peritonitis  most  marked  in  the  lower  part  of 
the  abdomen. 

There  is  a  single  kindey  with  a  Single  large  ureter,  the  renal 
artery  is  given  off  from  the  aorta  between  the  common  iliac  ar- 
teries. The  pelvis  and  calyces  are  dilated,  there  are  purulent 
foci  scattered  through  the  kidney. 

The  bladder  is  of  medium  size,  not  hyperttophied,  the  nmcona 
membrane  is  congested  with  sloughy  patches. 
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Case  XLI.  Suppurative  Nephritis;  Stricture  of  the  Urethra; 
External  Urethrotomy. — Male,  ">7  years  old,  July  22,  1876. 
When  he  was  20  years  old  he  had  a  stricture  which  was  treated 
and  said  to  be  cured. 

For  live  years  after  this  he  had  no  trouble ;  after  that  the  urine 
was  passed  slowly  and  in  a  small  stream. 

Five  years  ago  he  was  operated  on  and  relieved  for  a  time. 

Two  and  a  half  years  ago  internal  urethrotomy  was  performed. 

One  year  ago  he  had  gonorrhoea,  with  an  abscess  in  the  peri- 
neum, which  was  opened. 

Now  he  has  stricture  of  the  urethra,  and  an  abscess  in  the  peri- 
neum. 

August  16  external  perineal  urethrotomy  was  performed. 

September  5  blood  was  passed  with  the  urine. 

September  18  he  had  a  chill,  temperature  104°.  pulse  160. 
After  this  he  continued  in  the  septic  condition  until  he  died.  Sep- 
tember SO. 

Autopsy. — The  brain  was  not  examined.  The  lungs  are  em- 
physematous, the  bronchi  contain  muco-pus. 

The  aortic  valves  are  a  little  thickened. 

The  liver  and  spleen  are  normal.  The  mucous  membrane  of 
the  stomach  is  coated  with  mueiis. 

The  wall  of  the  bladder  is  hypertrophied.  its  cavity  is  small, 
its  mucous  membrane  is  thickened  and  covered  with  muco-pus. 

The  ureters  are  dilated  and  contain  pus:  near  the  bladder  they 
are  blocked  up  with  small  calculi. 

The  pelves  of  the  kidneys  are  much  dilated  and  coated  with 
pus.     Of  the  left  kidney  not  much  kidney  tissue  is  left. 

There  are  numerous  small  and  large  abscesses  in  both  kidneys. 

Cask  XLI  I.  $up[*umtirt  X*  phritis:  (itnnal  Stasis. — Male. 
2.>  years  old,  October  ->1.  1ST!*.  Five  wivks  airo  he  had  an  attack 
of  pleurisy  on  the  right  side;  at  the  same  time  the  urine  was 
turbid  and  scalding.  Since  that  time  he  has  not  felt  well  and 
had  irregular  chills. 

Three  weeks  ago  he  felt  so  ill  that  he  remained  in  bed.  Three 
days  later  the  urine  was  passed  frequently  in  small  quantities 
and  was  turbid. 

Two  nights  ago  there  was  retention  of  urine  for  24  hours,  fol- 
lowed by  dribbling. 

Now  he  is  pale,  emaciated,  the  bladder  very  much  distended. 
the  prostate  large  and  tender.  The  urine  wa>  drawn  off  with  the 
catheter;  it  contained  pus. 
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November  14  an  abscess  formed  in  the  right  lumbar  region, 
which  wns  opened  on  November  25. 

November  -7  the  right  ley:  ami  thigh  became  painful  ami 
swollen,  AS  abscess  formed  in  the  calf  of  the  left  I- 

All  the  time  he  was  in  the  hospital  hfl  WSJ  in  the  septic  con- 
dition, with  temperature  from  98°  to  104°. 

December  If*  he  died. 

Autopsy. — The  body  is  emaciated.  Than  are  old  Bdheskou 
nver  the  lower  lobe  of  the  right  lung.  The  lower  lobe  of  the  left 
lung  Lb  coated  with  pus. 

The  heart  and  Spleen  are  normal. 

The  liver  is  large  and  waxy. 

The  peritoneum  is  thinly  coated  with  pus. 

The  bladder  is  congested  and  contains  pus  and  urine,  the  SOU* 
neetive  tissue  around  it  is  infiltrated  with  pus. 
The  prostate  is  honeycombed  with  purulent  cavities. 

The  inferior  pens  cava  contains  puriform  thrombi. 

Both  kidneys  are  studded  with  large  foci  of  pti*.     The  capsule 
over  the  posterior  surface  of  the  right  kidney  is  separated  from 
It  by  a  large  abscess.     The  pelves  of  both  kidneys  aw  thi<! 
and  inflamed. 

Case  XLIII.    Suppurative  N&pkriiis;  Froctun  afihi  Spine. 
Male,  26  years  old,  August  7,  L885.    dust  before  admission  he 
struck  on  the  right  shoulder  and  knocked  into  b  sitting  posi 

tion.      Immediately  afterward  there  was  loss  of  motion  ami  sen- 
sation in  both  letrs  and  the  urine  was  retained. 

Now  there  is  complete  paraplegia  with  retention  of  urine. 

The  Urine  was  drawn  otT  regularly  with  the  catheter. 

August  11  he  began  to  have  fever,  and  tic  urine  «r&J  purulent. 

After  this  he  was  septic,  with  repeated  chills,  a  febrile  move- 
ment, urine  containing  pus  and  blood,  until  lie  died,  <  ►ctober  IX 
Autopsy. — The  body   is  emaciated.     The   body  of   the  twelfth 

i  vertebra  is  fractured  and  dislocated  forward. 
'flu-  spinal  cord  is  compressed  and  softened. 
The  bronchi  contain  pus. 

The  heart,  liver,  spleen,  stomach  and  intestines  are  normal. 
The  wall  of  the  bladder  is  thickened;  its  mucous  membra] 
congested  and  coated  with  pus  and  fibrin. 

The  ureters  and  pelves  of  the  kidneys  are  dilated  and  contain 

Both  kidneys  are  studded  with  small  foci  <d"  pus. 

Cass  XLIV.  Suppurativa  Nephritis;  Cystitis;  Oonorrhma. — 
Male,  32  years  old,  December  4,  1881,     He  has  had  several  attacks. 
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of  gonorrhoea.  Time  weeks  ago  he  began  to  have  retention  of 
urine  and  became  very  weak, 

Now  there  is  a  purulent  discharge  from  the  urethra,  the  blad- 
der is  distended  with  urine,  the  man  is  septic. 

The  urine  was  regularly  drawn  off  with  the  catheter,  the  man 
continued  in  the  septic  condition  with  temperatures  from  !<7  i<> 
104°  until  he  diet],  Deeember  'Jo. 

Autopsy.-  -The  brain  was  not  examined.  The  heart  and  Lungs 
are  normal.     The  liver  ts  lariro  and  waxy. 

The  peritoneal  surface  of  the  bladder  is  coated  with  fibrin,  its 
inner  surface  is  studded  with  large,  gangrenous  patches. 

The  nretera  are  dilated  and  contained  pus. 

The  pelves  of  the  kidneys  hit  congested  and  coated  with  pus. 
Their  are  large  and  small  foei  of  pus  in  both  kidneys. 

(ask  XLV.    Suppurative  Nephritis,  Secondary  to  Gonorrheal 

tit  is. — Female.  3.">  yean  old,  July  26,  187$.  For  two  months 
she  has  had  a  profuse  leneorrhfea  with  0  good  deal  of  pelvic  pain. 

Now  she  is  well  nourished,  no  appetite,  tongue  coated,  pulse  and 
temperature  normal,  urine  LOOS,  no  albumen. 

August  2  she  passed  into  the  septic  condition,  pulse  96  to  132, 
temperature  99*  to  104°,  and  died  August  7. 

Autopsy. — The  brain  was  not  examined.     The  heart  is  normal. 

The  bronchi  are  congested  and  coated  with  mucus,  with  blood 

clots  extending  into  the  small  bronchi. 

The  liver,  spleen  and  stomach  are  normal.  On  the  mucous 
membrane  of  the  large  and  small  intestine  there  is  an  increase  of 
mucus. 

The  uterus  is  large,  not  inflamed,  with  fibroids  in  its  walls, 

The  bladder  is  small,  its  mucous  membrane  congested  and 
coated  with  mucus. 

The  pelves  of  the  kidneys  are  dilated,  congested  and  Coated 
with  mucus.     Both  kidneys  are  studded  with  small  foci  of  pus. 
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The  different  port  inns  of  the  gen it o- urinary  tract — the  kidneys, 
ureters,  bladder,  seminal  vesicles,  prostate,  testicle,  uterus,  Fallo- 
pian tidies,  arid  ovaries — may  become  the  seat  of  a  localized  tuber- 
onlar  inflammation. 

Such  an  inflammation  may  involve  one  of  these  organs,  or  sev- 
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oral  of  them.  If  several  of  tliem  are  involved,  they  are  on  the 
same  side  of  the  body,  usually  the  left  side.     The  inflammation 

tended  with  the  growth  <>f  tubercle  bacilli  and  tin-  formal 
of  tubercle  tissue.     The  tubercle  tissue  I  -  and  undergoes 

•  heesy  degeneration. 

In  the  kidneys  the  inflammation  begins  in  the  mucous  mem- 
brane of  the  pelvis  and  calyces,  and  extends  to  the  parenchyma, 

until  a  large  part  of  the  kidney  it  raniaoftd  by  the  degenerated 
new  tissue.  The  cheesy  masses  may  soften  or  become  calcified, 
while  the  kidney  tissue  between  them  is  converted  into  fibrous 
lissue  more  Or  leal  infiltrated  with  p 

The  other  kidney,  after  a  time,  is  apt  to  become  the  seat  of  the 
exudative  form  of  chronic  nephritis,  with  waxy  degeneration  of 
the  blood  vessels. 

The  tubercular  nephritis  may  be  complicated  by  tubercular  in- 
tlanniuition  of  other  parts  of  the  genitourinary  tract  <>n  the  Bflme 
Side  of  the  body,  by  tubercular  peritonitis,  pulmonary  tuhereu- 
ral  tuberculc 

The  disease  is  said  to  occur  in  all  ages;  it  is  most  frequent  in 
middle-aged  persons.  It  occurs  twice  as  often  in  men  as  in 
women. 

Symptoms. — The  urine  usually,  but  not  always,  contains  from 
time  to  time  blood,  pUS,  detritus,  epithelium,  shreds  of  tissue,  and 
tubercle  bacilli.  When  the  other  kidney  has  become  the  seat  of 
ehronie  nephritis  the  specific  gravity  of  the  urine  falls  and  al- 
bumen and  easts  are  present. 

Pain,  either  continuous  <>r  in  paroxysms,  and  lendei 
often  present  in  the  Inflamed  kidney.  There  may  be  beetle  fever 
with  night  sweats;  the  patients  gradually  lose  flesh  and  strength. 
The  kidney  may  be  enlarged  sn  as  ii>  form  a  tumor  whieh  can  be 
felt.  After  a  time  there  are  added  the  symptoms  *rf  tubercular 
inflammation  of  other  parti  of  the  genito-urinary  tract,  of  tuber- 

tar  peritonitis,  of  pulmonary  phthisis,  of  waxy  degeneration 

of  the  viscera,  or  <*f  chronic  nephritis  of  the  other  kidney 

The  disease  lasts,  as  a  rule,  for  several  yeara.    IffM  of  the 
terminate  fatally,  but  it  is  possible  for  the  inflammation  to  tftop 
and  for  the  patient  to  recover. 


•■-»  TUBERCULAR 

Treatment. — The  proper  treatment  for  tubercular  nephritis  is 
the  removal  of  the  diseased  kidney.  The  practical  difficult?  is  t<> 
make  the  diagnosis  before  other  parts  of  the  genitourinary  trad 
have  become  tubercular,  or  before  the  remaining  kidney  has  be- 
come the  seat  of  chronir  nephritis, 

We  an*  very  much  helped  both  in  making  an  early  diagnosis 
ami  in  determining  which  kidney  is  diseased  by  the  use  of  the 
endoscope,  and  by  the  practice  of  eatbeterking  the  urei 

We  may  hope  thai  climate  ami  feeding  may  have  the  s;nu< 
effects  00  tubercular  nephritis  as  they  have  on  pulmonary  tuber- 
culosis. 

Cask  XLVI.  Tubercular  Nephritis. — Male,  37  yean  old,  No- 
vember 24,  1**:2.  Eighteen  months  ago  he  began  to  cough.  Fif- 
teen months  ago  he  had  several  small  hamioptyses,  two  months 
a  large  haemoptysis.  He  also  at  the  beginning  of  his  tUnesi  had 
pain  over  the  left  kidney  and  bloody  urine.  Then*  has  been 
bloody  urine  off  and  on  aver  since. 

Now  be  is  pale  and  emaciated,  pulse  hi;,  breathing  ^4,  tempera- 
ture 100°,  urine  1.018,  alkaline,  contains  albumen.  Then'  are 
dullness  on  percussion  and  subcrepitant  rUes  over  the  npper 
lobes  of  both  lungs. 

November  26  the  urine  contained  blood  and  pus.  He  went  on 
Mke  a  patient  with  chronic  miliary  tuberculosis  and  tubercular 
nephritis  until  he  died,  May  12. 

Autopsy, — The  brain  was  not  examined.  The  body  is  mueh 
emaciated.  The  lungs  are  covered  with  old  adhesions.  Both  up- 
per lobes  are  small  and  contracted,  they  are  converted  into  fibrous 
tissue  and  miliary  liiherrles  and  contain  cavil  i 

The  liver  and  spleen  are  normal.  The  right  kidney  is  normal 
except  for  a  little  yellow  patch  at  the  apex  of  one  pyramid. 

The  left  kidm  y  is  small,  with  very  little  kidney  tissue  left,  but 
replaced  by  Large,  cheesy  nodules.  The  wall  of  the  pelvis  and  of 
the  ureter  is  thickened  and  cheesy 

The  bladder  contains  thick,  grumoUB  urine  and  small,  soft  cal- 
culi, most  of  the  mUOOUS  membrane  is  destroyed,  leaving  a  bare, 
ragged  surface  composed  of  poor  granulation  tissue  in  which  an 
tubercle  granule* 

The  ureter  is  completely  filled  with  cheesy  matter,  its  mttOOUS 
membrane  is  destroyed,  ils  wall  is  thickened. 


XI  A' II.     Tubercular   Nephritis. — Male,   23   years   old, 
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October  _'T.  1883.  !h-  was  well  until  two  years  ago.  Then  be 
w,is  suddenly  attacked  with  frequent  and  painful  urination  and 

pain  in  the  hack.  For  six  months  following,  every  day  he  passed 
small,  soft,  white  masses  with  the  urine.  Then  lie  felt,  well  for  u 
month.  Then  he  fell  sick  again  and  passed  the  same  thick,  white 
masses  with  the  urine. 

Then  then*  was  again  an  improvement  until  two  months  ago, 
when  hlnml  appeared  iu  the  urine,  and  has  continued  ever  sinee, 

N^v  oo  the  left  Rtde  there  is  pain  and  tenderness  in  Ihe  lum- 
bar  region,  extending  down  into  the  groin     iVine  1.012,  contains 

a  little  Mood  and  a  good  deal  of  pus. 

November  11  he  began  to  have  fever  and  failed  rapidly. 
January  "Jl  he  died. 

Autopsy. — The  brain  was  not  examined.  The  body  is  emaci- 
ated.   The  heaii  is  normal. 

There  are  large,  white  miliary  tuhereles  in  the  upper  lohes  of 
both  lungs. 

The  liver  and  spleen  are  normal.      The  stomaeh  and  duodenum 

are  distended  with  brownish  Muiil. 
Tie*  peritoneum  is  congested  and  a  little  roughened 
Th«'  bladder  is  empty,  small,  its  wall  not  thickened,  the  mm 

meaii  elded  with  miliary  tuhereles. 

The  prostate  and  seminal  vesicles  are  normal. 
The  right  ureter  and  the  pelvis  nf  the  kidney  are  a  little  dilated, 

contain  pus  and  their  walls  are  ■ ewfcat  thickened.    The  right 

kidney  is  norma!. 

The  left  ureter  and  peh  is  are  nmeh  more  dilated  and  thiekened, 
with  a  growth  of  granulation  tissue  and  tubercle  pranula*  Tn 
the  J«  ft  kidney  there  arc  cheesy  masses  and  miliary  tubercles  in 
the  pyramids  ami  cortex. 


Pyelitis. 


Inflammation  <d  the  pelvis  of  the  kidneys  occurs  in  a  variety  of 

1.  There  are  the  acute  eases  in  whieh  the  pelves  of  both  kidneys 

are  infected  from  the  bladder  with  suppurative  inflammation,  and 
l he  inflammation  involves  also  the  kidneys  themselves.  In  this 
form  The  inflammation  of  the  kidneys  is  more  important  than  that 
of  the  pelves,  and  we  class  the  cases  with  those  of  supptinitive 
nephritis. 
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J.  Calculi  in  the  pelvis  of  the  kidney  often  set  up  a  py< 
which  will  be  described  with  the  account  of  renal  ealeuli. 

\n  acute  catarrhal  pyelitis  of  mild  type  ii  caused  by  can- 
th&ridefl  and  turpentine,  and  may  accompany  the  exanthemata, 
typhoid  fever  and  other  infections  diseases.  It  usually  lasts  but 
B  short  time  arid  uriv kg  EM)  symptoms  except  the  pus  cells  in  the 
urine. 

4.  There  is  a  Urge  clan  <>f  <*asrs  of  pyelitis  in  whieh  the  intiam- 
ination  is  confined  to  one  of  the  kidneys,  is  often  secondary  to 
cystitis,  hut  yet  may  originate  without  cystitis,  or  other  discover- 
able cause. 

The  inflammation  is  of  catarrhal  type,  with  the  production  of 

pus  cells  in  variable  but,  in  some  cases,  in  very  large  quantity. 
The  inflammation  may  begin  in  the  pelvis  of  a  kidney  whieh  is 
normal,  of  one  already  the  seal  of  hydronephrosis,  of  one  already 
involved  in  a  chronic  nephritis,  «»r  of  one  which  is  movable. 

The  mucous  membrane  of  the  pelvis  and  calyces  is  thickened, 
its  stroma  more  or  less  infiltrated  with  cells,  the  layer  of  epithe- 
lium thickened  in  some  places,  thinned  in  others,  its  surface 
coated  with  mucus  or  muco-pus.  The  pelvis  and  calyces  are  more 
or  less  diluted,  they  may  contain  phnsphatic  concretion*,  Tn  the 
kidney  itself  there  may  he  a  growth  of  connective  tissue  in  the 
stroma  of  the  pyramids  and  cortex,  with  defeneration  of  tb> 
theliuin  and  atrophy  of  the  glomeruli,  or  a  suppurative  inflamma- 
tion which  may  destroy  considerable  portions  of  the  kidnej 

Symptoms, — In  some  of  the  patients  the  symptoms  of  the 
titis,  of  the  enlarged  prostate,  or  of  the  stricture  of  the  urethra 
are  prominent  features  of  the  case,  but  in  others  there  are  no 
symptoms  except  those  of  the  pyelitis, 

So  far  as  the  pyelitis  k  concerned,  the  patients  have  pain  and 
tenderness  referred  to  the  position  of  the  diseased  kidney.  The 
urine  from  time  to  time  contains  blood,  noons,  and  epithelial 
cells  from  the  pelvis  of  the  kidney:  later  in  the  disease  many 
pus-Cells  are  mixed  with  the  urine,  and  sometimes  phosphatie 
concretions,  The  urine  is  more  frequently  acid  than  is  the  ease 
with  cystitis.  The  pus  may  be  discharged  continuously,  or  the 
ureter  mav  from  time  to  time  bed occluded,  and  the  urine  com- 
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ing  from  the  other  kidney  will  be  clear  until  the  obstruction  is 
overcome;  then  a  large  rpiantity  of  purulent  urine  will  again  be 
cBsdutrged. 

Tfee  case*  vary  as  to  the  severity,  duration  and  results  of  the 
]  pyelitis. 

1.  There  are  cases  in  which  the  p>elitis  y  severe,  the 

effect  on  the  health  of  the  patient  is  not  considerable,  the  changes 
in  the  urine  and  the  pain  over  the  kidneys  are  the  prominent 
symptoms.  In  These  patients  the  inflammation  may  be  much  im- 
proved, or  cured  by  ni<dnal  treatment. 

-.  There  are  cases  in  which  from  time  to  time  there  is  an  in- 
crease in  the  quantity  of  pus,  a  rise  of  temperature,  and  evt 
dences  of  septic  poisoning,     In  some  of  these  patients  surgical 
interference  seems  unavoidable,  and  yet  rather  threatening  eases 
well  without  much  interference. 

3.  In  some  patients  the  purulent  inflammation  of  the  pelvis 
"otinues:  more  or  less  suppurative  inflammation  of  the  kidney  is 
added  ;  there  are  also  progressive  loss  of  flesh  and  strength,  chills, 
heetie  fever,  waxy  degeneration  of  the  viscera,  and  the  patients 
finally  die  exhausted  by  the  disen 

4    The  distention  of  the  pelvis  of  the  kidney  may  be  so  great 

to  form  a  fluctiiathu:.  painful  tumor  of  considerable  size.  If 
ureter  is  not  entirely  oceluded,  the  pus  will  escape  from  time 
me  with  a  corresponding  change  in  the  size  of  the  tumor. 

5.  Occasionally,  after  |  time  the  purulent  discharge  ceases,  the 
pelvis  contracts,  the  kidney  is  atrophied,  and  the  patient  gets  well 
with  i me  useful  kidney.  In  some  of  the  cases  the  secondary  ne- 
phritis after  a  time  gives  symptoms,  The  speeifie  gravity  of  the. 
urine  falls,  the  patients  lose  flesh  and  strength,  become  anaemic, 
have  more  or  less  dropsy,  and  finally  have  acute  cerebral  symp 
toms  or  pass  in  the  condition  of  chronic  uramiia. 

6.  If  phosphatie  concretions  are  formed  in  the  pelvis,  frag- 
ments are  liable  to  come  away  from  time  to  time  and  cause  attacks 
of  renal  colic.     Or  it  is  possible  for  such  fragments  to  become  im- 

d  in  tin-  ureters  and  cause  fatal  suppression  of  urine. 
Treatment. — The  stricture  of  the  ureters,  enlarged  prostate, 
or  other  e;iuse  of  the  pyelitis,  is  to  be  removed  as  entirely 
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•as  possible.  Pot  the  chronic  pyelitis  the  improvement  of  the  gen- 
eral health,  an  out-of-door  life  in  a  suitable  climate,  and  the  use 
Of  sik  h  waters  as  those  of  Ems  and  Poland  Springs  are  oil 
great  service.  A  considerable  number  of  drugs  have  been  em- 
ployed I'm-  the  eure  of  pyelitis — the  mineral  adds,  the  tincture  of 
the  chloride  of  iron,  the  tilakbes.  the  vegetable  astringents,  said, 

belladonna,  and  others.     Iu  pyelitis  in  the  female  g I  result 

reported  from  waging  out  the  pelvis  through  the  ureter.  If  the 
distension  of  the  pelvis  with  purulent  fluid  Kfl  very  great,  or  if  the 
kidney    itself   undergo   suppuration,   the   kidney   must    either  be 

opened  or  removed.    The  eysfoseope  ts  of  much  aervice  in  locating 

the  kidney  in  whieh  the  pyelitis  is-  situated. 


Hemosbhaoic  Pyelitis. 


Cases  characterized  by  intermittent  attacks  of  pain  over  one 

kidney  and  bloody  urine,  or  of  bloody  urine  alone,  are  of  not  mi- 

common  occurrence.    Only  a  moderate  number  of  tins,    eases 
have  found  their  way  into  print,  but  conversation  with  physicians 
and  surgeons  shows  the  existenee  of  many  unreported  eases.     The 
■.  mptoms  may  follow  either  a  mild  or  a  severe  course. 

The  milder  form  of  the  disease  seems  to  be  of  the  most  common 
oeenrrenee  in  young  girls.  The  only  marked  symptom  is  the  &p 
pearanee  in  the  urine,  for  days  or  weeks,  of  red  and  white  blood 
cells  and  of  epithelium  from  the  pelvis  of  the  kidney.  The  pa- 
tients may  also  suffer  from  hysteria  and  from  disturbances  of 
digestion.     After  one  or  more  of  such  attacks  the  patients  recover 

altogether.    No  treatment  is  d «sarj  excepl  to  relieve  disturb* 

anees  Of  digestion  and  improve  the  general  health. 

The  severe  form  of  the  disease  is  seen  both  in  males  and  females. 
From  time  to  time  the  patients  suffer  from  attacks  of  pain  re- 
ferred to  one  kidney,  n nil  al  the  same  time  the  urine  contains 
quantities  of  blood.  With  the  cystoseope  the  blood  can  be 
seen  in  come  from  the  ureter  belonging  to  the  affected  kidney. 
Some  patients  after  a  number  of  such  attacks  have  no  further 
trouble  an  ti rdy.      Tn  others,  however,  the  pain 


HYDRoNEPIIRuHS. 


o2!> 


intense,  or  the  loss  of  blood  so  threatening,  that  surgical  opera- 
tion* bttVB  been  undertaken  for  their  relief",  usually  with  the  ex- 
pectation of  finding  ealeuli  in  the  kidney.  These  kidneys  have 
been  simply  cut  down  OQ  and  felt  of,  or  needled,  or  split  open, 
or  extirpated.  It  is  a  curious  fact  that  recoveries  are  reported 
after  each  one  of  these  operative  procedures. 

In  the  only  one  of  these  kidneys  which  I  have  had  the  oppor- 
tunity of  examining  after  extirpating  the  kidney  tissue  itself  was 
normal  and  contained  no  blood  in  the  tubes  or  stroma.     The  mii- 

n>  membrane  of  the  pelvis  and  calyces  was  much  thickened,  its 
stroma  infiltrated  with  cells,  and  the  epithelium  irregular. 


Hydronephrosis. 


/'<  find  ion. — Dilatation  of  the  pelvis  and  calyces  of  the  kidnew 

Etiology. — Dilatation  of  the  pelvis  and  calyces  of  one  Of  of  both 

kidneys  eon  be  produced  by  any  mechanical  obstruction  to  the 

CflCape  oi  mine. 

Sueh  an  obstruction  may  begin  during  fcetal  life,  so  that  when 
the  child  is  born  both  ureters  and  the  pelves  of  both  kidneys  are 
found  much  dilated.  Sueh  children  die  BOQO  after  birth.  The 
hydronephrosis  in  thpsc  cases  is  due  to  some  congenita]  malform- 
ation, hut  occasionally  we  see  this  condition  in  children  in  whom 
it  is  very  difficult  to  find  the  seat  of  obstruction.  It  is  supposed 
that  III  these  eases  their  exists  a  membranous  obstruction  which  is 
broken  by  the  probe  used  to  explore  the  urethra. 

In  adults  the  mechanical  8*086  of  the  obstruction  to  the  escape 
of  urine  may  be  situated  in  the  ureter,  bladder,  or  urethra,  or  in 
the  abdominal  cavity  near  the  ureter*.  According  to  the  position 
Of  the  obstruction,  either  one  or  both  kidneys  are  affected. 

Morbid  Anatomy, — The  pelves  and  calyces  of  the  affected  kid- 
ney  are  more  or  less  dilated;  the  mucous  membrane  is  thin  and 
shining,  or  thickened.  The  kidney  tissue  becomes  more  and  more 
thinned  as  the  dilatation  goes  on*  and  after  a  time  in  the  thinned 
kidney  a  chronic  nephritis  is  set  up.  Then  there  is  a  growth  of 
new  connective  tissue  in  the  stroma  of  the  pyramids  and  cortex; 
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in  some  of  the  glomeruli  there  is  a  growth  of  the  cells  covering 
the  capillaries  while  other  glomeruli  are  atrophied ;  degeneration 
of  the  renal  epithelium  and  thickening  of  the  walk  of  the  arteries 
are  also  pre* 

ms. — The  patients  suffer  for  a  considerable  length  of 
time  from  the  ineonvenienees  belonging  to  the  retention  of  urine. 
If  the  retention  he  due  to  stricture  of  the  urethra  or  to  disease  of 
th«*  bladder,  th«-  entire  history  is  straightforward.  Obstructions 
of  tip  .  however,  may  give  no  evidence  of  their  existence, 

and  Hi  Bod  aftt?  (tenth  strictures  of  one  or  both  ureters  for  which 
re  unable  to  account. 

not  in,  to  find  after  death  well-marked  hydrone- 

phro*  of  both  kidneys  in  patients  who  have  had  no  renal 

symptom*  at  alL 

In  HOfne  cases,  after  a  time,  there  is  developed  in  the  eompr 
pn  a  chronic  productive  nephritis  with  a  little  exnd 
Than  ity  of  the  urine  gradually  falls,  a  small 

I  ity  of  albumen  and  a  few  vasts  make  their  appearanee.  The 
quantity  of  the  urine  remains  normal,  or  is  increased,  or  dimin- 
ished, *>r  suppressed.  The  patients  may  at  any  time  haw  eoav 
on  of  the  arterial  with  an  elevated  temperature  and  cerebral 
■ynptOttS,  or  they  may  pass  into  the  condition  of  chronic  anemia 
with  a  feeble  pulse  and  low  temperature. 

Tn  other  oateS  th»j  most  prominent  symptom  is  the  presence  of 
a  tumor  in  the  abdominal  cavity.  The  disease  is  then  usually 
eonlhttd  to  one  kidney.  The  tumor  lies  in  the  region  of  the  loin, 
ding  Upward,  downward  and  forward  as  it  increases  in  size, 
and  pushing  tin-  intestines  forward  and  to  one  side.  The  sur- 
fees  <d"  these  tumors  may  become  inflamed,  and  adhesions  fa 
In  the  surround  in*!  tissues.     As  they  become  larger  they  give  rise 

to  much  discomfort  and  pain.    The  tumors  feel  like  From 

lime  to  tone  they  may  diminish  in  size,  with  an  increased  flow  at 
urine  from  the  bladder;  they  are  not  movable.    II1  the  diseas.-  is 

■i  by  renaJ  calculi,  there  may  be  attacks  of  renal  colic  with 
<  urine.      11'  the  fluid  from  the  tumor  is  drawn  off  it  usually 
ms  nrinarj  lalta,  but  sometimes  it  is  only  clear  serum. 
In  still  other  Cases  of  hydronephrosis  a  suppurative  inflamum- 
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1iou  attacks  the  pelvis  of  the  kidney.  and  the  patient  suffers  from 
pyelitis. 

7 'nuhtit  'wlf.— The    treatment    of    hydronephrosis    is   altogether 

surgical.  If  possible  the  cause  of  the  retention  of  urine  must  be 
removed.  If  large  eyata  are  formed,  tiny  must  be  opened  or  re- 
moved, 

Ui  sal  Calculi, 

The  solid  constituents  of  tin-  urine  may  be  precipitated  in  the 
pelves  of  the  kidneys  in  the  form  of  sand,  gravel,  or  calculi.  The 
calculi  are  formed  of  urie  add,  of  urie  acid  with  a  shell  of  oxalate 

of  lime,  of  oxalate  of  line-.  Of  of  the  phosphates.  'Calculi  com- 
posed of  eyslin  are  of  a  light-yellow  color  ami  lustrous,  looking 
something  like  beeswax;  they  are  of  raw  occurrence.  Calculi 
composed  of  xanthin,  of  fatty  or  saponaceous  matters,  of  carbon- 
ate of  lime  and  of  fibrin  have  been  described  in  rare  cases. 

Etiology.— Tten&)  calculi  are  found  in  persons  of  all  ages;  they 
are  of  more  frequenl  occurrence  in  males  than  in  females.    A 
sedentary  life;  gout;  any  conditions  which  produce  an  exag^er 
xeretion  of  uric  acid,  of  oxalate  of  lime,  of  phosphates,  or  of 

eystin,  or  inflammation  of  the  pelves  of  the  kidneys,  may  act  as 

causes. 

Symptoms. — Small  ealculi  may  be  formed  in  the  pelves  of  the 

kidneys,  be  passed  through  the  ureters  into  the  bladder,  and  final- 
\y  escape  through  the  urethra  without  giving  any  trouble. 

Larger  calculi,  which  are  formed  in  the  pelves  and  pass  through 
the  ureters,  eauae  by  their  passage  Attacks  of  renal  colic  During 
an  attack  of  renal  colie  the  patients  have  severe  pain,  coming  on 
sialdeuly  or  gradually,  referred  to  the  position  of  the  kidney  and 
ureter  and  radiating  down  into  the  groin,  or  simply  s  diffuse  ab- 
dominal pain.  The  testicle  is  retracted,  sometimes  painful  and 
swollen.  Occasionally  the  pain  is  so  severe  that  the  patients  faint 
or  have  general  convulsions.  Vomiting  and  retching  may  be 
troublesome  and  distressing  symptoms.  There  may  be  a  moderate 
lise  of  temperature. 

The  urine,  during  the  attack,  is  passed   frequently,  in  small 
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<juantitie«,  of  a  good  deal  of  pain,  and  may  contain  blood. 

.After  Hm  attack  the  urine  is  passed  in  considerable  quantities. 
anil  f;im  blood. 

Ifbsf  attacks  of  renal  edit  only  last  fnr  a  few  hours,  but  they 
may  bi  protracted,  With  intermissions,  over  a  number  of  days. 
Tin-  MOM  patient  may  have  one  attack,  or  several  attacks. 

The  calculus,  instead  of  passing  through  the  ureter  into  T 1  j •_- 
bladder,  may  become  Impacted.     If  the  pfttient  has  only  one  kid- 

of  both  kidneys  at Detracted,  the  urir 

entirely  suppressed  and  the  patients  die  after  a  nu tuber  of  days. 
It  is  noticeable  that  such  a  calculus  suppression  of  urine  causes 
death  without  an >-  active  nr:i  iiik-  symptoms  If  the  ureter  of 
only  one  kidney  is  Obstructed,  cither  hydronephrosis  or  pyone- 
phrosis ll  ipl   to  follow, 

rrhc  calculi,  after  being  formed  In  the  pelvis  of  the  kidney,  may 

remain  ther€  When  this  happens  the  patient  may  never  have 
any  symptoms,  nor  any  consnl-raMe  change  in  the  kidney:  but 
without  any  symptoms  the  kidney  may  become  atrophied.      More 

frequently  the  patients  lune  repeated  attacks  of  pain  over  one 
kidney  and  bloody  urine.    After  a  number  of  attacks  they  may 

finally   pass  a  calculus.      If  the  attacks  Cease  and   00  ealeuln 
passed  we  camml  he  certain  whether  the  patient  has  a  renal  cal- 
culus, or  has  had  a  hemorrhagic  pyelitis, 

[en  ihe  calculus  acts  as  an  irritnul  and  sets  up  intlam- 
maloi  v  .  >h  .iu'.ic.v  in  l  In-  pelvis  or  in  the  kidney .  Mr  instead  of  this, 
a  pyelitis  is  followed  by  the  formal  ion  of  phtwphutic  calculi. 

if  tin  n  is  i  ehronis  pyeto-nephritia,  the  patients  have  pain  and 

tenderness  over  (he  diseased  kidney  either  continuously;  or  in  at- 
tacks.    The  urine  at  int>  fetalis  pus  ami  blood,  sometimes 

fragments  ^\'  tin*  calculi.    The  dilatation  of  the  pelvis  of  the  kid- 
in.  l\     luriu    i    inmor  of  appreciable  si/e.     The   patients   h;ise 
tlesh  and  Strength,  the/ have  an  Irregull  in  liable 

lO  hat«  chronic  nephritis  of  the  other  knlm  :ter- 

alion  of  the  viscera- 

In  soUK'  case*  the  calculus  causes  hut   Uttl  in  the  pelvis 

of  the  kidney    but  the  kidneg  Itself  becomes  tht  chronic 

diffuse  nephritis  with  s  little  exudation     Tin  hen  becomes 
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of  low  specific  gravity  and  contains  a  little  albumen.  The  pa- 
tients are  liable  to  attacks  of  contraction  of  the  arteries,  with 
dyspncea  or  cerebral  symptoms,  or  they  may  become  somewhat 
dropsical. 

Treat  mi ;n/.— We  insist  on  sufficient  exercise  in  the  open  air. 
The  patients  should  spend  several  weeks  every  yew  at  one  of  the 
alkaline  springs,  or  should  take  from  time  to  time  one  of  the  alka- 
lies largely  diluted  with  water.  Piperazin  is  recommended  in 
doses  of  from  five  to  ten  grains  dissolved  in  large  quantities  pi 
Krotropin  is  also  given  in  doses  of  twenty  grains  daily, 
dissolved  in  water  and  taken  at  one  dose  in  the  morning. 

The  treatment  of  the  attacks  of  renal  colic  is  directed  to  t lie 
relief  of  the  pain  and  to  hastening  the  passage  of  the  calculus. 
The  means  usually  employed  for  this  purpose  are  hypodermic  in- 
jections of  morphine,  inhalations  of  ether  and  chloroform,  and  the 
hot  bath.  The  use  of  doses  of  thirty  drops  of  tr.  belladonna1  every 
two  or  three  hours,  until  slight  delirium  is  produced,  has  been 
employed  to  cut  short  the  attacks  and  favor  the  passage  of  the 
calculus. 

A  calculus  in  the  pelvis  of  the  kidney,  or  one  impacted  in  the 
ureter,  can  only  be  removed  by  ■  surgical  operation. 


Tm:  Cystic  Kidney. 


Cysts  are  formed  in  the  kidney  both  during  intra-uterine  and 
extra-uterine  life. 

The  congenital  cystic  kidney  is  a  very  remarkable  pathological 
condition.  Either  one  or  both  kidneys  are  enormously  enlarged 
and  converted  into  a  mass  of  cysts.  The  eysts  are  of  all  si/es. 
and  are  separated  from  each  other  by  fibrous  septa  or  compressed 
kidney  tissue.  They  contain  a  clear,  yellow,  acid  fluid,  holding 
in  solution  the  urinary  salts ;  or  the  fluid  is  turbid  and  brown,  and 
contains  blood,  uric  acid  crystals  and  cholesterine.  The  eysts  are 
lined  with  a  single  layer  of  flat  epithelial  cells.  They  seem  to  be 
formed  by  a  dilatation  of  the  tubules  and  of  the  oafMtafos  of  the 
Malpighiau  bodies.     As  causes  for  such  a  dilatation  are  found 
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owl iteration  of  the  tubes  in  the  papillae:  or  stenoaie  of  the 
m,  bladder  or  un-thra.     Other  congenital 
bed  with  thin  one. 
In  adult  life  «e  find  three  varieties  of  cystic  kidney: 
1,  In  kidney*,  widen  ere  otherwiae  normal*  there  ar 
more  eyats  filled  with  clear  or  brown  serum,  or  colloid 
Theae  cyst*  do  not  appear  to  interfere  at  all  with  the 
th«-  kidney* 

2  In  chronic  diffuse  nephritis,  especially  in  the  atrophic  form, 
group*  of  tube**  are  dilated.  Apparently  one  or  more  of  tbr 
larger  tabu  h  HM  pyramids  1W  ol  ••  and  this  causes  dila- 

■roup  of  tubes.     Such  a  dilatation  may 

be  mod'-mi''  b  it  nam?  Com  cysts  visible  to  the  naked  eye. 

Both  kjdtif  vs  are  very  much  enlarged,  and  converted  into  a 

raaaa  of  cyst*  eontaianag  clear  or  colored  serum,  or  colloid  matter. 

iFicertain.     It  is  possible  that  they 
nital.     Th/Bf  are  sometimes  associated  with  similar  cysts 
in  iIm-  liver.     Their  c-liri i»h  1  history  re^  hat  uf  some  of  the 

eaaea  of  chronic  diffuse  nephritil  without  exudation.  The  pa- 
tw ti»s  go  QB  tttt  a  Umg  time  without  symptoms,  except  that  the 
Kp.eifie  gravity  of  the  urine  jzradually  falls  and  a  little  albumen 
lSKUially  prOJOtit  Finally  they  have  an  attack  of  general 
convulsion*  or  of  fiOBUL  and  die  in  a  short  ti 
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The  most  important  new  growths  of  the  kidney  are  those  which 
belong  to  the  etuMW  of  earooma  and  adenoma. 

Iti,  sarcomata  grow  from  the  kidney  itself,  or  from  its  pervia. 
They  iii'f  Bompoaocl  of  connective  tissue  with  an  excess  of  cells, 
with  which  may  be  mixed  mucous  tissue  or  muscular  I 
These  tumors  often  reach  a  Urge  size  and  may  grow  for  a  number 
of  years  before  they  cause  death.  They  form  a  hard  abdominal 
tumor  which  at  hist  retains  the  position  and  shape  of  the  kidney, 
hut  may  finally  become  so  large  as  to  occupy  a  considerable  part 
of  the  abdominal  cavity. 

They  |ra  found  as  congenital  tumors,  are  rather  frequent  in 
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infants  and  children,  and  are  occasionally  met  with  in  adults. 
TJn  *uU momata  grow  in  the  oortex  of  the  kidney  in  the  form  of 

nodular  tumors.  They  may  follow  the  papillary  or  the  tubular 
type.  In  some  eases  the  tumor  or  tumors  never  attain  any  con- 
siderable size.  ar€  not  malignant,  and  give  rise  to  no  symptoms. 
In  other  cases  the  tumors  become  much  larger,  and  may  then  be- 
have like  malignant  growths.  These  large  tumors  are  very 
vascular.  The  adenomata  which  run  fl  maliuminl  mursr.  with 
the  formation  of  metastatic  tumors,  are  often  called  earemomata. 

Symptom*. — The  sarcomata  and  adenomata,  so  far  as  their 
symptoms  are  concerned,  may  cnnvenivntly  he  described  together. 
In  both  of  them  there  are  four  principal  symptom*;  ■  tumor, 
pain,  hematuria,  and  loss  of  nutrition. 

The  tumor  is  appreciable  as  soon  as  i<  lias  reached  a  sufficient 
size.  While  it  retains  the  natural  position  and  outlines  of  the 
kidney  the  diagnosis  is  comparatively  easy,  but  as  the  tumor  be- 
comes larger  and  adhesions  are  formed,  it  becomes  more  difficult 
to  distinguish  it  from  other  abdominal -timmrs. 

[hematuria  is  present  at  some  lime  in  the  disease  in  about  half 
the  cases.  The  hemorrhages  may  be  very  large,  with  rapid  arne- 
ni  ia  and  exhaustion,  or  moderate  in  quantity,  or  so  little  as  only  to 
be  appreciable  with  the  microscope.  They  niv  apt  to  recur  at 
intervals  of  days  or  weeks. 

The  pain  is  referred  to  the  situation  of  the  diseased  kidney.  It 
is  by  no  means  a  constant  symptom,  but  it  may  occur  early  and 
be  throughout  a  prominent  feature.  |i  in  apt  to  conic  on  in  at- 
tacks and  to  radiate  downward  along  the  course  of  the  ureter. 

Liiss  of  appetite,  nausea  and  vomit  in  g  n  ■  troublesome  symp- 
toms in  some  of  the  patients. 

The  loss  of  flesh  surely  comes  sooner  or  later,  but  it  is  curious 
ro  some  cases  how  long  the  general  health  may  remain  unaffected 
and  how  long  life  can  be  prolonged  even  with  enormous  tumors. 

Treatment. — The  same  rolfi  seems  tO  hold  good  for  these  tumors 
m  the  kidney  ;is  for  the  same  tumors  in  other  parts  of  the  body. 
If  the  kidney  be  removed  while  the  growth  is  still  small,  the  prog- 
nosis is  fairly  good,  If  it  be  not  removed  until  the  tumor  is  large 
of  until  metastatic  tumors  have  been  formed,  the  prognosis  is  bad. 
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TYPHOID   FEVER 


An  infectious  disease  characterized  by  the  presence  and  growth 
of  a  specific  bacillus,  which  circulates  in  the  hlood  and  is  widely 
distributed  throughout  the  body.  The  bacillus  produces  a  toxin 
of  considerable  virulence  and  also  acts  as  a  local  cause  of  inflam- 
mation and  necrosis. 

Lesions.— The  typhoid  bacilli  seem  to  be  regularly  introduced 
into  the  ailment  nry  tract  through  the  mouth  and  then  find  their 
way  to  the  blood  and  tissues  through  the  wall  of  the  small  intes- 
tine. As  to  what  the  bacilli  are  doing  and  where  they  are  living 
during  fh*  two  weeks  between  the  time  of  their  introduction  into 
the  body  and  the  beginning  of  symptoms  we  have  no  exact  knowl- 
edge. 

The  bacilli  are  regularly  found  in  the  blood  early  in  the  disease 
and  continue  till  the  end  of  the  third  week.  Coleman  and  Bux- 
ton found  them  in  the  first  week  in  93  per  cent,  of  85  cases;  in 
the  second  week  in  76  per  cent,  of  198  eases;  the  third  week  in 
56  per  cent  of  115  cases;  in  the  fourth  week  in  32  per  oent  of  55 
eases, 

The  lymphatic  glands  b  the  wall  of  the  small  intestine  and 
those  of  the  mesentery  are  the  portions  of  the  body  which  most 
frequently  show  inflammatory  and  necrotic  changes. 

By  the  second  day  of  the  disease  the  solitary  and  agmixtated 
glands  of  the  lower  part  of  the  small  intestine  are  swollen  and 
the  swell  in  lt  increases  daring  the  lirst  week.  In  the  second  week 
there  is  more  or  less  necrosis  of  the  swollen  glands  with  sloughing 
and  ulceration.  In  the  fourth  week  there  is  einatrization  of  the 
ulcers. 

The  minute  changes  which  take  place  in  the  development  of  the 
intestinal  lesion  are  as  follows: 

At  first  the  blood  vessels  around  the  lymph  nodules  are  swollen 
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and  the  epithelium  may  fall  off.  Then  the  nodules  increase  in 
size,  largely  from  a  growth  of  OBW  cells. 

This  cell  growth  is  a  hyperplasia  of  the  lymph  cells  and  the 
endothelium  of  the  trabecular  and  sinuses.  The  production  of 
new  cells  is  not  confined  to  the  nodules,  but  extends  also  to  the 
adjacent  mucous  membrane.  There  may  also  be  little  foci  of 
similar  cells  in  the  muscular,  subserous  and  serous  coats. 

In  this  stage  resolution  may  take  place,  then  the  new  formed 
cells  degenerate  and  disappear.  In  the  more  severe  eases  necrotic 
changes  supervene,  by  which  small  or  large  ulcers  are  formed. 

A  number  of  the  glands  are  attacked  at  the  some  time,  or  first 
those  in  the  lower  part  of  the  ileum,  and  later  those  higher  up. 

The  lesions  may  be  confined  to  the  agmtuated  glands,  or  in- 
volve also  the  solitary  glands,  or  extend  to  the  solitary  glands  of 
the  colon. 

The  rases  vary  as  to  the  number  of  glands  involved,  the  degree 
»tf  the  swelling,  the  extent  of  the  necrosis,  the  size  and  depth  of 
the  ulcers.  In  rare  cases  there  are  no  changes  in  the  small  in- 
testine. 

In  New  York,  in  the  fatal  cases  I  have  found  the  regular 
lesions  of  the  solitary  and  nominated  glands  of  the  ileum  were  in 
most  «ases  fairly  developed.  Some  of  the  patients  died  while 
fchdsa  glandl  were  only  swollen,  some  while  the  sloughs  wTere  ad- 
herent, snine  after  the  ulcers  were  completely  cleared  off.  But  in 
a  considerable  number  of  the  fatal  oases  the  intestinal  lesion  was 
Inconsiderable,  only  a  few  swollen  agminated  glands  with  partial 
ulceration. 

The  glands  of  the  vermiform  appendix  may  be  inflamed  in  the 

sane-  way  and  in  one  case  I  hare  Been  perforation. 

Swelling  of  the  mesenteric  glands  seems  be  be  constant,  the 
swelling  corresponding  to  the  degree  of  the  intestinal  lesion. 
When  the  glands  are  much  swollen  there  may  be  a  little  fibrin  mi 
the  peritoneum  over  them:  rarely  this  extends  to  be  a  general 
peritonitis,  In  B  tew  eases  the  glands  suppurate,  soften,  and 
there  is  localized  or  genera]  peritonitis. 

In  the  colon  there  may  be  b welling  and  necrosis  of  the  lymph 
nodes,  b  general  catarrhal  colitis,  or  a  croupous  inflammation  of 
the  lower  end  of  the  colon. 
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As  regards  the  position  of  perforations,  Pitz  gives  a  collection 
of  167  cases.  The  perforation  was  in  the  ileum  in  136  of  the 
OHMS,  in  the  colon  in  20  eases,  in  the  appendix  in  5  cases,  in  the 
jejunum  in  2  cases. 

Peritonitis  is  most  frequently  due  to  perforation;  it  may  bo 
caused  by  inflammation  of  the  mesenteric  glands  or  occur  with- 
out discoverable  cause. 

The  spleen  is  always  soft;  it  is  usually  enlarged,  but  it  is  im- 
portant to  remember  that  it  may  remain  of  normal  size,  or  even 
Ball.     I  have  seen  one  ease  of  rupture  of  the  spleen  with 
large  extravasations  of  blood  in  the  peritoneal  cavity. 

In  the  dura  mater  there  may  be  thrombosis  of  the  venous 
sinuses.  It  is  said  that  an  acute  inflammation  of  the  pia  mater 
with  the  presence  of  typhoid  bacilli  sometimes  necurs. 

A  catarrhal  inflammation  of  the  pharynx  is  nearly  constant. 

CJleeration  of  the  larynx  is  described  by  the  older  authors,  but 
is  now  seldom  seen. 

In  the  same  way  suppurative  inflammation  of  the  parotids, 
Which  used  to  be  rather  frequent,  is  imw  seldom  seen. 

A  moderate  degree  of  catarrhal  bronchitis  is  present  in  a  large 
number  of  the  eases.  Less  frequently  we  find  most  of  the 
smaller  bronchi  largely  tilled  with  ]>ns. 

•   Congestion  and  oedema  of  the  dependent  portions  of  the  lungs, 
lio-pneumonia  and  lobar  pneumonia  are  of  nut   infrequent 
oeeurrenee.    Gangrene  and  abseesses  of  the  long  are  occasionally 
seen. 

The  heart  may  remain  normal  or  the  muscular  fibres  may  un- 

.'iH ration.    An  acute  endocarditis  with  the  pretense  of 

typhoid  baeilli  has  been  described,     I  have  seen  one  ease  in  which 

I  believed  the  patient  died  from  a  thrombus  in  the  left  ventricle, 

but  without  autopsy. 

Inflammation  of  the  arteries  wiih  the  formation  of  thrombi 
been  described:  it  may  cause  gangrene. 

Thrombosis  of  the  veins  oecura  quite  frequently;  the  femoral 
vein  is  the  one  most  frequently  occluded. 

The  most  important  change  in  the  liver  ia  the  inflammation  of 

the  gall  bladder.     Typhoid  bacilli  are  found  in  the  bile  within 

ill  bladder  in  the  majority  of  the  eases  of  typhoid  fever. 
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The  suppurative  inflammation  of  the  gall  bladder  belongs  to  the 
later  weeks  of  the  fever  and  the  period  of  convalescence.  Whether 
the  inflammation  is  caused  by  the  typhoid  bacillus  alone,  or 
whether  some  other  irritant  must  be  added,  is  uncertain. 

The  ordinary  lesion  of  the  kidney  is  an  acute  degeneration 
which  does  not  seriously  affect  the  renal  epithelium.  In  cases, 
however,  which  go  on  for  10  weeks  or  longer,  the  destruction  of 
the  epithelium  is  considerable.  Much  less  frequently  the  kid- 
neys show  the  changes  of  acute  exudative  nephritis. 

Inflammation  of  the  bladder  with  a  good  deal  of  pus  in  the 
urine,  but  without  much  change  in  the  wall  of  the  bladder,  is 
seen  quite  often.  Typhoid  bacilli  are  found  in  the  urine  through- 
out the  disease;  for  the  production  of  the  cystitis  the  addition  of 
Borne  other  irritant  seems  to  be  necessary. 

Purulent  inflammations  of  the  periosteum  belong  to  the  later 
stages  of  the  disease. 

There  is  degeneration  and  sometimes  rupture  of  the  voluntary 
muscles,  especially  those  of  the  anterior  abdominal  wall 

l!ti<dogy< — Typhoid  fever  prevails  in  the  form  of  local  epi- 
demics, as  an  endemic  disease,  and  in  the  form  of  isolated  cases. 
It  is  one  of  the  principal  causes  of  deaths  in  armies. 

The  history  of  a  local  epidemic  is  apt  to  be  as  follows:  A  person 
already  suffering  from  typhoid  fever  gpefl  to  a  house  in  the  coun- 
try, or  in  a  village  where  the  disease  haf  not  previously  existed. 
He  goes  through  the  disease  at  this  pi  are.  His  Faeces  are  put  in  a 
privy  vault,  or  ceespoo] ;  bis  soiled  clothes  and  bedding  are  washed 
without  being  disinfected.  The  persons  who  handle  and  wash  the 
soiled  clothes  often  contract  the  disease.  The  contents  of  the  in- 
fected privy  01  GefiBpOOl  after  a  time  drain  into  the  adjoining  well; 
most  of  the  persons  who  drink  this  contaminated  water  have 
typhoid   (ever.     The  persons  living  in  the  same  village  who  do 

not  drink  the  contaminated  water, •  handle  the  infected  clothes, 

do  not  have  the  dism 

Occasionally  the  disease  is  given  by  milk  which  has  been  con- 
taminated by  the  infected  water. 

In  some  places  typhoid  fever  is  an  endemic  disease,  prevailing 
year  after  year,     When  this  is  the  case  the  disease  is  regularly 
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imieh  mure  prevalent  in  the  autumn  months,  and  varies  in  dif- 
■ut  years  as  to  the  number  of  eases  and  the  type  of  the  disease. 

The  most  puzzling  cases  to  aeeount  for  are  the  isolated  cases 
which  occur  from  time  to  time  in  cities. 

The  most  straightforward  way  for  conveying  typhoid  bacilli 
into  the  human  body  is  by  drinking  contaminated  water,  or  milk. 
Less  frequently  they  are  introduced  in  the  food.  We  are  obliged 
to  admit  that  the  disease  is  also  communicated  from  person  to 
person  by  methods  of  which  we  are  ignorant,  and  that  it  occurs 
in  isolated  cases  from  causes  which  we  are  unable  to  discover. 

Symptoms.  —  Agglutination  test,   Widal's  test.     This  is  ordi- 
narily done  by  drying  a  drop  of  blood  from  the  patient  on  a  slide, 
dissolving  the  dried  blood  in  a  little  water  and  then  mixing  it  on 
the  slide  with  a  broth  culture  of  the  typhoid  bacillus ;  within  fif- 
l    minutes   the    bacilli    should    clump    together   and    become 
motionless.     Different  observers  gel  positive  reactions  in  from  70 
n)  per  cent,  between  the  fourth  and  seventh  day;  during  the 
aid  week  it  is  more  constant;  it  may  persist  for  several  months 
after  convalescence.     It  must  be  admitted  that  there  are  typical 
cases  of  typhoid  fever  which  do  not  give  a  positive  result  with 
the  Widal  test  at  any  time. 

The  ordinary  period  of  incubation  is  two  weeks,  with  variations 
of  a  few  days  on  either  side  of  this  limit.  During  this  period  the 
patient  may  feel  well,  or  be  troubled  with  headaches,  disturbances 
of  digestion,  feelings  of  lassitude,  diarrlura,  chilliness,  or  bron- 
chitis. 

The  method  of  invasion  varies  considerably  in  different  cases. 

In  a  considerable  number  of  eases  one  or  two  weeks  elapse  be- 
fore the  patients  are  sick  enough  to  go  to  bed.  They  are  more  or 
less  miserable  with  headache,  sleeplessness,  nausea,  an  irregnl&r 
febrile  movement  and  sometimes  diarrluea.  In  these  cases  it  is 
difficult  to  determine  the  first  day  of  the  disease;  we  usually 
reckon  it  from  the  day  the  patient  goes  to  bed- 
In  New  York  the  ordinary  invasion  is  rapid,  although  the  rapid 
invasion  is  often  preceded  by  a  period  of  one  or  two  weeks  during 
which  the  patient  does  not  feel  well ;  the  patients  are  sick  enough 
to  go  to  bed  within  twenty-four  hours.  The  first  symptoms  an  ! 
one  or  more  chills  followed  by  a  rapid  rise  of  temperature,  often 
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accompanied   with   headache,   vomiting,   nose  bleed,   abdominal 

pain,  and  occasionally  with  diarrhoea.  In  a  moderate  number  of 
eases  the  first  syptorns  are  diarrhoea  and  fever. 

Occasionally  it  happens  that  while  the  patient  becomes  quite 
ill,  with  a  rise  of  temperature,  during  the  first  twenty-four  hours, 
yet  for  the  ten  succeeding  days  there  are  intermissions  of  low 
temperature  and  subsidence  of  symptoms.  After  this  the  pa- 
tent settles  down  into  the  regular  course  of  the  disease 

It  may  also  happen  that  the  patient  begins  with  the  regular  in- 
vasion  of  a  mild  typhoid  and  pn-s  on  to  be  moderately  sick  for  two 
weeks.  At  the  end  of  that  time  the  symptoms  change  for  the 
worse  and  the  disease  runs  a  severe  con  tie. 

The  invasion  of  the  symptoms  may  be  unusually  rapid  and 
severe,  The  temperature  runs  up  to  104°  F.,  with  chills  within 
the  first  twenty-four  hours.  Here  the  infection  is  evidently  very 
rapid  and  extensive. 

There  are  irregular  invasions  for  which  we  are  unable  to  ac- 
count, and  which  simulate  the  invasions  of  other  diseases. 

In  some  patients  the  first  symptoms  resemble  those  of  cerebro- 
spinal meningitis :  headache,  pain,  and  stiffness  in  the  back  of  the 
neck,  violent  delirium  or  general  convulsions. 

Iu  smut*  patients  the  complicating  inflammations  of  the  chest 
are  very  marked.  It  may  be  e  bronchitis,  or  a  broncho-pneu- 
nioiiia,  or  a  pleurisy. 

Or,  instead  of  this,  there  is  an  acute  catarrhal  gastritis  with 
vomiting  and  diarrluea  ;  or  an  acute  nephritis  with  the  character* 
istic  changes  in  the  urine. 

During  the  first  week  there  are  the  characteristic  temperature, 
rpistaxis,  pharyngitis,  headache,  vertigo,  apathy,  sleeplessness, 
p;iin  in  the  neck,  back  and  abdomen,  the  coated  tongue,  loss  of 
appetite,  nausea,  vomiting,  diarrlncn  or  constipation,  Mood  with 
the  stools,  prostration. 

During  the  second  week  of  the  disease  there  are  the  character- 
istic temperature,  the  increased  rapidity  of  the  heart  s  action, 
more  apathy,  delirium,  noises  in  the  ears,  deafness,  the  dry 
tongue,  the  eruption,  diarrhoea  or  constipation,  tympanites. 

At  the  end  of  the  second  week  there  may  be  a  temporary  fall 


TYPHOID   FEVER. 


54^ 


of  temperature,  the  disease  may  terminate  in  recovery,  or  the 
patient  may  die. 

During  the  third  week  there  are  present:  the  characteristic 
temperature,  rapid  heart  action,  more  marked  cerebral  symptoms, 
the  full  development  of  the  typhoid  state,  bleeding  from  the  in- 
testinal ulcers,  peritonitis,  involuntary  passage  of  faeces,  reten- 
tion of  urine.  At  the  end  of  the  third  week  all  the  symptoms 
iontixrae  unabated,  there  may  be  a  subsidence  of  the  symp- 
toms for  one  or  more  days  and  then  the  disease  goes  on  again,  or 
eonvaieseesce  may  begin. 

In  the  fourth  week,  if  the  case  is  a  favorable  one,  there  is  a 
gradual  abatement  of  all  the  symptoms  and  convalescence  rum- 
mences  in  the  fifth  week.  If  the  disease  is  to  be  protracted  the 
symptoms  of  the  fourth  week  will  continue  like  those  of  the  third, 
or  there  will  be  an  improvement  for  one  or  two  days  and  then  the 
disease  goes  on  again. 

e  L  (Figure  1.)  Gradual  Invasion;  Treatment  by  In- 
tesiinal  Antiseptics;  Four  Weeks'  Typhoid}  Sor&ped  Heef  on  the 
Twenty-ninth  Day;  Becovery, 

tale,  30  years  old,  trained  nurse;  taken  sick  while  in  the 
hospital.  Fur  about  B  week  she  had  malaise,  headache,  chilliness, 
Era  appetite,  abdominal  pain,  constipation  and  tympanites, 

December  29  she  went  to  bed.  and  this  seemed  to  be  the  first 
F  tie-  disease.     The  temperature  chart  begins  on  December 
80,  the  second  day  of  the  disease, 

Third  ilny:   Face  flushed,  tongue  cor  ted,  abdomen  tympanitic, 
HH 4   no  albumin,  suberepitant  rales  OW  both  lungs.     She 
at  On  the  use  of  guiaool  and  castor  oil  at  first  every  hour, 
vi  rv  two  hours. 
Sixth  day  :  The  castor  oil  and  guiacol  have  been  continued 
until  to-day.     Now  she  is  given  1-20  grain  of  calomel  every  fif- 
minutes. 
Ninth  day:  The  calomel  lias  been  continued,  except  when  she 
Was  sleeping,  until  to-day;  now  she  is  given  Woodbridge.  two  and 
three  every  two  hours. 

Twenty-first  day:  She  is  doing  very  well;  medicines  are 
stoppi 

On  the  twenty-ninth  day  she  began  with  se raped  beef. 
On  the  thirty-fifth  day  she  wjis  out  of  bed. 
..ili  day  she  was  discharge  d. 

SB  II.    ( Figure  2.  i    Acute  Invasion;  Two  Weeks1  Typhoid; 
reatment;  Recovery. 
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Male,  25  years  old;  two  days  before  tfc  invasion  of  the  disease 
he  had  mild  chills,  headache,  body  pains  and  malaise.  The  next 
day  he  felt  better  and  went  down  town. 

First  day:  He  had  a  sharp  chill  in  the  morning,  followed  by 
sweating  and  prostration;  |  few  sonorous  rales  over  both  lungs. 

Second  day:  Vomited;  the  spleen  could  be  felt. 

Third  to  tenth  day:  A  troublesome  cough  with  the  physical 
signs  of  bronchitis ;  haemoglobin  90  per  cent. ;  red  cells  4,960*000. 
white  eella  4,SOO;  urine  1028,  a  trace  of  albumin,  hyaline  and 
granular  casts.     He  had  no  medicine,  no  baths,  no  whiskey. 

Thirteenth  day:  Widal  reaction  positive. 

Eighteenth  day:  Had  scraped  beef. 

Twenty-first  day:  out  of  bed. 

Twenty-fourth  day:  Went  home. 

Fortieth  day:  Haemoglobin  95  per  cent. 

Fifty-seventh  day:  Hammglobin  58  per  cent.:  put  on  sulphate 
of  iron. 

Seventieth  day:  Haemoglobin  90  per  cent, 

m  III.    (Figure  3.)    Amtt  Invasion;  Four  Wteks'  Ty~ 
pkoid;  Diarrh&a;  Treatment  with  Warm  Batiks;  Recovery. 

Male,  i->s  wars  old.  Had  been  in  his  ordinary  health  except 
for  a  little  malaise  for  several  days. 

First  day  :  Tie  did  not  go  down  town.  I  saw  him  that  evening 
and  thought  he  was  banning  a  typhoid  fever,  but  the  tempera- 
ture was  not  taken. 

Second  day:  The  temperature   chart   begins,     lie    was 
baths  at  99°  F.  at  12  m.,  4  p.m.  and  8  p.m.     These  baths  wen 
continued  regularly  until  the  fifteenth  day. 

Third  day:  The  diarrlwea  began,  and  continued  until  the  six- 
b-i-nth  day;  three  to  seven  stools  daily.  Tie  was  given  for  the 
diarrhoea  at  first  cerium  oxalate  and  bismuth,  later  morphine, 
cubebs  and  bismuth. 

Twenty-first  day:  Having  previously  taken  only  milk.  h«j 
given  scraped  beef. 

Twenty-sixth  day  \  He  was  given  coffee,  eggs  and  bread  for 
breakfast,  beefsteak  and  potatoes  for  dinner. 

Thirty-third  day:  He  was  out  of  bed. 

Throughout  his  illness  be  was  cheerful  and  comfortable  and 
slept  well  every  night.     The  conVflJescea was  rapid. 

i;  IV.     (Figure  4.)     Acuti    Invasion;  Four  Weeks'  Tu- 
phoid;  Cystitis;  Treatment  with  Warm  Baths;  RecoVi 

Female,  40  years  old:  for  a  month  has  been  nauseated  in  the 
morning  and  has  vomited  occasionally.  For  a  week  has  been 
mOT6  miserable,  chilly,  pharyngitis,  pains  in  back  and  limbs. 
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The  chart  begins  on  the  day  before  the  invasion,  when  she  was 
miserable,  but  had  not  goue  to  bed. 

First  day :  Chill,  vomiting,  prostration ;  went  to  bed. 

Second  day:  Highest  temperature  of  the  disease;  headache, 
apathy,  nausea,  tympanites. 

Fourth  day :  Began  with  tubs  at  99°  at  12  M,  4  p.m.,  and  8 
p.m.;  these  were  continued  up  to  the  sixteenth  day. 

Fifth  day:  It  was  necessary  to  draw  off  the  urine  with  the 
catheter. 

Sixth  day:  Positive  Widal  reaction. 

Nineteenth  day:  Began  to  have  cystitis. 

Twenty-second  day  ■  Scraped  beef. 

Twenty- fourth  day:  Cystitis  is  well 

Twenty-eighth  day:  Two  solid  meals;  nut  of  bed. 

The  convalescence  was  uninterrupted. 

CifiB  V.  {Figure  5.)  Invasion  with  Repeated  ChUls;  Low 
and  Irregular  J r*  infu  rut  an  ;  Rapid  1'ulse;  Death  on  the  Nine- 
teenth Day;  SauiH  Intestinal  Lesion. 

Female,  middle  aged.  For  five  days  she  has  had  chills,  fever, 
sweating  every  afternoon  and  the  bowels  have  been  loose. 

She  came  into  the  hospital  with  a  tongue  highly  coated,  no  ap- 
,  diarrhoa,  urine  1021,  no  albumin,  no  physical  signs  over 
the  heart  or  lungs. 

Twelfth  day:  She  was  fairly  in  I  he  typhoid  state,  with  dry 
tongue,  stupor,  and  delirium,  but  with  low  temperature. 

Nineteenth  day:  She  died  rather  suddenly. 

Autopsy. — The  brain  was  nor  examined  The  heart  was  small 
but  not  soft.  The  lungs,  liver,  and  kidneys  were  normal,  The 
spleen  was  moderately  large  and  soft.  The  mesenteric  glands 
a  little  swollen. 

At  the  lower  end  of  the  ileum  a  few  a<rminated  glands  were 
somewhat  broader  and  thicker  than  normal. 


k    VI.      (Figure    6>)     Intuition    with    Branch  it  is;    Time 
Weeks'  Typhoid:  Irregular  Temper atvn  :  Recovery. 

Male,  30  rears  old.      For  one  month  dyspIlOfta,  rough  with  mu- 
cous sputum  streaked  with  bloody  weakness  and  general  malaise. 

Two  days  a  pro  nose  bleed,  chill,  fever,  and  sweating. 

The  temperature  begins  on  the  third  day  of  the  typhoid  t 
At  that  time  the  breathing  was  quick,  shallow,  and  difficult; 
there  were  coarse  and  subcrepitanl   roles  aver  both  lun^s;  the 
tongue  was  brown  and  dry;  the  bowels  were  constipated 

The  only  treatment  was  carbonate  of  ammonia  and  whiskey. 

lie  began  to  improve  on  the  seventeenth  day. 
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Case  VIL  (Figure  7.)  lumiion  with  Pleurisy  with  Effu- 
sion; Four  Wt't'ks'  Typhoid;  flu.  Patient  was  kept  sick  with 
Whiskey  ant}  had  Treatment. 

Female,  30  years  old;  hospital  nurse.  A  week  ago  she  began 
to  have*  a  dry  eouph,  with  loss  of  appetite,  headache,  chilliness, 
and  general  pains.  Yesterday  she  began  to  have  severe  pain  in 
the  right  side. 

First  day :  Went  to  bed;  tongue  coated  and  moist;  subcrepi- 
tant  friction  sound  over  tin*  lower  loin'  of  the  right  lung. 

Third  day  s  There  were  the  physical  signs  of  fluid  in  the  lower 
part  of  the  right  chest. 

Seventh  day:  The  fluid  had  gone. 

Thirteenth  day  i  Was  put  on  half  an  ounce  of  whiskey  every 
three  hours. 

Fourteenth  day:  Complained  of  headache;  was  given  one 
drachm  of  whiskey  *Mry  hour. 

Seventeenth  day  :  Became  delirious. 

Twentieth  day:  Delirium  continues;  two  drachms  of  whiskey 
every  three  hours. 

Twenty-first  day:  Delirium  and  muscular  twitching*;  three 
drachms  of  whiskey  every  three  hours, 

Twerit3r-«eoond  day:  Praise  said  to  be  failing;  half  an  ounce  of 
whiskey  every  three  hours;  catTein,  hypodermics  of  digitalis. 

Twenty-fifth  day:  Vomiting,  involuntary  faeces  and  urine; 
whiskey  continued,  sodium  phosphate,  codeine. 

Twenty-sixth  day:  She  was  in  a  deep  stupor:  whiskey  con- 
tinued; 100  cx\  of  clear-  serum  aspirated  from  right  cb 

Twenty-eighth  day:  Continues  with  stupor,  delirium  and 
whiskey. 

Thirtieth  day:  Hypodermic*  of  digitalis.  She  continued  in 
the  same  condition  o£  alcoholism  until  the  thirty-ninth  day,  when 
the  whiskey  was  stopped. 

After  this  she  rapidly  improved,  and  was  out  of  bed  on  the 
forty  seventh  day. 

This  woman  began  to  have  alcohol  poisoning  on  the  seventeenth 
day  of  her  disease,  and  continued  to  have  it  up  to  the  thirty-ninth 
\]i\y.     The  typhoid  fever  ran  its  course  by  the  twenty-eighth  i! 


Cask  VIII.     (Figure  8.)     Invasion  with  Vomiting  and  Dinr- 
rhwa. 

Female,  19  yean  old,  after  hvn  weeks  of  general  malaise.  I 
to  have   repeated   vomiting    and   diarrhoea.     At    the   same    time 
prostration,  headache,  body  pains,  and  fever  were  present.     The 
diarrlnea  was  better  after  four  days,  but  the  vomiting  continued 
steadily  for  six  days.     After  that  the  symptoms  were  those  of  an 
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ordinary  typhoid  terminating  in  recovery.  The  temperature 
chart  brains  on  the  seventh  day.  She  was  treated  with  cold  tubs 
from  the  seventl)  to  the  twenty-fourth  day. 


58  IX.     (Figure  9.)     Invasion  with  A>  >tt<   Exudative  Ne- 
phritis; Treatment  by  Wocdbridge  Method;  Three  We*k$  el'n- 

phoid;  liiCWfnj  from  Nephritis  and  Typhoid, 

Male,  24  years  old. 

First  day:  Chill,  headache,  bloody  urine. 

Second  day,  mine  1020,  large  quantity  of  albumin,  blood  and 
granular  easts.  He  looks  moderately  sick,  hut  not  so  much  like 
typhoid  fever, 

Sixth  day :  The  man  now  looks  like  an  ordinary  typhoid ;  he  is 
put  on  the  Woodbridge  plan  of  treatment, 

Tenth  day:  Urine  1014,  not  much  albumin,  very  little  blood. 

After  this  the  urine  became  norma  1. 

Seventeenth  day;  His  mouth  was  a  little  sore. 

Twenty-first  day ;  He  was  given  a  chop,  and  the  medicines  were 
•-tupped. 

Case  X.      (Figure  10.)     Invasion  Lik<  thai  of  Cerebrospinal 
(ijitis;  Death   on   the  Seventeenth    Day;  Deep  {'hers  in   the 

Ileum;  Peritonitis  without  Perforation, 

Mult-,  15  years  old.  lie  was  said  to  have  been  in  his  usual 
health  until  eleven  days  before  bis  admission.  Then  he  suddenly 
dropped  in  the  street  unconscious,  and  has  been  in  a  condition  of 
dating  delirium  and  stupor  ever  since.  On  the  first  day  there 
was  nausea  and  vomiting.  He  also  had  headache,  fever,  and 
marked  prostration. 

On  admission  the  pupils  were  dilated,  there  was  photophobia, 
the  tongue  was  coated  and  dry,  tin-  pulse  rapid  and  weak,  there 
was  rigidity  and  tenderness  of  the  hack  of  the  neck,  strabismus, 
genera]  hyperesthesia,  alternating  stupor  and  noisy  delirium; 
nine  contained  albumin  and  granular  casts.  The  whole 
picture  was  that  of  cerebrospinal  meningitis. 

Thirteenth  day:  Although  the  delirium  and  stupor  continued, 
the  abdomen  became  distended,  and  he  looked  more  like  typhoid 
fever.  He  was  ordered  tub  baths  at  65"  F.  every  throe  bonis  if 
mtperature  was  over  103  ,  These  baths  continued  up  to  the 
sixteenth  day;  the  chart  shows  their  effect  on  the  temperature; 
they  were  very  badly  borne 

He  became  steadily  worse,  the  stupor  and  delirium  continuing, 
and  died  on  the  seventeenth  day. 

Autopsy.— The    In-art    was    normal,    both    endocardium    and 

muscle, 
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In  both  luii^s  there  were  small  patches  of  broncho-pneumonia. 

The  liver  was  somewhat  swollen. 

The  spleen  was  of  normal  size  and  firm.  The  kidneys  were  of 
ordinary  size,  the  cortex  whitish. 

The  mesenteric  lymph  nodes  were  swollen. 

In  the  ileum  there  were  extensive  and  deep  ulcers  of  the  ag- 
minated  glands. 

In  the  tfeeum  there  were  two  ulcers.  The  peritoneum  over  the 
ileum  and  spleen  was  coated  with  fibrin. 


FIG. 10 
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Case  XL  Two  Weeks'  Typhoid  Fiver  in  a  Child;  Cerebral 
Symptoms'. 

Mali  is  old.     Eight  days, before  admission  pain  in  the 

neck  and  Left  ear;  would  not  eat  <>r  play;  had  fever  and  a  little 
cough;  mi  diarrhoea;  became  more  and  more  stupid  as  the  days 
went  on.  Now,  his  face  is  flushed,  skin  hot,  temperature  102°, 
pulse  1(30,  breathing  34,  lips  and  tongue  dry  and  coated,  diar- 
ilnea,  is  -pnw  mid  stupid.  His  temperature  continued  between 
and  L04c  until  the  seventeenth  day,  when  it  fell  below  the 
normal  and  eunvaleseen.ee  was  established.  The  pulse  was  rapid, 
120  to  lt>0.     He  lay  quietly  in  bed  all  the  time,  as  if  asleep,  like 
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■a  i-hild  with  tubercular  meningitis.  The  bowels  were  moderately 
loose.  The  whole  picture  was  that  of  a  child  in  the  typhoid  state 
with  the  stupor  of  meningitis.  Convalescence  was  rapid  and 
uninterrupted. 

Case    XII.     (Figure    11.)     Mild    Typhoid    Fever   for    Two 

.  T<  mporury  ImprovcmruL  fh*  n  Mort  Severe  Typhoid  for 
Three  Weeks;  Recovery. 

Male,  19  years  old:  hospital  orderly.  For  four  days  headache, 
sleeplessness,  loss  of  appetite,  pain  in  abdomen,  constipation,  but 
'•'iitinned  at  work. 

First  day :  Moderately  sick  with  fever,  coated  tongue,  and  pros- 
tration; was  ordered  tub  baths  at  70"  F.  every  three  hours,  if  the 
temperature  reaches  103°   F.     After  1 1 1  -  *   fourth  day  the  tem- 
perature was  below  the  bathing  point  and  the  tubs  were  stopped, 
irteenth  day:  Apparently  convalescent. 
Nineteenth  day:  The  temperature  is  rising  and  the  patient  is 

D  ill. 
Twentieth  day  •  The  cold  tubs  are  resumed  and  continued  until 
the  twenty- third  day. 

From  the  twentieth  to  the  twenty-seventh  day  the  patient  was 
ir-iH'li  sicker  than  during  the  first  two  weeks. 
By  the  thirty-fifth  day  the  fever  was  nwr,  and  oo  the  forty- 
day  he  was  out  of  bed. 

k    XIII.     (Figure    12.)     Irregular    Invasion;    Irregular 
*;  Purulent  Bronchitis;  Death. 
Female,  15  years  old,  August  28,  1875.     One  week  before  ad- 
e  says  that  a  man  took  improper  liberties  with  her  per- 
son.    Several  days  later  she  had  severe  pain  in  the  vulva.     She 
lias  two  chancroids  on  the  tuner  side  of  the  labia  rnajora. 
Member  3:  She  is  feeling  better;  OTri  of  bed  and  walks  about 
the  ward. 

S<  ptember  15  :  She  has  been  about  the  ward  since  September  3, 

but  has  been  dull,  listless,  and  feeble.     Yesterday  s!m<  said  she  had 

a  diarrhoea.    In  the  afternoon  she  had  a  chill,  pain  La  the  side, 

ration,  sibilant  and  sonorous  rales  over  both  lungs  Mid  wast 

pltt    to  }«. 

September  1*>.  which  was  apparently  the  second  day  of  her 
typhoid  fever,  the  chart  begins.  It  will  be  seen  that  the  tem- 
perature reached  106°  F.,  the  pulse  120,  the  breathing  36,  There 
are  coarse  and  Bubcrepitant  rales  all  over  both  lungs. 

itember  17.  third  day:  There  is  diarrhoea;  cough  with  rou- 
iputum 

tember  18,  fourth  day;  The  rales  are  finer;  Tin    bronchitis 
seems  to  I.,-  extending  into  the  smaller  tubes:  she  is  very  weak. 
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September  22,  eighth  day  :  The  bronchitis  is  still  very  marked ; 
there  is  a  typhoid  eruption  on  the  abdomen;  she  is  very  hungry- 
She  continued  to  get  worse,  was  delirious,  and  died  on  the 
seventeenth  day. 

A  utopsy.  —  The  brain  was  normal. 

The  heart  was  normal. 

The  large  and  small  bronchi  down  to  the  smallest  were  filled 
with  pro. 

The  liver  and  kidin-ys  were  normal. 

In  the  ileum  there  were  deep  ulcers  of  the  solitary  and  no- 
minated grlands. 


The  Course  of  the  Temperature. 


The  chart  of  the  temperature  of  typhoid  fever  given  by  Wun- 
derlich,  and  followed  ever  sinee  by  most  authors,  has  been  the 
cause  of  numberless  errors  in  diagnosis.  It  is  stated  that  the 
regular  course  of  the  temperature  is  as  follows: 

During  the  first  week  the  temperature  rises  regularly  from  day 
to  day,  always  with  a  lower  temperature  in  the  morning  and  a 
higher  temperature  in  the  evening,  but  with  each  day  the  differ- 
ence between  the  morning  and  evening  temperature  becomes  less. 

During  the  second  week  the  temperature  is  always  high,  with 
but  little  difference  between  the  morning  and  evening  tempera- 
ture. 

In  the  third  week  the  morning  temperature  begins  to  fall,  the 
evening  temperature  remaining  the  same. 

In  the  fourth  week  the  morning  temperature  falls  still  lower, 
then  the  evening  temperature  falls,  until  finally  both  get  down  to 
the  normal 

The  maximum  temperature  is  reached  between  5  p.m.  and  12  M. 
The  minimum  temperature  is  attained  between  6  and  8  a.m. 

This  description  does  not  apply  to  typhoid  fever  in  the  United 
States.  If  is  beeausc  physicians  expect  Buch  a  course  of  the  tem* 
perature  that  so  many  patients  are  treated  for  malaria  during  the 
first  weeks  of  a  typhoid. 

The  regular  fever  of  typhoid  is  a  fever  thai  lasts  four  weeta, 
with  periods  of  improvement  at  the  end  of  the  second  and  third 
weel 
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During  the  first  week  the  temperature  runs  up  slowly,  or  rap- 
idly, with  or  without  chills,  the  afternoon  temperature  higher 
than  that  of  the  morning. 

During  the  second  and  third  weeks  the  temperature  remains 
high,  without  great  variations  between  the  morning  and  evening. 

During  the  fourth  week  there  is  a  gradual  fall,  first  of  the 
morning,  later  of  the  evening,  temperature. 

Exceptions  to  this  regular  course  of  the  fever  are  of  ordinary 
occurrence. 

Chills,  followed  by  fever  and  sweating,  may  be  repeated  for 
several  days. 

Throughout  the  disease  there  may  be  an  unusual  difference  be- 
twees  the  morning  and  evening  temperature.  The  morning  tem- 
perature may  fall  to  or  below  tin*  normal.  In  patients  who  have 
this  disposition  to  low  morning  temperatures,  cold  tubs  and  anti- 
pyretics have  an  unusually  decided  effect. 

In  the  second  and  third  weeks  there  may  be  very  little  differ- 
BBfte  between  the  morning  and  evening  temperatures.  Rarely  the 
morning  temperature  is  higher  than  the  evening.  Throughout 
the  second  and  third  weeks  there  are  irregular  rises  And  falls  of 
temperature  for  which  we  are  unable  to  account.  At  the  end  of 
the  second  week  there  is  apt  to  be  some  fall  of  temperature.  This 
may  not  amount  to  much,  or  it  may  be  v<tv  decided;  so  much  so 
that  there  is  no  fever  for  several  days.  Then  the  fever  goes  up 
i.  and  may  even  be  higher  than  it  was  during  the  first  two 
weeks.  In  a  fair  number  of  cases  the  typhoid  fever  only  lasts 
two  weeks,  and  the  patients  become  oonvfilefioei 

In  the  same  way,  At  the  end  of  the  third  wf»ekT  there  is  regtb 
larly  a  fall  of  temperature,  which  may  be  exaggerated.  When 
in  this  way  the  fever  falls  for  several  days  and  then  goe^  up 
a^rain  the  patients  are  often  said  to  have  a  relapse,  but  really  they 
never  stopped  having  typhoid  fever.  There  is  also  a  con- 
siderable number  <d  eases  in  which  the  disease  only  lasts  three 
ks. 

There  are  cases  in  which  typhoid  fever  as  a  disease  lasts  longer 
than  four  weeks,  even  up  to  twelve  weeks,  and  during  all  this 
the  patients  continue  to  have  a  temperature. 

The  cases  of  post-typhoid  sepsis  with  fever,  which  will  be  fie- 
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scribed  later,  must  be  sharply  distinguished  from  these  long 
typhoids. 

Complicating  inflammations  and  perforations  are  accompanied 
by  a  rise  of  temperature;  hseuiorrhages  from  the  bowels  by  a 
considerable  fall  of  temperature. 

Prom  time  to  time  we  see  curious  cases  in  which  throughout 
the  disease  the  temperature  runs  between  96°  and  99°  F. 

The  height  of  the  temperature  is  regularly  in  proportion  to  the 
severity  of  the  disease,  but  not  always  in  proportion  to  the  extent 
of  the  intestinal  lesion. 

In  the  different  charts  will  be  found  examples  of  most  of  the 
curves  of  temperature— regular  and  irregular. 

The  Pulse.— The  ordinary  pulse  is  from  80  to  100  during  the 
first  week;  more  rapid,  more  feeble,  or  dicrotic,  as  the  disease 
goes  on. 

There  are  cases  in  which  the  pulse  is  like  that  of  cerebro-spinal 
meningitis— a  slow  pulse  with  a  high  temperature. 

Liebermeister's  paper  on  typhoid  fever,  published  in  1874T  has 
had  a  profound  and  unfortunate  effect  on  the  mind  of  the  pro- 
tt-ssinn  as  regards  the  coudition  of  the  heart  in  the  disease.  He 
teaches  that  in  cases  that  run  their  course  without  complications 
the  gravest  and  most  frequent  danger  to  the  patient  is  weakness 
or  paralysis  of  the  heart. 

This  is  absolutely  untrue.  The  toxins  of  pneumouia  and 
diphtheria  have  a  direct  effect  on  the  heart,  the  toxin  of  typhoid 
fever  has  no  such  effect  The  heart  may  share  in  the  general 
weakness  due  to  the  lon<j  continuance  of  the  disease  and  scanty 
feeding,  but  that  is  all.  In  ordinary  eases,  with  good  nursing  and 
careful  feeding,  heart  failure  need  not  be  thought  of. 

At  the  end  of  a  typhoid  fever,  and  after  it,  however,  I  have 
seen  two  serious  forms  of  heart  failure. 

One  seems  to  be  due  partly  to  exhaustion  from  the  long  illness, 
partly  to  insufficient  food.     It  is  not  usually  fatal,  but  it  can  be. 


Case  XIV.  Fatal  Syncope  Aboui  the  End  of  the  Fourth 
Week. 

Female,  25  years  old  ;  was  taken  siek  about  three  weeks  before 
admission  t<>  (ta>  hospital  with  headache,  fever,  and  prostration. 

When  admitted  she  was  emaciated  and  feeble;  evidently  had 
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been  badly  cared  for:  tongue  brown  and  dry,  pulse  92,  tempera- 
tun*  104° ;  a  few  rose-colored  spots  on  abdomen. 

The  next  day  she  hud  an  attack  of  syncope,  during  which  the 
pulse  could  not  be  felt,  lasting  for  a  few  seconds. 

The  following  day  she  had  five  such  attacks  of  syncope. 

The  next  day  she  had  several  similar,  and  died  in  one  that- 
evening. 

.4 u tops j/.— Brain  not  examined. 

Heart  and  lungs  normal. 

Liver  normal;  spleen  large  and  soft;  kidneys  firm  and  con- 
red:  stomach  thickly  coated  with  mucus. 

In  the  ileum  there  were  a  few  small  ulcers  of  the  solitary  and 
agminated  glands. 

The  mesenteric  glands  were  swollen  and  infiltrated  with  pus. 

The  colon  was  normal. 

The  other  form  is  different. 

It  occurs  at  the  end  of  the  fourth  week  or  later  in  patients  who 
have  hem  well  cared  for.  It  is  accompanied  with  a  rise  of  tem- 
perature as  if  with  a  fresh  sepsis. 

One  case  of  this  kind  I  saw  in  a  young  man  at  the  end  of  a 
rather  mild  four-weeks1  typhoid.  For  two  days  he  seemed  to  be 
dying,  with  temperatures  of  104°,  and  a  heart  action  so  feeble 
and  irregular  that  it  seemed  as  if  he  might  die  at  any  minute, 
H.    recovered,  and  has  remained  well  tor  two  years. 

The  other  ease  was  a  woman,  40  yean  old.  who  had  been  well- 
nursed  and  cared  for,  except  thnt  .she  had  not  been  well  fed.  She 
run  i  pretty  severe  typhoid  tar  nine  weeks.  Then  for  a  week  she 
■erased  to  be  convalescing.  At  the  end  of  that  time  the  tem- 
perature suddenly  ran  up  to  103°  to  106°,  with  very  feeble  heart 
action,  and  in  forty-eight  hours  she  was  dead. 

Autopsy. — There  were  no  lesions  of  the  heart,  lungs,  liver,  or 
spleen. 

There  was  no  peritonitis  and  no  swelling  of  the  mesenteric 
glands. 

In  the  ileum  there  were  a  number  of  cicatrized  ulcers. 

The  colon  was  normal. 

The  epithelial  cells  of  the  kidneys  were  very  much  degenerated. 


Crtltnii  Symptoms.  —  Ileadnehe,   restlessness,  irritability,  and 
sleep!'  ielong  to  the  first  week  of  the  disease. 
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In  the  second  week  the  patients  are  in  a  condition  of  apathy. 

In  the  third  week  are  regularly  developed  alternating  delirium 
and  stupor. 

A  violent  delirium  may  come  on  in  the  first  days  of  the  disease. 

The  characteristic  apathy  may  be  absent,  even  in  fatal  eases. 

There  are  some  patients  in  wThom  the  headache  is  very  seveiv 
at.  first,  and  in  whom  there  is  later  developed  a  stupor  which  con- 
tinues until  death.  These  cases  resemble  cerebrospinal  menin- 
gitis. 

The  eruption  is  in  the  form  of  small,  isolated,  rose-colored,  len- 
ticular spots,  slightly  elevated,  and  disappearing  on  pressure.  It 
appears  on  the  front  of  the  chest  and  abdomen,  sometimes  on  the 
back.  There  are  only  a  few  spots,  or  many.  It  appears  between 
the  seventh  and  twelfth  days,  exceptionally  between  the  fourth 
and  twentieth  days.  There  are  successive  crops  of  eruption,  so 
that  it  lasts  from  sewn  to  twenty-one  days,  but  it  may  only  last 
from  two  to  four  days. 

Relapses  are  marked  by  a  fresh  eruption.  Spots  may  continue 
to  appear  after  convalescence  has  oonamenoed, 

In  some  cases  no  eruption  can  be  demonstrated. 

The  tongue  is  at  tirst  moist,  with  a  broad  strip  of  white  fur 
down  the  centre.  In  the  milder  cases  the  tongue  remains  moist 
throughout  the  disease,  in  the  more  severe  eases  it  becomes  dry, 
brown  and  fissured.  Or  the  tongue  remains  clean,  hut  heroines 
i\vy.  dazed  and  fissured. 

Nausea  and  romitiftg  ate  often  present  during  the  first  week. 
Later  in  tin*  disease  there  may  be  vomiting  from  the  tympanites, 
from  the  retention  of  food  in  the  stomach,  or  from  peritonitis. 

Some  distension  of  tin-  intestines  with  gas  is  usually  present; 
marked  distention  is  an  unfavorable  symptom;  extreme  disten* 
lion  may  so  interfere  with  the  action  of  the  heart  and  lungs  as  to 
cause  alarming  pulmonary  ami  cardiac  symptoms. 


Case  XV.  Ettrhf  and  Excessive  Tfffnpanit€3  with  Great 
Dyspnoea;  irnindar  Temp* ifotari i;  GonvaU&tenci  on  Fifteenth 
Day, 

Mule,  15  years  old,  was  suddenly  taken  sick  in  the  night  with 
vomiting,  great  pain  in  the  diaphragm*  rapid  breathing,  fever, 
and  prostration. 


TYPHOID   FEVER. 


555 


Seeond  day:  The  vomiting  continues,  great  pain  in  the  dia- 
phragm, rapid  breathing,  abdomen  hard  and  tympanitic,  sleep- 
less, irritable,  fever. 

Third  day:  His  condition  was  the  same;  the  bowels  were 
moved  with  an  enema. 

Fourth  day:  The  tympanitis  it  increasing,  the  breathing  is 
rapid  and  labored,  the  pharynx  is  inflamed,  be  coughs  up  bloody 
mucus. 

Fifth  day:  Temperature  102°  to  99°  F„  tongue  coated,  the 
tympanitic  distension  of  tin*  abdomen  is  still  increasing. 

Sixth  day:  Temperature  lor  to  104  \  pulse  124,  breathing  34, 

Seventh  day:  Temperature  102°  to  103%  pulse  112  to  116, 
breathing  30  to  42.  In  the  afternoon  thm  were  several  move- 
ments from  the  bowels,  the  pulse  ran  up  to  140,  there  was  ap- 
parent collapse,  the  nurse  thought  he  was  dying. 

Eighth  day:  Temperature  102°  all  day,  pulse  118  to  120, 
breathinsr  40  to  42. 

Ninth  dny:  Temperature  102  to  BS*,  pulse  112  to  118,  breath- 
ing 44  to  54.  There  was  again  8  DOTeSMEDl  of  the  bowels  fol- 
lowed by  great  prostration. 

Tenth  day:  Temperature  99  to  98°,  pulse  100,  breathing  42 
to  50, 

After  this  there   was  no  more   fever,  hut   the  breathing  eon 
tinned  rapid,  and  ha  was  not  convalescent  until  the  fifteenth  day. 

He  wm  olid  food  on  the  sixteenth  day. 

1  fa  was  not  able  to  sit  up  until  the  twenty-seventh  day. 


f)i,irrlnt,i  is  considered  03M  of  the  regular  symptoms  of  the 
ie,  ImiI  in  New  York  it  is  nn»iv  often  absent  than  present. 
There  are  several  loose  fjeeal  passages  1 IV61  y  day  of  the  appear- 
ance of  pea  soup.  Such  a  diai-Huca  may  be  one  of  the  first 
symptoms;  it  may  not  eonie  on  until  the  third  or  fourth  week;  it 
may  not  begin  until  after  the  patient  has  taken  a  purgative;  it 
may  last  for  a  few  days  or  throughout  the  disease.  A  seven-  and 
uncontrollable  diarrhoea  usually  means  extensive  and  deep  ulcers. 

EieecUng  front  the  intestine*  is  always  |  serious  matter.  Dur- 
ing the  first  week  there  may  be  moderate  bleeding  from  the  eon. 
d  mucous  membrane. 

The  more  Important  bleedings  are  from  the  taken  in  the  intes- 
tines. They  occur  most  frequently  in  the  third  and  fourth  weeks. 
bur  are  sometimes  seen  as  early  as  the  second  week,  sometimes  not 
until  after  the  fourth  week,  or  even  in  eonvaleseenee.  The  htemor- 
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s  are  small  or  large,  single  or  repeated.     Large  haemorrhages 
L'ularly  followed  by  a  temporary  fall  of  temperature.     The 

hemorrhages  are  usually,  but  not  always,  preceded  by  diarrhoea. 

8ueh  haemorrhages  are  .sometimes  fatal,  and  it  is  even  possible  for 

a  patient  to  bleed  to  death  in  this  way  without  the  escape  of  any 

blood  from  the  rectum. 

Case  XVI.     (Figure  18.)     Five   UVrAV  Typhoid;  B$p$at*d 

Bleeding  from  Intestines;  Recover}}. 

Male,  20  years  old,  went  to  bed  five  days  ago  with  headache, 
chilliness,  vomiting,  diarrhoea,  and  prostration. 

Sixth  day:  The  temperature  chart  begins;  Widal's  test  posi- 
tive; eruption  well  marked.     Was  ordered  tub  baths  at  70c  F. 

Twelfth  day:  Tympanitic  and  delirious. 

Fifteenth  day:  Three  ounces  of  blood  in  the  stool. 

Nineteenth  day:  Passed  two  pints  of  blood  at  one  time  from 
the  intestines, 

Twenty-first  day:  Passed  two  ounees  of  blood. 

Twenty-sixth  day:  Passed  two  miners  of  blood. 

The  disease  ran  its  course  and  terminated  in  recovery  at  the 
end  of  the  fifth  week. 

Case  XVTI.  (Figure  14.)  Four  Weeks'  Typhoid;  Repeated 
IUt  sdingsf  Recovery. 

M;ile,  30  years  old,  for  two  days  had  chills,  pharyngitis,  and 
general  malaise.  On  the  third  day  he  went  to  bed;  the  tempera- 
ture  ehart  begins  on  that  day. 

Ninth  day:  There  was  diarrhooa. 

Fourteenth  day:  Bleeding-  from  the  bowels,  with  fall  of  tem- 
perature. 

Sixteenth  day:  Two  bleedings,  with  fall  of  temperature. 

He  was  convalescent  on  the  thirtieth  day. 


Fatal  Bleeding  from  the  Bowels  on  About  the 
has  had  a  diarrhoea  for  a  few  days  without 

°,  pulse  100,  ab- 


CUsifl  win. 

8l  p<  nth  Day. 

Male,  22  years  old, 
any  other  symptoms. 

First  day:  He  went  to  bed;  temperature  99 
dominal  pain  and  diarrhoea. 

Second  day:  Temperature  101°,  pulse  100,  dry  tongue,  diar- 
rhoea cheeked. 

Fifth  day:  Temperature  102°,  pulse  110. 

Sixth    day:  Temperature    102',    pulse   125,   delirious,   passed 
large  quantities  of  blood  from  the  bowels. 
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Seventh  day:  He  died  suddenly. 

Avtvpsy. —  The  brain  was  not  examined. 

The  heart  was  soft. 

The  lungs  were  imrnial. 

The  liver  and  spleen  were  large  and  soft. 

In  the  inn u  membrane  of  the  stomach  there  were  a  number 

of  small  round  ulcers. 

In  the  ileum  the  a^minated  and  solitary  glands  were  swollen 
and  ulcerated. 

The  mesenteric  glands  were  swollen. 

In  the  colon,  for  its  entire  length,  the  solitary  glands  were 
sunllen  and  ulcerated. 

i:  XIX.     (Figure  15.)     Four  Weeks'  Typhoid;  Bit. 
from  Bowels  on   the   T  iran  ty -third  Day;  C&itvalescence  on  the 
Ttoenty-ninth  Day:  &Qt<&  Bhtdtng  on  the  Thirty-seventh  Day. 

Female,  24  years  old.  about  two  weeks  before  coming  into  the 
hospital  began  to  be  chilly,  feverish,  with  loss  of  appetite,  head- 
ache, nausea,  and  diarrhoea- 
Tenth    day:  Temperature   99*    to  102°,  headache,   diarrhoea, 
rruptinn  over  abdomen,  spleen  enlarged,  does  not  Look  vetf  lick 

Twelfth  day:  The  temperature  rose  to  104°,  she  became  wildly 
delirious. 

Fifteenth  day:  The  temperature  chart  begins. 

Sixteenth  day :  Less  del iri mis,  diarrhoea. 

Twentieth  day:  Comfortable,  Bleeps  well,  constipation. 

Twenty-second  day :  More  diarrhiea  ;  she  is  very  feeble. 

Twenty-third  day.  A  large  bleeding  from  the  bowels. 

Twenty-fourth  day:  T>iarrh<ea,  but  no  more  blood. 

Twenty-ninth  day:  She  seems  to  be  fairly  convalescent. 

Thirty-seventh  day:  In  the  morning  she  became  very  refl 
and  refused  food  and  medicine;  there  was  a  large  bleeding  from 
the  bowela,  with  a  fell  of  temperature  to  96°. 

Thirty-ninth  day  ■  She  died, 

Tn  the  ileum  the  agminated  glands  were  changed  into  clean, 
smooth  ulcers. 

The  eoloxi  was  honeycombed  with  smooth,  clean  ulcers. 


Case  XX.  (Figure  16.)  Death  on  the  Thirteenth  Day  from 
BUtdhig  from  the  Ileum  into  the  Colon,  (he  Blood  not  Passed 
During  I 

Female.  20  years  old. 

First  day:  Chill,  headache,  cough,  anorexia,  constipation,  pros- 
tration. 

Kind  day:  Vomiting. 
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Fifth  day:  Temperature  chart  begins,  The  tongue  is  coated 
and  moist,  there  is  tympanites,  there  ere  suhcrepitaut  rales  over 
the  Lower  Lobes  of  both  hinge,  urine  1032,  a  little  albumin,  a  few 
hyaline  and  granular  casts. 

Seventh  day:  Widal  test  negative,  tongue  dry,  considerable 
tympanites, 

Thirteenth  day;  Coughing,  breathing  rapid,  apathetic,  invol- 
untary urine  and    totiee 

Twelfth  day:  In  the  night  the  temperature  began  to  rise,  the 
pulse  to  become  rapid  and  feeble,  the  patient  failed  rapidly  and 
died  the  next  morning. 

Autopsy  —  The  brain  was  not  examined.  Both  lungs  showed 
the  lesions  of  bronchitis  and  hrimclm-pncumnnia. 

The  spleen  \\;t*-  t". .ii r  timet  its  natural  size. 

The  liver  and  kidneys  showed  the  chantres  of  moderate  acute 
defeneration. 

fn  tile  ileum  the  solitary  arid  a^minated  glands  were  swollen 
and  ulcerated. 

The  colon  was  nearly  full  of  blood;  its  glands  were  not 
chani_ 


Casi:  XXI.     Ihyith  from  Wn.inuj  on  th,    Thirty  nth  Day. 

Mai  Id,  had  Dot  '  ins  well  for  about  a  week. 

Pour  days  before  admission,  alter  working  in  an  ice  house,  he 
caught  ©old  and  had  euuLrli,  headache,  fever,  and  bwi 

Now.  temperature  103  ,  face  flushed,  tongue  dry  and  brown, 
bowels  loose,  mind  dull  end  apatbetfa,  urine  contained  a  little 
albumin.     Then*  was  a  good  deal  oJ  vith  coarse  and 

subcrepitant   rftl  toms  of  severe 

bronchitis  eontiinied;  on  the  eighth  day  of  his  disease-  he  became 
delirious,  the  temperature  ran  from  1<>0    to  1  hB  the  morn- 

o£  the  twelfth  day  he  liad  five  large  passages  of  pure  blood 
and  the  temperature  fell  On  the  thirteenth  day  the  h 

perature  rose  to  108°  and  he  died. 

Autopsy.— The  brain  was  not  examined.     The  heart  was 
mal 

Thr  Iutojs  v  geated  and  ^edematous,  the  large  and  me- 

dium-sized br«  sted  and  wdema* 

There  was  a  small  abscess  in  the  right  lobe  of  the  liwr. 

The  spleen  was  large  and  firm. 

The  kidneys  looked  normal. 

In  the  ileum  there  were  large,  clean  ulcers,  with  thick  edges  of 
igminat«sl  and  solitary  elands. 

rio  glands  weiv  moderately  swollen. 

The  colon  was  normal 
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Some  general  idea  of  the  bleedings  in  typhoid  can  be  obtained 
from  the  following  short  notes  of  18  cases: 

1.  Hemorrhagic  typhoid  :  at  onset  nose  bleed  and  blood  in  the 
stools.  In  the  fourth  week,  bleeding  troa  the  nose,  gums,  blad- 
der, and  intestines.     Death  in  the  sixth  week. 

2.  On  the  tenth  day  a  K&rgti  bleeding  from  the  bowels,  without 
fall  of  temperature.  On  the  twelfth  day,  a  small  bleeding. 
Death  on  the  fourteenth  day. 

3.  In  the  sixth  week  a  eonstant  discharge  of  blood  from  the 
reetuin  for  three  days,  and  then  death.  The  ulcers  in  the  ileum 
were  all  clean. 

4.  During  the  fifth  week,  after  convalescence  had  commenced, 
large  bleedings  from  tin-  bowels,  and  death  on  the  same  day. 

There  were  only  small  uleers  of  a  few  Igmiztatad  glands  in  the 
ileum. 

5.  On  the  ninth  day.  moderate  bleeding,  with  a  fall  of  tem- 
perature. On  the  tenth  day,  two  bleedings.  Death  in  the  tenth 
week  from  dysentery. 

6.  At  the  end  of  the  fourth  week,  a  lar^'  bleeding.  At  the 
end  Of  tie  sixth  week  a  large  bleeding  and  death.  The  ulcers  in 
the  ileum  were  cicatrized.  In  the  colon  there  were  a  number  uf 
dean  uleers. 

7.  On  the  eleventh  day,  a  number  of  bleeding*,  followed  by  a 
fall  of  temperature.  Death  on  the  thirteenth  day.  In  the  ileum 
fchere  were  large  ulcers  with  thick  walls  from  which  the  sloughs 
had  cleared  otV. 

B.  The  feeal  passages  were  streaked  with  blood  during*  the  Hi st 
week  *  >n  the  eleventh  day  there  were  large  bleedings,  followed 
by  death  un  the  next  day.  The  solitary  and  agniinated  glands  in 
the  ileum  were  swollen  and  ulcerated,  the  solitary  glands  of  the 
colon  were  swollen  and  ulcerated. 

9.  There  were  a  number  of  small  bloody  passages  during  th<* 
fifth  week,  followed  by  death.  There  were  large,  deep,  clean 
ulcers  m  the  ileum. 

10.  During  tin  third  week  there  were  a  number  of  large,  bloody 
passages,    The  patient  recovered  after  six  weeka 

11.  There  were  three  bloody  passages  at  the  end  of  the  sixth 
week;  convalescence  two  weeks  later. 
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12  On  the  seventeenth  day  there  was  a  little  blood  with  the 
passages;  convalescence  on  the  twenty  -third  day. 

13.  At  the  end  of  the  fifth  week  titan  were  a  number  of  small 
bleedings ;  convalescence  three  weeks  later. 

14.  On  the  tenth  day  there  were  large  bleedings,  followed  by  a 
fall  of  temperature;  convalescence  in  the  tenth  week. 

15.  On  the  seventh  day,  several  bleedings,  followed  by  a  fall 
of  temperature;  convalescence  on  the  twenty-eighth  day. 

16.  In  the  seventh  week,  six  large  passages  of  pure  blood,  fol- 
lowed by  a  fall  of  temperature;  convalescence  in  the  eleventh 
week. 

17.  At  the  end  of  two  weeks,  one  bloody  \  at  the  end  of 
four  weeks,  four  bloody  passages;  convalescence  three  weeks 
later. 

18.  At  the  end  of  two  weeks,  one  bloody  passage;  at  the  end  of 
five  weeks,  two  large,  bloody  passages;  convalescence  two  weeks 
later. 

Abdominal  Pain  and  Tenderness  are  common,  but  not  neees- 
sar  »ms.     Louis  noted  abdominal  pain  in  106  out  of  127 

cases,  and  it  is  spoken  of  as  of  common  occurrence  by  Murehison 
and  others. 

In  some  cases  there  are  definite  reasons  for  the  pain  and  ten- 
derness—diaphragmatic pleurisy,  inflammation  of  the  gall  blad- 
der, tympanitic  distension  of  thn  intestine,  inflammation  of  the 
appendix,  perforation  and  peritonitis,  either  local  or  general. 
The  typhoid  ulcers  do  not  seem  to  give  pain,  unless  there  is 
oleeding. 

But  there  remains  a  large  number  of  earns  where  there  is  pain 
in  different  parts  of  the  abdomen  without  discoverable  cause. 
These  pains,  especially  if  there  is  also  increased  leucoeytosis,  lead 
to  errors  in  diagnosis.     Dr.  M'Crea  (.Y.  Y.  Med,  Jour.  Mar 
1901),  has  given  an  excellent  account  of  some  of  these  cases. 

He  found  in  70  cases  abdominal  pain  without  discoverable 
-cause.  In  14  of  the  cases  the  leueocytosis  was  from  10,000  to 
IT'  100.  In  two  of  the  cases  the  abdomen  was  opened  and  nothing 
-was  found. 

Epistaxis  is  very  often  present.     It  occurs  at  the  onset  of  the 
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disease,  or  at  any  time  in  its  course.  It  may  occur  only  once,  or 
be  repeated;  it  is  seldom  so  profuse  as  to  be  dangerous. 

The  eyes  in  the  third  WG&  may  become  somewhat  insensible  to 
light,  with  dilated  pupils. 

Ringing  and  buzzing  sounds  in  the  ears  may  be  complained  of 
during  the  first  week;  in  the  third  or  fourth, week  there  may  be 
Btom  or  leas  deafness. 

Catarrhal  pharyngitis  ii  present  in  nearly  every  case.  It  may 
hardly  be  noticed,  or  give  pain,  or  a  troublesome  cough. 

Streptococcus  and  staphylococcus  m tin n him t ions  of  the  mouth 
md  throat  ought  QOt  fed  OOettr  with  care  and  good  nursing,  but 
•et  thev  sometimes  do. 


(  'ase  XXII,  Staphylococci*  Son  Mouth  on  the  Sixteenth  Day 
of  a  Four  Wcrks*  Typhoid. 

Female,  18  years  old,  was  taken  sick  in  the  country.  On  the 
sixth  day  she  was  broughl  to  the  city  and  went  through  the  rest 
of  her  illness  in  a  new,  large,  clean,  well-ventilated  house  on 
Riverside  Drive. 

The  typhoid  waa  a  severe  one.  the  temperature  a1  or  above 
1<4  ,  some  delirium,  but  very  little  emaciation.  She  was  treated 
With  warm  tubs.     OnnvalexeeiK-e  he^an  mi  the  twenty-eighth  day. 

Sixteenth  day:  The  lower  lip  was  swollen  at  the  right  corner 
of  the  mouth. 

Seventeenth  day:  There  was  a  patch  of  dirty  false  membrane 
on  the  inside  of  the  lower  lip  extending  backward.  A  boro- 
lWmalin  mouth  wash  was  used. 

Eighteenth  day:  The  lip  was  less  swollen  and  the  membrane 
smaller,  but  in  her  delirium  Bhe  bites  and  picks  at  it. 

nty-Reeund  day:   The  lip  had  been  doing  well   until  in  the 

Klighl  she  'hewed  away  a  [He* J  the  inside  nf  the  cheek  at  the 

left  angle  of  the  month.  This  was  soon  covered  with  a  false 
membrane  and  there  was  more  membrane  at  the  right  angle  of 
the  mouth.  She  was  now  given  d ouches  of  bichloride  of  mer- 
cury; she  was  fed  with  rice  once  a  day  in  addition  to  the  milk. 

Twenty-fifth  day :  The  false  membrane  is  now  extending  so  as 
to  cover  most  of  the  inside  of  the  lips.  The  irrigations  were 
changed  to  chloride  of  zinc  and  a  spray  o£  argvrol  was  also  used. 
She  was  given  chicken  to  eat. 

Twenty-sixth  clay :  The  false  membrane  has  gone  and  the  ulcers 
are  clean. 

Twenty-seventh  day :  She  sits  up  in  a  chain. 

Thirty-fourth  day :  The  ulcers  are  entirely  healed. 


562 


TYPHOID   FEVER. 


Catarrhal  or  croupous  laryngitis,  ulwrs  of  the  larynx,  and 
oedema  of  the  glottis  are  occasionally  met  with, 

Suppurative  inflammation  of  the  parotid  glands  used  to  be  not 
infrequent;  HOW,  with  good  nursing  and  cleanliness,  it  is  seldom 
■een. 

Bronchitis  may  be  developed  at  any  time  in  the  disease.  It  is 
usually  confined  to  the  larger  tubes  and  is  not  very  severe;  but 
there  arc  Cttaon  ol  purulent  bronchitis  that  are  very  serious. 

Broncho-pneumonia  is  a  much  more  serious  complication.  It 
may  he  developed  at  any  time  in  the  course  of  the  disease.  When 
it  occurs  in  the  first  week  it  is  difficult  to  tell  whether  the  pa- 
tients have  pneumonia  Or  typhoid  fever  with  pneumonia. 

Cask     XXTTT.      Brom-ho-Ptu  WmoniQ     with     Typhoid     /■'. 
Dutfh  on  th*  Sit'titilt  l>a\f. 

Mftle,   -\    years  old,   seven    days   before   death   began  to  have 

diarrhoea,  hut  continued  to  work  for  two  days. 

On  the  sixth  day  of  his  illness  he  came  into  the  hospital.  He 
was  cyanotic,  delirious,  tongue  dry  and  coated,  temperature  104°, 
pulse  132,  breathing  42. 

Seventh  day:  Temperature  104,  pulse  124,  breathing  64 
era)  dark  fluid  pawages  from  the  bowels;  he  died. 

JLutop$y. — The  brain  was  not  examined. 

The  heart  was  covered  with  old  pericardial  adhesions,  the 
muscle  was  firm. 

There  was  fibrin  oo  the  pulmonary  pleura.  The  lungs  were 
congested.  The  bronchi  were  congested,  the  larger  ones  coated 
with  mucus,  the  smaller  ones  containing  pus.  The  walls  of  the 
Smaller  bronchi  were  swollen  and  infiltrated  with  cells.  Around 
fcheftC  small  bronchi  are  asonee  of  congestion,  or  pneumonia. 

Lobar  pneumonia  and  typhoid  fever  may  both  be  present  at  the 
same  line*.  The  combination  seema  to  be  an  accidental  one.  The 
symptoms  of  either  disease  may  predominate. 


I !  lse  XXIV.     Typhoid  Freer;  Lobar  Pm  umonia  ■  Death. 

Male,  24  yean  old,  nineteen  days  death  was  said  to  have 

taken  cold  and  to  have  had  a  cough. 

Twelve  days  ago  he  went  to  bed  with  cough,  headache,  chills, 
fever;  BOOS  became  delirious,  and  later  had  diarrhoea. 

Fifteenth  day:  Delirious,  face  Unshed,  tongue  coated,  eruption 
on  abdomen,  tympanitic,  djarrhcea.  physical  signs  of  bronchitis. 
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The  temperature  rail  from  102°  to  104° ,  the  pulse  from  116  to 
170,  the  breathing  from  'SO  to  40. 

On  the  nineteenth  day  he  died. 

Autopsy.  —  The  brain  was  nut  examined. 

The  lower  lobe  of  the  right  lung  was  in  the  condition  of  red 
hepatization,  the  rest  of  the  lung  was  congested. 

The  heart,  liver  and  kidneys  were  normal  The  spleen  was 
large  and  soft 

The  mesenteric  glands  were  swollen. 

In  the  ileum  the  solitary  and  agminated  glands  were  ulcerated 
and  swollen. 

The  Blood.— During  the  course  of  typhoid  fever  a  moderate 
secondary  anaemia  is  regularly  developed,  the  red  cells  fall  to 
about  4,000,000  and  the  haemoglobin  to  70  per  cent.  Sometimes, 
-especially  with  bleedings  from  the  bowels,  the  red  cells  fall  as 
low  as  2,000,000.  In  ennvalescence  the  secondary  anaemia  is 
often  fairly  well  marked  and  may  require  the  use  of  iron. 

The  white  cellfl  are  regularly  diminished  in  typhoid  fever,  and 
this  is  of  some  value  in  diagnosis.  An  increased  leucocytosia 
regularly  means  the  pretence  of  a  complicating  inflammation. 
ITn fortunately  there  is  a  considerable  number  of  cases  in  which 
the  leucocytes  arc  largely  increased  for  a  time  without  discover- 
able cause. 

The  urine  varies  with  the  condition  of  the  kidneys  and  that  of 
the  bladder.  The  presence  of  typhoid  bacilli  in  the  urine  con- 
stitutes an  irritant  capable  of  Betting  up  ;i  cystitis.  As  a  matter 
of  fact,  however,  we  do  not  often  see  cystitis  unless  a  catheter  has 
been  passed,  or  the  bladder  has  been  infected  by  some  other 
tpnn  of  bacteria. 

The  most  common  lesion  of  the  kidneys  is  ;i  mild  form  of  acute 
degeneration  with  a  little  albumin  and  a  few  rusts  in  the  urine. 
In  the  protracted  cases,  however,  the  degeneration  of  the  epithe* 

(mm  b nits  very  marked.    Leva  frequently  there  is  an  acute 

exudative  nephritis  with  diminution  in  the  quantity  of  urine, 
numerous  casts,  and  considerable  quantities  of  albumin,  Buefa 
an  acute  nephritis  may  occur  at  the  very  beginning  of  ;>  typhoid. 

Thrombosis  of  the  veins  belongs  to  the  third  and  fourth  weeks 
of  typhoid  fever:  it  occurs  quite  frequently. 

The  femoral  and  external   iliac  veins  are  the  ones  most   fre- 
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quently  affected.  The  obstruction  of  the  vein  by  the  thrombus 
causes  swelling  am]  inh*ma,  the  inflammation  of  the  vein  causes 
pain,  sometimes  very  severe.  In  addition,  at  the  time  of  the 
thrombosis  there  may  be  a  rise  of  temperature  and  evidences  of 
ftvsh  infection.  The  condition  is  not  likely  to  prove  fatal,  but 
the  affected  leg  may  be  left  swollen  and  painful  for  many  months. 

Tasks  LXX.,  LXXL,  LXXIL,  LXXIY. 

With  thrombosis  of  the  sinuses  of  the  dura  mater  there  is 
hemiplegia,  loss  of  consciousness,  delirium,  and  a  rise  of  tem- 
perature.    The  condition  is  usually  fatal,  but  recovery  is  possible. 


i  USB  XXV.     Typhoid  Ferer;  HimipUyia;  Recovery. 

Male,  29  years  old,  November  5,  1888. 

Eleven  weeks  before  admission  he  was  taken  sick  with  head- 
ache, diarrhoea,  and  irregular  fever;  after  three  weeks  he  went 
into  a  hospital  in  Chicago  and  was  treated  for  typhoid  fever  for 
six  weeks*  He  left  Chicago,  although  very  weak,  came  to  New 
York,  and  entered  the  hospital  here. 

Now,  temperature  104  .  pulse  full  and  rapid,  mild  delirium, 
tongue  dry  and  brown,  abdomen  tympanitic,  typhoid  eruption, 
diarrhoea. 

November  13:  The  temperatures  have  run  between  101°  and 
104*.  but  to-day  between  100°  and  101\  pulse  good,  tongue  is 
clearing  off,  still  has  diarrhoea,  is  dull  and  stupid. 

November  14:  There  was  suddenly  developed  complete  paraly- 
sis of  the  left  face,  arm  and  leg,  dull  and  stupid,  tongue  brow  n 
and  dry,  temperature  104°. 

November  15:  Temperature  98°. 

November  17  :  Temperature  99°,  tongue  dry  and  brown,  is  dull 
and  stupid,  complete  paralysis  of  left  side. 

November  19:  The  temperature  continues  normal,  but  he  is  in 
the  condition  of  alternating  delirium  and  stupor,  with  brown, 
dry  tongue.     He  can  move  the  left  leg  a  little. 

November  23:  He  is  still  delirious,  hut  can  eatt  and  moves  the 
left  leg, 

November  27:  He  is  still  delirious,  but  has  more  power  in  the 
left  leg. 

After  this  he  gradually  improved,  and  by  December  31 
unite  well,  and  had  almost  entirely  regained  power  on  the  left 
side. 
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Case  LXXIV. 

Thrombosis  of  the  ventricles  of  the  heart  causing  death  I 
think  I  have  seen  in  one  case.     (Heart,  page  357,) 

Perforation  of  the  wall  of  ulcers  in  the  small  intestine,  ap- 
pendix, and  colon  now  constitutes  one  of  the  greatest  dangers  of 
typhoid  fever.  It  occurs  both  in  mild  and  sever*/  cam  at  any 
time  after  the  ulcers  are  formed  until  they  are  entirely  healed  , 
that  is,  from  the  end  of  the  first  week  into  convalescence.  The 
perforation  causes  a  certain  amount  of  shock  and  pain  and  is  at 
once   followed  by  peritonitis. 

In  a  fair  number  of  cases  of  perforation  the  symptoms  are  so 
characteristic  that  the  diagnosis  is  easy.  First,  the  sudden  col- 
tapoe  of  the  patient  with  abdominal  pain,  vomiting,  rise  of  tem- 
perature, rapid  and  feeble  pulse.  Then  the  symptoms  of  acute 
peritonitis:  pain,  tenderness,  rigidity  of  the  abdominal  wall, 
vomiting  of  brown  fluid,  high  temperature,  rapid  pulse,  increased 
leucocytosis. 

But,  unfortunately,  a  number  of  eases  are  very  obscure.  There 
is  nothing  to  show  the  exlslenc  >raii<iu  or  peritonitis.  The 

patients  simply  at  some  time  seem  to  be  sieker  than  they  were 
before  with  their  typhoid. 

Still  further  than  this  it  is  now  established  that  abdominal  pain 
and  increased  leucocytojM  can  be  present  without  perforation  or 
peritonitis. 


XVI.    Perforation  and  Penhu4H& 

Male.  28  years  old,  September  19,  1888.  Fm  days  ago  he  be- 
imu  to  fed  tired,  weak,  with  vomiting  ami  abdominal  pain. 

Three  days  ago  he  began  to  have  diarrhcea. 

Now.  temperature  102°,  tongue  moist  and  coated,  typhoid 
eruption,  diarrhoea,  delirious,  urine  lol4.  albumin,  granular  casts. 

The  temperature  ran  along  at  about  100°  until  September  23, 
when  it  fell  to  99°  and  he  developed  the  symptoms  of  general 
peritonil  la, 

September  25  :  The  temperature  rose  to  106°  and  he  died. 

Autopsy* — The  brain  was  nol  examined.  The  walls  of  the 
heart  were  soft  and  the  muscle  pale. 

The  lungs  were  congested, 

The  liver  was  lar^e  and  pale. 
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The  stomach  was  normal. 

The  peritoneum  was  coated  with  fibrin. 

In  the  lower  part  of  the  ileum  there  was  partial  ulceration  of 
the  agrninated  glands,  the  uleers  nearly  cleared  off.  One  small 
nicer  had  perforated. 

Tin-  mesenteric  glands  were  a  little  swollen. 

The  colon  was  normal* 

The  kidneys  looked  normal. 

<e  XXVII.     Perforation  During  Convalescence. 

Male.  24  years  old,  September  1,  1881. 

August  27 :  He  began  to  have  headache,  abdominal  pain  and 
fever. 

Now,  pulse  92,  temperature  102°,  bloody  sputum,  sibilant  and 
sonorous  rales  over  both  lungs. 

He  Went  through  the  course  of  a  moderate  typhoid  fever  and 
on  September  21  was  convalescent, 

October  9 :  He  was  out  of  bed. 

October  27:  He  left  the  hospital  and  went  on  a  sp 

October  29:  He  came  back  with  the  symptoms  of  general  peri- 
tonitis. 

November  7 :  He  died. 

A  utopstj. ~Thp  brain  was  not  examined. 

The  heart  was  normal. 

The  lungs  were  congested. 

The  liver  and  spleen  were  large  and  soft. 

The  cortex  of  the  kidneys  was  pale. 

The  peritoneum  was  congested  and  coated  with  fibrin  and  pus. 

In  the  upper  part  of  the  ileum  one  small  ulcer  had  perfor 
All  the  other  tilcers  were  healed. 


Case  XXVIII.    Perforation  of  the  Appendix  After  Typhoid 

Fever. 

Male,  30  years  old.  May  16,  1876. 

Three  weeks  ago  he  began  to  have  headache,  nausea,  general 
pains  and  fever,  lie  went  into  B  hospital,  was  treated  for  a  week, 
and  then  discharged.    He  continued  to  have  fever  and  feel  lick, 

May  16:  He  lias  a  temperature  of  105°,  brown,  dry  tongue, 
delirium  and  tympanites.  Neither  perforation  nor  peritonitis 
recognized. 

He  continued  to  haw  temperatures  between  101  °  and  104°* 
with  occasional  chills,  and  died  on  May  U!'. 

Autojixif.  —  There  was  an  increase  of  serum  beneath  the  pia 
mater. 

The  heart,  liver,  spleen,  stomach  and  kidneys  were  normal. 


TYPHOID    FEVER. 


567 


The  lungs  were  songeated. 

In  the  lower  pari  of  the  ileum  there  were  deep,  clean  ulcers  of 
the  agminated  glands. 

In  the  vermiform  appendix  there  was  a  deep  typhoid  ulcer 
which  had  perforated. 

The  mesenteric  glands  were  enlarged  and  suppurating. 

The  peritoneum  was  coated  with  fibrin. 

Peritonitis  is  produced,  not  only  by  perforation,  but  also  by  an 
extension  of  the  inflammation  from  the  wall  of  the  intestines,  by 
inflammation  of  the  mesenteric  glands,  and  by  infarctions  nf  the 
spleen.  It  usually  gives  well-marked  symptoms  of  acute  general 
peritonitis,  and  is  very  fatal. 

s;  XXIX.     Pf  tittuiitis  Danny  Convalescence  Due  to  an  In- 
flarm  ,i  M<  tentertc  Gland, 

Female,  20  years  old,  July  20,  1877. 

Abort  July  5  she  began  bo  fed  chilly,  have  headache,  backache, 
and  diarrhoea, 

July  12:  She  went  tu  bed  with  vomiting  and  delirium. 

July  20:  The  tongue  is  <\r\\  typhoid  eruption.  diarrhrea.  tym- 
panites, large  spleen,  delirium,  urine  1WH,  a  little  albumin, 

She  continued  xevy  sick  until  July  30,  when  she  bepan  to  im- 
prove. 

August  1  :  She  was  i tli  dulness  and  suherepitant  rales 

the  lower  lobe  of  the  riedit  lung. 

August  4:  The  diarrhoea  has  stopped,  the  temperature  is  nor- 
mal, she  is  sitting  up,  convalescent, 

■nst  13:  She  began  to  have  severe  pain  in  the  back,  rapid 
pulse,  constant  vomiting,  great  prostration,  and  died  August  16. 

Autopsy.— The  brain  was  out  examined. 

The  heart  was  normal. 

The  lower  lobe  of  the  right  lung  was  congested  and  (edematous. 

The  liver  and  spleen  were  normal,  The  kidneys  showed  the 
changes  of  aeute  degeneration, 

In  the  ileum  all  the  agminated  glands  were  in  (he  condition  of 
dean  cicatrizing  ulcers, 

The  mesenteric  glands  are  swollen,  the  peritoneum  over  them  is 
congested  and  coated  with  fibrin. 


Tin   Colon  may  exhibit  the  same  Changes  in  its  solitary  glands 
that  we  tind  regularly  in  the  glands  of  the  ileum,  and  sometimes 
the  lesion  in  the  colon  is  more  marked  than  that  in  the  ileum. 
39 
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This  seems  to  make  no  difference  in  the  symptoms,  which  are 
of  an  ordinary  severe  typhoid. 

I  have  Been  8  number  of  eases  of  inflammation  of  the  lower  end 
of  the  colon  after  typhoid  fever.  The  clinical  picture  is  that  of  a 
croupous  eolitis:  frequent  small  passages  of  blood  and  mucus,  a 
febrile  movement  and  considerable  prostration. 

The  anatomical  picture  is  that  of  false  membrane  and  necrosis. 

It  has  seemed  probable  to  me  that  the  condition  is  due  to  a 
streptococcus  infection  from  the  tubes  used  to  give  enemata. 


Case  XXX,  — At  ate  Colitis  After  Ttfphoid  Fever;  Recovery. 

Male,  16  years  old,  August  28,  1882. 

Three  weeks  ago  began  to  have  headaches  and  general  malaise, 
with  constipation. 

( >oe  week  a^o  felt  so  badly  that  he  went  to  bed. 

August  28;  Temperature  105°,  tongue  dry  and  brown,  bowels 
constipated,  no  eruption. 

He  ran  the  course  of  an  ordinary  typhoid  with  persistent  con- 
stipation, for  which  he  was  given  laxatives  and  enemata. 

The  temperature  fell  to  the  normal  and  he  was  convalescent  on 
September  13,  but  continued  to  receive  enemata. 

September  80:  He  left  the  hospital.     Twenty-four  hours 
leaving  the  hospital  he  began  to  have  small,  frequent,  painful 
passages  of  blood  and  mucus. 

October  5:  He  was  readmitted.    Temperature  101°,  tongue 
small,  frequent,  painful  passages  of  blood  and  mucus. 

This  condition  continued  until  October  19,  when  the  mucous 
and  bloody  passages  ceased  and  he  began  to  have  natural  faecal 
passages. 

b  XXXI.    Acute  CnUtis  After  Typhoid  Fever;  !:><■■■ 

Hale,  22  years  old,  August  22,  1882. 

About  ten  days  ago  h*'  began  to  have  vomiting^  general  malaise, 
sore  throat,  and  fever. 

August  22:  Temperature  105°,  no  eruption,  constipated. 

He  was  treated  with  cold  tubs,  laxatives,  and  enemata. 

September  27:  The  temperature  fell  to  the  normal  and  con- 
valescence began. 

September  28 :  He  began  to  have  abdominal  pain  and  diarrbcBa, 
with  a  good  deal  of  prostration. 

September  29:  He  had  small,  frequent,  painful  passages  of 
blood  and  mums. 

This  condition  continued  until  October  8,  when  he  began  to  im- 
prove, and  went  on  to  complete  recovery. 
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Case  XXXII.  (Figure  17.)  Four  Weeks'  Typhoid;  Irreg- 
ular Temperature;  Bleeding  from  the  Intestines;  Treatment  hy 
Cold  Tubs;  Post-Typhoid  Sepsis;  Croujtous  G otitis j  Death, 

Male,  21  years  old;  two  days  ago  had  a  chill, 

Third  day:  The  chart  begins.  He  does  not  look  very  siek;  has 
a  good  deal  of  pharyngitis. 

Ninth  day :  Vomiting  and  diarrhcea. 

Fourteenth  day:  Bleeding  from  the  bowels. 

Twenty-eighth  day:  Temperature  normal,  convalescent. 

From  the  forty-second  until  the  seventieth  day  he  was  in  the 
L-undition  of  post-typhoid  sepsis.  He  was  not  allowed  out  of  bed 
until  the  sixty-fourth  day. 

P  Sixty-sixth  day:  He  began  to  have  small,  frequent  painful 
passages  of  blood  and  mucus.  These  continued  until  he  died  on 
the  seventy-sixth  day; 

Aitfopstf,  —  The  brain  was  not  examined. 

In  the  upper  lobe  of  the  left  lung  there  were  miliary  tubercles 
and  small,  cheesy  foci     The  bronchial  glands  were  suppurating. 

The  heart,  liver  and  spleen  were  small. 

The  kidneys  looked  normal. 

The  mesenteric  glands  were  swollen.  In  the  lower  part  of  the 
ileum  a  number  of  the  atmiinated  glands  were  replaced  by  small, 
shallow,  cicatrized  ulcers. 

The  lower  two-thirds  of  the  colon  was  coated  with  a  uniform, 

» thick  layer  of  fibrin ;  under  this  there  was  necrosis  of  the  mucous 
•  ibrane. 
bob  XXXIII.    Amabic  CtattfM  Afiw  Typhoid  Fi  m  r;  Death, 
Mate,  22  yeaw  old,  Augiwl  29,  1873. 

kFor  two  weeks  !i.    lias  had  general  malaise,  diarrhcea,  and  in- 
creasing prostration. 
August  26:  Be  went  to  bed, 
sr  altering  the  hospital  he  went  through  the  typical  course 
of  a  typhoid  fever. 

September  13:  Temperature  98°  to  103°. 

After  this  the  temperature  rose,  102°  to  105°.  and  continued 

Phi^h  up  to  death. 
Baths  reduced  the  temperature  to  98",  but  in  three  hours  it 
would  go  up  to  K»4    or  105°, 

The  bowels  were  loose  from  the  day  of  admission,  and  during 
the  last  ten  days  of  his  life  he  had  from  six  to  ten  watery,  yellow 
stools  daily, 

■     For  the  last  five  days  there  was  vomiting,  the  mind  remained 
elear,   he  became  extremely   emaciated.     Just  before  death  the 
temperature  was  105D,  pulse  168,  breathing  60. 
I  tetober  10:  He  died. 
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Autopsy,— The  lungs  and  heart  were  normal. 

The  liver  was  congested. 

The  kidneys  showed  the  changes  of  acute  degeneration. 

The  spleen  was  large  and  iirm. 

The  mesenteric  glands  were  enormously  swollen. 

In  the  lower  part  of  the  ileum  there  uviv  twv.  typhoid  ulcers  of 
agminated  glands  extending  down  to  the  muscular  coat  and 
cleaned  off. 

The  upper  two-thirds  of  the  colon  was  thickly  studded  with 
small  and  large  ulcers.  These  ulcers  have  the  appearance  of 
amoebic  ulcers,  with  thick,  overhanging  edges.  There  are 
amoeba?  in  their  walls  and  floors. 


Jaundice.— Catarrhal  gastritis  is  of  such  ordinary  occurrence 
in  the  first  weeks  of  typhoid  that  one  would  look  for  a  number 
of  cases  of  gastro-duodenal  jaundice,  but  as  a  matter  of  fact  it  is 
not  very  often  seen. 

Case  XXXIV.    Typhoid  Fever  with  Jaw/idiee, 

Male,  25  years  old. 

Fifteen  days  before  admission  loss  of  energy,  drowsy. 

Bight  days  before  admission  headache,  nausea,  vertigo,  sleep- 
lessness, 

Five  days  ago  went  to  bed  nod  after  that  had  nose  bleed  every 
day.     On  the  day  before  admission  became  jaundiced. 

Sixth  day  of  disease  admitted  t<»  Hie  hospital  lie  is  pros- 
trated, jaundiced,  and  tongue  red  and  dry,  no  vomiting,  tem- 
perature 101°,  urine  1014,  albumin,  bile,  hyaline  find  granular 
easts. 

From  the  sixth  to  the  twrnty-lirst  day  the  morning  tempera- 
tures were  about  100°,  the  afternoon  temperatures  102,6°. 

Until  the  twenty-seventh  day  the  jaundice  continued  with  nose 
bleed,  itching,  petechial  spots  in  the  skin,  and  clay-colored  stools. 

There  was  no  "Widal  reaction  0B  the  fifteenth  and  twenty-fourth 
days. 

He  was  convalescent  on  the  twenty-seventh  day  and  out  of  bed 
on  the  thirtieth  day. 


Inflammation  of  tfik  Gall  Bladder. 


This    condition    occurs    during    convalescence.     During 
course   of  any   typhoid  the   characteristic   bacilli  are  regularly 
present  in  the  bile  within  the  gall  bladder.     But  it  is  only  in  a 
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moderate  number  of  eases,  and  that  during  convalescence,  that  a 
sero-piirulent  inflammation  oi"  the  wall  of  the  gall  bladder  is  de- 
veloped. This  stems  to  indicate  an  infection  with  some  addi- 
tional irritant. 

The  gall  bladder  becomes  distended  and  contains  bile,  mucus, 
serum,  pus,  and  sometimes  blood.  The  mucous  membrane  is 
congested  and  swollen.  The  peritoneal  surface  may  be  eoated 
with  fibrin. 

Some  of  tlio  rases  have  the  ordinary  symptoms  of  an  arm*' 
purulent  inflammation  of  the  gall  bladder.  The  distended  gall 
bladder  can  be  felt;  it  is  tender  and  painful.  The  constitutional 
symptoms  are  those  of  sepsis:  nausea,  vomiting,  a  rapid  pulse,  an 
irregular  temperature,  marked  prostration. 

In  other  eases  there  is  nothing  to  call  attention  to  tin-  gall  blad- 
der, hut  yet  it  is  evident  that  something  is  interfering  with  eon- 
valeseem 

It  is  said  that  in  a  considerable  number  of  persons  gall  stones 
are  developed  after  typhoid  fever. 

I  have  seen  one  curious  ease  of  obstructive  jaundice  occurring 
a  year  after  typhoid  fever.  The  patient  went  through  an  ordi- 
nary foiir  weeks'  typhoid,  but  Convalescence  was  slow  and  inter- 
rupted by  irregular  rises  of  temperature.  Finally  he  recovered 
and  was  entirely  well  for  about  one  year.  Then  without  any 
other  symptoms  he  suddenly  became  jaundiced.  The  jaundice 
continued  and  deepened  for  five  weeks,  then  the  abdomen  was 
opened.  It  was  found  that  the  gall  bladder  was  contracted  and 
covered  by  adhesions.  These  adhesions  constricted  the  aamxnon 
duet.  This  condition  was  relieved  by  operation,  and  he  has  been 
very  well  for  a  year. 

Inflammations  of  the  epididymis  and  testicle  are  seen  in  a 
moderate  number  of  cases.  They  may  oeeur  during  the  e&UTM 
of  typhoid  fever,  but  belong  rather  to  the  period  of  convalescence^ 
They  are  Usually  unilateral,  but  may  be  bilateral,  and  involve 
either  the  epididymis  or  testicle,  or  both.  Usually  there  is  only 
congestion  and  swelling,  terminating  in  resolution,  but  there  may 
!>♦•  suppuration  or  necrosis. 
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Cifil  XXXV.     Epididymitis  mid  Orchitis  o?i  the  Nht€t< 
Day  of  Typhoid  FeiH 

Male,  23  years  old,  admitted  to  the  hospital  on  the  seventh  day 
of  his  typhoid. 

He  ran  a  temperature  of  99°  to  103°  till  the  seventeenth  day; 
then  there  was  a  fall  of  temperature  and  subsidence  of  symptoms 
till  the  twenty-fifth  day.  Then  the  temperatures  ran  from  102° 
to  104c  until  the  thirty-ninth  day.  Convalescence  was  not  estab- 
lished until  the  forty-second  day. 

Inflammation  with  pain  and  swelling  of  the  left  epididymis 
and  testicle  began  on  the  nineteenth  day  and  lasted  for  about  two 
weeks. 

Inflammations  of  the  periosteum  and  joints  belong  to  the  period 
of  <  Miivaleseeuce,  but  may  occur  during  the  typhoid  fever,     They 
are  caused  by  the  presence  of  typhoid  bacilli  in  the  inflamed 
sue.    The  inflammation  may  only  cause  swelling  or  go  mi  to  Bop* 

puration;  with  periostitis  there  may  be  necrosis  of  the  underly- 
ing bona.  The  inflammation  is  regularly  sluggish,  long  con- 
tinued, and  prone  to  relapse.  The  tibiae  and  ribs  are  the  bones 
most  frequently  involved. 


B  XXXVI.     r>nosfitis  on  tfa    Twdfth  Lhnj  of  Typhoid 

y-'r  Vi  /■. 

Male,  82  years  old,  nine  days  before  admission  began  to  feel 
su'k  with  chilliness,  prostration,  and  diarrhoea,  Two  days  ago  he 
vomited  and  went  to  bed.  Third  day  of  typhoid,  temperature 
106°,  pulse  96, 

He  was  treated  with  cold  fobs  from  the  fourth  to  the  thirt* 
day 

Twelfth  day:  The  left  external  malleolus  was  red,  swollen, 
cedematouB,  and  tender.  The  next  day  the  swelling  extended  up 
the  I 

Twenty-first  day:  The  swelling  was  opened  and  two  ounces  of 
pus  re i noved. 

Twenty-third  day:  There  was  a  red,  tender  swelling  between 
the  thumb  and  linger  of  the  left  hand. 

The  next  day  this  was  opened  and  one  ounce  of  pus  evacuated. 

Thirty-ninth  day:  Both  wounds  have  healed. 


XXXvn.    Pmastitii  During  Conval 

Male.  28  years  old,  June  25.  1900.  was  admitted  on  the  eighth 


TYPHOID   I 


573 


day  of  his  typhoid.  He  went  through  an  ordinary  typhoid  and 
was  convalescent  on  the  twenty-ninth  day. 

He  left  the  hospital  on  the  forty-third  day.  Within  a  few 
days  after  leaving  the  hospital  a  lump  appeared  over  the  fourth 
left  costal  cartilage,  and  gradually  increased  in  size  until  it  was  as 
large  as  a  pigeon's  egg;  there  was  a  little  redness  and  marked 
pain  and  tenderness. 

The  swelling,  pain,  and  tenderness  continued,  and  in  October, 
1!MH\  it  was  aspirated,  but  bo  fluid  was  found. 

A  fter  this  the  tumor  was  strapped  and  became  smaller  and  less 
nil. 

The  swelling  and  pain  did  not  entirely  disappear  until  the  sum- 
mer of  imi4. 

SB  XXXVI 1 1.     Arthritis  of  Wrist  Joint  During  Convah 

Female,  26  yean  old,  came  into  the  hospital  oo  the  seventh  day 
of  ber  typhoid  fever. 

She  w;ts  treated  with  cold  tubs  until  the  thirty-fifty  day. 

She  developed  a  cystitis  on  the  fifteenth  day. 

The  fever  ran  a  fairly  severe  course,  without  complicate  OS, 
and  terminated  in  convalescence  on, the  forty-fourth  day. 

She  began  to  have  pain  in  the  right  wrist  on  the  thirty-ninth 
Say,  On  the  seventy -second  day  the  wrist  was  aspirated,  sero- 
purulent  fluid  was  drawn  off  from  which  a  pure  culture  of  ty- 
phoid bacilli  was  made.  On  the  seventy-fourth  day  the  wrist 
was  opened,  and  after  that  she  made  a  good  recovery. 


The  curious  condition  called  the  typhoid  spine  seems  to  be 
either  due  to  periostitis  of  the  vertebra-,  01*  to  be  an  hysterical 
neurosis.  A  very  excellent  analysis  <>r  twenty-six  eases  is  given 
by  I>r  F.  1.  Lord  {Boston  Med,  and  8urg,  Journal,  1902 

The  time  of  onset  varies  from  the  latin*  part  of  the  typhoid  to 
three  months  after  defervescence.  The  pain  is  very  severe,  sit- 
uated in  the  lower  dorsal  or  lumbar  region,  radiating  downward 
or  forward.  There  are  regularly  remissions  and  exacerbations, 
the  latter  brought  on  by  motion.  There  may  be  very  little  pain, 
except  <>o  motion.  The  pain  is  the  principal  symptom,  but  there 
may  be  added  a  number  of  hysterical  phenomena-  The  average 
duration  is  about  four  months. 
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typhoid  fever. 
Irregular  Cases. 


Cases  of  Tiro  Weeks'  Duration. 

In  quite  a  number  of  cases  typhoid  fever  runs  its  course  and 
terminates  in  convalescence  at  the  end  of  two  weeks.     Very  often 
i his  short  duration  is  ascribed  to  some  partieular  form 
hmtiT.  hut  it  seems  really  to  be  the  natural  course  of  some  of  the 
eases. 

(ask  XXXIX.  (Figure  18.)  Two  Weeks*  Case;  No  Treat- 
,„>  tit_ 

Male,  l!'  years  old,  three  days  before  admission  be^an  to  have 
weakness,   vertigo,  headache,  sleep  .   nose  bleed,  nausea, 

fever  and  sweating. 

Fourth  day :  Tongue  coated,  urine  1024,  no  albumin,  no  diar- 
rho'H. 

Sixth  day:  Nose  bleed,  well-marked  typhoid  eruption.  He 
continued  to  have  the  ordinary  appearance  01  lyphoid  fever,  with- 
out diarrhea,  until  the  eleventh  day;  then  the  morning  tern* 

perahires  bewail  to  fall,  sometimes  below  the  normal,  and  by  the 
fifteenth  day  he  was  convalescent.     There  was  no  treatment. 

cask  XL.     (Figure  19.)     Two  Weeks9  Can  .*  Irregular  Tern* 
it%n  :  Bteed&ng  from  the  Bowels;  No  Treatment, 

Male,  is  years  old,  three  days  before  admission  began  to  have 
weakness,  dizziness,   headache,   epistaxis,   pharyngitis,  diarrhoea, 

and  fever. 

Fourth  day:  Tongue  coated  and  brown,  diarrhoea,  uvula  and 
soft  palate  swollen,  congested  end  covered  with  white  exudate. 

Sixth  day:  Alternating  delirium  and  stupor, 
-nth  day:  Typhoid  eruption,  tympanites. 

Eighth  day:  Two  bloody  p;  "rom  the  bowels. 

Fifteenth  day:  The  diarrhoea  has  stopped  and  he  has  become 
rational. 

Seventeenth  day  :  lie  is  convalescent.  There  has  been  no  treat- 
ment except  ;i  little  quinine  and  whiskey. 


(  \\se  XLL  ( Figure  20.)  Two  Weeks9  Typhoid;  Womlbriilge 
Treattm  nt, 

Male,  18  yean  old,  for  four  days  before  admission  headache, 
chilly,  epistaxis.  diarrhoea.    For  two  days  in  bed, 

Third  day:  Faee  Bushed,  tongue  coated,  typhoid  face,  tym- 
panit 
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Fourth  day:  Was  put  on  the  Woodbridge  treatment  which 
was  continued  until  the  twelfth  day. 
On  the  ninth  day  he  had  a  sore  mouth. 
On  the  fourteenth  day  he  was  convalescent 

The  Protracted  Cases. 

There  are  cases  of  typhoid  fever  that  continue  long  OfCT  the 
regular  four  weeks.  It  is  of  the  utmost  importance  to  dis- 
tinguish these  caiei  from  the  enaoa  <d*  post  typhoid  sepsis.  This 
is  nnt  always  easy. 

Cask  XLIL  (Figure  21,)  Sir  Weeks*  ItypJWS;  ('hart  from 
tin  Fourth  to  tht  Forty4hird  Day;  No  Treatment;  Recovery. 

Female,  11  years  old,  one  week  before  admission  headache; 
three  days  before  admission  vomiting,  nose  bleed,  fever,  and 
sweating. 

Fourth  day:  Tongtte  runted  and  dry,  skin  hot. 

She  went  through  tile  ordinary  course  of  typhoid  xcept 

for  its  duration.  There  was  a  little  diarrlaea  ofl  and  on.  There 
was  no  treatment. 


Case  XIJIL  (Figure  22.)  Eleven  Week*1  Typhoid;  Treat- 
ment hit  C&ld  Tubi;  Period  of  Intprovenisni  wi  ike  Sixth  Week} 
Eecovi  ry. 

Female,  2f>  years  old,  seven  days  before  admission  had  a  chill, 

r,  vomiting,  headache,  diarrhoea,  and  cough, 
Eighth  day:  Tongue  moist  and  coated,  pulse  06,  a  little  tym- 
panites,  the   heart,   hin^s  and   spleen   jjive   tin   physical   aigna  of 
,  urine  1032,  a  little  albumin,  a  fow  granular  easts.     She 
WBB  put  on  the  use  uf  cold  tub  baths. 

Sixteenth  day:  There  was  a  little  blood  in  the  stools;  the  cold 
Inhs  were  stopped  and  not  resinned. 

she  continued  in  the  typhoid  state  until  the  twenty-ninth  day, 
when  she  began  to  improve. 

Thirty-si  \lh  day  :   She  was  given  sera  [Mil  heef. 

Forty-second  day:  She  was  out  of  bed. 

Forty-fifth  day:  Back  in  bed;  milk  diet. 

Fifty-second  and  third  days:  sin-  had  chills  and  vomiting-. 

Fifty-fourth  tlay:  Comfortable,  tongue  clean  and  dry.  was 
again  given  scraped  beef. 

unproved  steadily  and  was  out  of  bed  acrain  on  the  seventy- 
seventh  day. 

Then-  are  cases  in  which  tin-  morning  temperature  falls  so  low— 
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to  or  below  the  normal— that  they  may  be  mistaken  for  cases  of 
malarial  fever.  But  it  is  only  one  of  the  regular  varieties  of  tem- 
perature, ami  makes  no  particular  difference  in  the  course  of  the 
typhoid. 


Case  XLIV.  (Figure  23.)  Typhoid  Fever  vlth  Low  Morn- 
Ti  mper&hures;  Cold  Tubs  for  Trvo  Days. 

Male,  25  years  old,  seven  days  before  admission  takes  with 
IhMilache,  vomiting,  nose  bleed,  and  at  once  went  to  bed. 

Eighth  day :  Tongue  coated  and  moist,  typhoid  eruption,  spleen 
enlarged,  no  diairhces   urine  normal. 

Ninth  and  tenth  days:  lie  was  treated  with  cold  tubs. 

Fourteenth  day  :  The  Widal  reaction  is  positive. 

He  was  Gonvaleecent  on  the  twenty-ninth  day.  Except  for  the 
cold  tubs  on  the  ninth  and  truth  days,  nothing  was  done  to  af- 
fect the  temperature. 


Relapses.— A  true  relapse  in  typhoid  fever  is  a  fresh  attack  of 
thi"  disease  produced  by  a  fresh  infection  from  the  patient  him- 
self. Such  a  relapse  is  attended  with  a  new  eruption  and  a 
repetition  pf  the  symptoms  of  the  disease.  The  relapse  may  be 
more  serere  than  the  original  attack,  it  may  be  fatal. 

The  intermission  between  the  end  of  the  original  attack  and  the 
beginning'  of  the  relapse  is  from  one  to  three  weeks.  During  the 
intermission  the  patient  is  frankly  convalescent.  The  tongue  is 
clean,  the  mind  is  clear,  they  sleep  at  night,  they  are  hungry,  they 
may  l>e  out  of  bedt  they  may  be  out  of  doors. 

The  relapse  lasts  from  seven  to  thirty-nine  days,  the  ordinary 

duration  is  from  ten  to  fourteen  days.  It  ll  like  B  fresh  attack 
of  typhoid  fever  of  greater  or  less  Be  verity! 

There  may  be  two  relapses  with  two  periods  of  intermission. 

Unfortunately  patients  an*  often  said  to  have  relapses  with 
falls  and  rises  of  temperature  which  are  of  very  different  char- 
acter. 

It  is  a  regular  feature  of  the  typhoid  temperature  that  there  is 
a  temporary  fall  at  the  end  of  the  second,  third,  and  fourth  week. 
This  regular  fall  may  he  exaggerated  so  that  for  several  days  the 
temperature  is  normal  and  the  patients  are  better.  But  yet  if 
the  patient  is  looked  at,  as  well  as  the  temperature  chart,  it  is 
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evident  that  typhoid  as  a  disease  is  still  going  on.     It  is  a  period 
of  improvement,  ami  rmt  a  true  intermission. 

Case  XLV.  (Figure  24. )  Four  Weeks'  Typhoid;  Temporary 
Foil  of  Temperatun  while  the  Typhoid  was  Going  (hi. 

Female,  7  years  old,  three  days  before  admission  began  to  have 
fever  and  headache. 

Fourth  day:  Apathetic,  drowsy,  tongue  coated  and  moist, 
urine  1028,  trace  of  albumin,  treated  With  sponge  hut  lis. 

Seventh  day:  Alternating  crying  and  stupor,  diarrhcea. 

The  diarrhoea,  stupor,  and  crying  continued  until  the  twenty- 
sixth  day.  After  that  she  improved  and  m  deseenl  on  the 
thirty-first  day. 

The  eases  of  post-typhoid  sepsis,  which  will  be  described  later, 
may  also  he  taken  for  true  relapses. 


i  XIA'L.  (Figure  25.)  Trm  Belapw  ;  Four  Weeks9  Ty- 
phoid; One  Wet  A  lnt\  rmission  :  Thru:  \\  e$ks}  /<">  lapsi 

e,  23  years  <>ld,  went  through  a  pretty  severe  typhoid  for 
four  weeks.     During  the  third  week  the  temperature  was  re- 

du I  by  h'  s  of  antipyrino.     Be  was  fairly  convalescent 

for  a  week.  Then  the  temperature  rose  gradually  lYom  day  to 
day  and  lie  bad  a  fresh  typlmid  Lasting  for  three  weeks,  termin- 
ating in  convalescence. 

i.    XLVII.     iFi.irmv   2«i.)     Ttro    Weeks*    Typhoid;   Two 

Weeks  Intermission;  Two  Weeks1  Relapse;  Tempofattun  Chart 

the  >'"  ond  Day, 

Mule.  23  years  old,  had  a  mild  typhoid  for  two  weeks.     Then 

he  was  convalescent  and  out  of  bed  for  two  weeks.    Then  there 

was  a  fresh  typhoid,  more  severe  than  the  Brat  attack.    This 

d  tor  two  weeks  and  ended  in  convalescence. 

,:  XLV1IL     (Figure  27.)    Douhl,  Betap*  ;  Typhoid  for 
phteen  Dons:  Intermission  for  Twenty 4hre*  Days;  Typhoid 
for  Seven  Days;  Intermission  for  Eh  tin   Days;  Typhoid  for 
n  Days;  ConvaU  id  nee. 
Female.  12  years  old,  came  into  the  hospital  on  the  sixth  day  of 
her  typhoid.     She  was  quite  sick,  with  dry  tongue,  tynipam 
delirium,  and  a  characteristic  eruption.     She  was  treated  with 
cold  tubs. 

On  the  nineteenth  day  she  was  convalescent 

On  the  thirty-fourth  day  she  was  discharged  from  the  hospital. 
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On  the  fourtieth  day  she  felt  sick  again  and  came  back  to  the 
hospital. 

She  was  moderately  sick  for  a  week.  Then  she  was  again  con* 
raleaoenl  until  the  sixtieth  day. 

Then  the  fever  came  on  again  for  a  week;  after  that  there  was 
permanent  convalescence. 

Walking  Typhmtl.—  This  name  is  given  to  the  cases  which  con- 
tinue to  be  up  and  about  until  a  few  days  before  their  death. 
There  seems  to  be  nothing  peculiar  about  the  typhoid.  The 
curious  thing  is  that  patients  who  are  so  seriously  ill  can  continue 

to  be  up  and  about. 

CaSI  XLIX.      Walking  Typhoid  F<  r*  t. 

Hale,  37  years  old,  was  well  until  twenty-three  days  before  his 
death.     Then  after  exposure   In-  began  to  have  bronchitis.     He 

ma  up  and  about)  but  complained  of  irregular  chilly  and  feverish 
feeling*,  He  continued  to  feel  miserable  but  did  not  go  to  bed, 
and  live-  daya  before  death  was  nut  of  doors  with  a  temperature 
of  mi    to  102  . 

Four  days  before  death  lie  was  delirious  and  went  half-dr 
into  the  street  j  temperat ore  1< 

Three  days  before  death  he  was  in  bed  with  alternating  de- 
lirium and  stupor,  diarrluea  and  typhoid  eruption. 

Two  days  before  death,  face  dusky,  tongue  dry,  ddiriouS,  ty- 
phoid eruption,  temperature  103°. 

One  day  before  death,  temperature  102    to  LOS 

On  morning  of  daj  of  death,  temperature  i<>s: ;  h<*  was  bathed 

with  ice  water  and  the  temperature  fell  to  95*.     That  afternoon 

he  died. 

Autopsy.— The  brain  was  trnt  examined. 
The  heart   was  normal. 
The  Innga  were  congested. 

The  liver  and  spleen  were  congested- 

The  kidneys  looked  normal. 

The  mesenteric  glands  were  swollen. 

In  tbi"  ileum  the  agminated  and  solitary  glands  were  enor- 

rnously  swollen,  with  B  few  Small  points  Of  ulceration. 

The  colon  was  normal  e\  some  swelling  of  the  solitary 

follicles  in  the  caput  eolL 

Case  L.     Walking  Typhoid  Pat) 

Female,  27  Id. 

Two  weeks  before  admission  to  the  hospital  she  began  to  have 
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headache,  abdominal  pains,  prostration,  vomiting,  but  kept  up 
and  about  her  work  until  the  day  before  admission,  when  she  be- 
came delirious. 

Now,  temperature  96.4:,  puis,-  104,  tongue  dry  and  coated, 
marked  prostration,  no  tympanites,  urine  1020,  albumin  and 
casts.     She  died  ihe  next  morning. 

Autopsy.—  The  brain  was  normal. 

The  muscle  of  the  heart  wall  was  degenerated. 

The  lower  lobes  of  the  lungs  were  congested. 

The  liver  and  kidneys  showed  the  changes  of  acute  degener- 
ation. 

The  spleen  was  not  enlarged,  but  soft  and  congested, 

Tn  the  ileum  the  agmiualed  and  solitary  glands  were  swollen, 
with  superficial  necrosis. 

Hamorrkagic  Typhoid  Fever.— It  belongs  to  many  of  the  in- 
fectious diseases  that  in  some  of  the  cases  there  is  a  disposition 
to  bleeding.  This  regularly  indicates  an  unusual  virulence  of 
the  poison,  Sueh  a  virulent  infection  with  bleeding  is  seen  in 
some  cases  of  typhoid. 


Case  LL  (Figure  28.)  Hamorrhayu  Typhoid  Fever; 
Blefdinij  from  thi  Now,  (hurts.  Stomach,  Kidneys.  Intestines*  and 
m  the  shut ,-  Di  ath  on  the  Forty -first  day. 

Male,  :il  years  old,  three  weeks  before  admission  beiran  to  have 
a  bloody  diarrhoea,  abdominal  pain,  headache,  epistaxis,  and  after 
a  week  delirium, 

Twenty-second  day:  Emaciated,  delirious,  abdominal  pain, 
bloody  passages  from  the  bowels,  tympanites,  sibilant  rales  over 
both  lungs,  tongue  dry  and  cracked,  hemorrhagic  spots  in  the 
skin. 

Twenty-fourth  day;  delirium  alternating  with  stupor;  the 
diarrhoea  has  stopped. 

Thirtieth  day:   lie  seems  to  be  better. 

Thirty-second  day:  He  is  worse,  more  delirious,  but  no  diar- 
rhoea. 

Thirty-seventh  day:  Bleeding  from  the  nose  and  gums,  more 
bleeding  in  the  skin. 

Thirty-ninth  day:  Bleeding  from  the  nose  and  reetum,  blood 
in  the  urine. 

Forty-first  tiny:  He  died. 

Autopsy.— The  body  was  emaciated,  the  skin  was  studded  with 
hemorrhagic  spots. 

The  brail]  was  normal. 


JO 


TYPHOID   FEVER. 


The  lungs  were  normal,  except  for  old  pleuritic  adhesions. 

The  heart  was  normal,  except  for  a  little  old  thickening  of  the 
aortic  and  mitral  valves. 

The  mucous  membrane  of  the  stomach  was  mottled  with  small 
hemorrhages.     The  liver  and  spleen  were  large  and  soft. 

The  kidneys  showed  the  lesions  of  acute  degeneration  with 
blood  in  the  pelves. 

In  the  ileum  there  were  large,  deep  ulcers  of  the  agminated 
glands. 

The  mesenteric  glands  were  swollen. 

The  colon  contained  a  large  quantity  nf  clotted  blood.  The 
upper  two-thirds  was  studded  with  large,  deep  ulcers,  in  many 
of  which  there  were  blood  clots. 


Afebrile  Typhoid  Fever. 

Typhoid  fever  may  run  its  entire  course  with  evening  tem- 
peratures of  not  over  99°,  and  morning  temperatures  below  98°, 
and  yet  it  is  evident  that  the  patients  are  really  ill.  They  are 
very  weak,  with  feeble  heart  action. 

In  1870  there  was  an  epidemic  of  typhoid  fever  in  the  German 
army  around  Paris.  The  cases  were  characterized  by  an  abundant 
eruption,  great  prostration,  violent  delirium,  marked  stupor,  but 
slight  abdominal  symptoms,  and  temperaturea  not  over  1G0°T  or 
not  ahf.  The  disease  was  moderately  fatal,  and  after  death 

tin  ordinary  Legion*  were  found. 


Typhoid  Fever  COMPLXCATBD  by  Malarial  Poisoning. 

A  double  infection  with  the  organisms  of  both  these  diseases  is* 
not  uncommon,  but  yet  both  sets  of  symptoms  do  not  usually  go 
on  at  the  same  time.  The  malarial  symptoms  are  evident  before 
and  after  typhoid  fever,  but  not  while  that  disease  is  running  its 

eourse. 

Iii  temperate  climates  there  is  usually  no  great  difficulty  in 
distinguish  hit:  between  typhoid  and  malarial  fevers.  Most  of 
the  continued  fevers  are  due  to  the  typhoid  poison. 

In  tropical  countries,  however,  where  severe,  malarial  con- 
tinued fevers  prevail,  it  is  often  extremely  difficult  to  determine 
whether  the  patient  has  malaria  alone,  or  typhoid  alone,  or  both 
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together*  This  difficulty  is  rendered  greater  by  the  fact  that  in  a 
patient  poisoned  both  by  malaria  and  typhoid,  while  the  typhoid 
is  active  no  malarial  organisms  are  to  be  found  in  the  blood  from 
the  finder  or  ear.  Still  further  than  this,  in  bad  malarial  fevers, 
although  organisms  we  constant  in  the  blood,  they  are  not  always 
to  be  found  in  the  blood  taken  from  the  skin.  It  is  also  to  be 
noted  that  in  armies  where  the  sanitary  conditions  are  bad,  diar- 
rhoea and  starvation  confuse  the  clinical  picture. 


CASK  LIL    Malarial  Fever  FoUotot  d  by  Typhoid  Fever, 

Mali-.  32  years  old,  soldier.  One  month  ago,  while  in  Cuba. 
11  to  have  chills  and  fever,  which  were  repeated  every  day. 

Seven  days  before  death  he  was  admitted  to  the  hospital  at 
Montauk  with  pain  in  the  back  and  limbs,  vomiting,  diarrhoea, 
tympanites,  slight  .jaundice,  temperature  101°. 

He  continued  to  have  vomiting  and  diarrhoea,  became  delirious, 
temperatures  $$£*  to  100.4°  until  he  died. 

Examination  of  the  blood  by  Dr.  Ewing  gave  no  malarial 
organisms,  increased  leucocytosis,  positive  Wklal  reaction. 

Autopsy.— The  brain  was  not  examined. 

The  lower  lobes  of  both  lungs  were  congested  and  cedeniatous, 
with  commencing  red  hepatization. 

The  heart  was  normal. 

The  liver  looked   normal. 

The  spleen  was  large  and  soft. 

The  mesenteric  glands  were  swollen. 

In  the  lower  end  of  the  ileum  the  agminated  glands  were  swol- 
len, with  Superficial  necrosis. 

The  stomach  and  duodenum  were  congested  and  coated  with 
rouei 

The  lower  part  of  the  colon  was  congested  and  coated  with 
patches  of  fibrin. 


SB  LIU. 


Malarial  Fever,  or  Typhoid  Fever;  Death;  fto 


Male.  25  years  old,  soldier,  admitted  to  the  hospital  at  Mon- 
tauk  nine  days  before  his  death. 

He  began  to  have  chills  and  fever  while  in  Cuba,  and  con- 
time  d  to  have  them  daily  up  to  the  time  of  admission.  After 
ion  he  looked  like  typhoid  fever,  no  organisms  in  the  blood, 
ive  Widal  reaction. 
Temperatures:  101/*°.  99.6°— 104',  104.6° -104.4°.  103.8°— 
103,6°,  102°-104°,  102°  — 102.4*,  99.6°— 101.4°,  99*— 101.6°, 
101°. 
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Auiopty.—The  brain  was  not  examined. 

The  heart  and  lungs  were  normal. 

The  liver  and  spleen  were  large  and  congested,  they  contained 
no  malarial  pigmented  bodies. 
The  mesenteric  glands  were  not  swollen. 
The  small  intestine  and  colon  were  normal. 
The  kidneys  showed  the  lesions  of  acute  degeneration. 

Case  LIV.  (Figure  29. 1  Both  M*kuM  and  Typhoid  F'oison- 
i»>! :  I rn  g uhir  Tern  pi  r<t  f  U  f\  .   Death* 

Male,  25,  had  been  sick  in  Cuba  and  eame  into  the  hospital  at 
Montauk  thirteen  days  before  his  death.  The  only  symptoms 
were  the  prostration,  the  irregular  fever  seen  in  the  chart,  and  a 
profuse  diarrhoea. 

Autopsy. "The  brain  was  not  examined. 

The  heart  was  normal. 

The  lower  lobes  of  both  lungs  were  congested  with  commencing 
red  hepatization. 

The  liver  and  spleen  were  large  and  dark-red  colored.  In  the 
blood  from  the  spleen  there  was  pigment  and  a  few  red  cols 
contained  rings. 

The  mesenteric  glands  were  swollen.  In  the  ileum,  just  above 
the  esecum,  there  were  cicatrizing  ulcers,  farther  up  there  were 
fresh  ulcers,  and  still  farther  up  swollen  agminated  glands, 

Tiik  Mnj)  Form. 

The  pulse  and  temperature  remain  nearly  or  quite  norma!. 
The  patient!  have  Irregular  Feelings  of  heat  and  enld.  headache. 
irritability,  sleeplessness,  loss  of  appetite,  and  general  prostration 
and  discomfort,  but  are  not  sick  enough  to  be  in  bed.  The  bowelfl 
eontinue  regular,  or  there  may  be  constipation  u  diarrhoea. 

In  some  of  the  patients  bronchitis  is  a  prominent  symptom,  in 
others  nausea  and  vomiting. 

The  patients  remain  in  this  condition  for  three  or  four  weeks. 
They  are  liable  to  hemorrhage  from  the  intestine,  to  perforation 
of  the  intestinal  ulcers,  and  to  attacks  of  delirium. 


The  Fatal  Cases. 

Deaths  from  bleeding  from  intestinal  ulcers  and  deaths  from 
fat  ion  we  have  to  expect  as  yet  as  unavoidable.     Deaths 
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from  broncho-pneuinonia,   lobar   pneumonia,   or  colitis,  are  in- 
frequent. 

The  most  important  deaths  are  those  from  uncomplicated  ty- 
phoid fever.  They  are  not  nearly  as  numerous  as  they  used  to  be. 
but  they  still  occur.  T  think  it  is  important  to  give  several 
examples: 

Case  LV.  (Figure  30.)  Typhoid  Fever,  Vm-om  plicated; 
Death  on  thr  Tin  nty -second  Day, 

The  patient  was  a  girl  of  15,  previously  in  good  health,  who 

went  through  her  illness  in  a  private  house,  with  the  best  possible 

Care  and  nursing,  and  systematic  eold  tubbing  for  the  first  two 

The  disease  was  not  controlled  at  any  time,  there  were  no 

complications;  the  complete  cb&rt  telle  the  story. 

('ask  LVI.     Typhoid  Fever  Fatal  on  the  Ninth  Da/yt  "ith  on 
fisivt   Intestinal  Lesion. 

Male  Is  wars  old,  nine  days  before  death  had  a  chill,  fol- 
1  by  fever.  The  next  day  he  had  headache,  stiffness  of  the 
muscles  of  the  hark  of  the  neck,  diarrhoea,  and  tympanites. 

Five  days  before  death  the  In  'lushed,  pupils  contracted, 

hid,  twitching  of  the  muscles,  diarrhoea,  the  temperatures 
mil  irregularly  from  K12'  to  106°,  the  pulse  from  122  to  130, 

Me  died  on  the  ninth  day  of  the  disee 

Autopsy. — The  brain  was  nut  examined. 

The  heart  was  normal. 

The  lunge  were  congested. 

The   liver  was  normal. 
The  spleen  was  large  and  soft, 
The  kidneys  were  p:il<'- 
The  mesenteric  glands  were  much  swollen* 
In  the  ileum  mosl  of  the  solitary  and  sgminated  glands  were 
ill  into  ulcers  with  thick  edges  And  yellow,  sloughy  centres. 
The  upper  part  of  tie'  colon  was  congested. 

LVii     Death  on  the  Tenth  Day  Befort  Ulceration. 
Male.  *ji  years  <^M,  one  wees  before  admission  began  to  have 
headache,  vertigo,  chills,  fever,  pain  in  the  abdomen  and  diar- 
rhoea. 

Kmhth  day  :  A  strong,  well-nourished  wan,  fa  d,  tongue 

coated,  mind   dull,  diarrlaea.   tympanites,  sibilant  and  SOnorOUfl 
tales  nvi'i-  both  luttfrs,  temperature  10:14°,  pul» 

Ninth  day:  Delirious,  twitch  ings  of  museles  of  \  olun- 

tary  passages.     Death  on  the  tenth  day. 
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Autopsy.— The  pia  mater  and  the  brain  itself  were  congested. 
Hie  heart  was  normal. 

The  lungs  Wfcre  congested. 

Tin*  liver  was  Large  and  pate. 
Tin*  spleen  was  Large  ind  firm. 

Through  the  whole  length  of  the  ileum  there  was  marked  s 
ing  without  ulceration  of  the  solitary  and  agminated  glands. 
The  oaeeeuterie  gland  was  swollen. 

The  colon  was  normal. 

The  tddneys  wi'iv  large  and  pale. 

Case  LV1I1.  Death  on  th*  Twelfth  Day;  ModeraU  Con$i*h£ 
tiiftittl  Symptoms  with  IVn/  Extensive  Intestinal  Lesion*, 

Male,  22  years  old,  on  August  l  began  to  have  diarrhoea^  some 
of  the  passages  were  faecal,  some  were  streaked  with  blood.  He 
had  mi  other  symptoms  and  did  nut  feel  ill.  On  August  6,  for 
the  first  time,  he  remained  is  bed,  his  pulse  was  100,  temperature 

!'!i".  he  had  pain  in  the  abdomen  and  diarrhea. 

August  7  :  Pulse  l<>n  to  110,  temperature  100°  to  101.5  \  tongue 
dry,  QO  diarrluea. 

Aii-rust  10:   Puis.'  Hhi  to  110,  temperature  101°  to  102°. 

August  11:  Pulse  110  to  125,  temperature  101°  to  102°,  de- 
lirious, large  passages  of  blood  from  the  how  els. 

Almost   12  :    He  died. 

Autopsy. —Tot  nearly  the  whole  length  of  the  ileum  the  soli- 
tary and  agminated  glands  were  very  much  swollen  and  ulcer- 
ated. 

Tn  the  eolon  for  its  entire  length  the  solitary  glands  were  swol- 
len and  ulcerated.     Tn  the  stomach  there  were  a  Dumber  of 
round  uh - 


Case  \AX.  Death  on  the  Fourte&nih  Day;  Extensive  Intes- 
tinal h<  stint. 

Female,  30  years  old,  eight  days  before  admission  had  chills, 
fever,  abdominal  pain,  vomiting,  ttragn  and  mucous  sputum. 

Ninth  day:  Tongue  brown  and  dry,  coarse  rales  over  both 
Lungs,  tympanites,  delirium,  temperature  102.5°. 

She  went  on  with  temperatures  between  101°  and  104°,  and 
died  on  the  fourteenth  day. 

Aitffipsff.-   The  brain  was  normal. 

The  heart  was  normal. 

There  was  mueo-pns  in  the  bronchi 

The  liver  was  normal. 

The  kidneys  were  targe  and  congested. 

The  spleen  was  normal. 
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ie  mesenteric  glands  were  swollen. 
In  tli-«-  ileum  the  solitary  ami  a-j  initiated  glands  were  converted 
into  ulcers,  with  thick  edges  ami  adherent  yellow  sloughs. 

ee  LX.    Death  on  the  Fourteenth  D<i>f;  Fairly  Marked  h<- 
i  m. 
Male,  10  years  old,  on  July  27  had  a  severe  chill,  fever,  head- 
ache, cough  and  mucous  sputum. 
July  28:  Diarrhoea, 
July  29:  Two  chills. 

4-  Tongue   drv  and  coated,  diarrhoea,   temperature 

The  temperature  continued  between  102°  and  105°  ;  on  August 

lied. 

lopsy. — The  pia  mater  of  the  brain  was  a  little  emej- 
hi  art  was  normal. 
The  Lungs  wt'tv  congested, 
The  liver   was   normal. 

The  spleen  was  large  end  soft. 

The  cortex  <»t  the  kidneys  was  thick  and  white. 
Ill   the   lower  end   of   the   ileum   the  solitary   and   aunninatcd 
glands  were  much  swollen  and  partly  eroded. 
The  mesenteric  glands  were  swollen. 

i.  I>XI.    Deaih  on  the  8ixtesnth  Day  with  a  Small  Inteeu 
final  Lesion;  Treated  with  ('"ft/  Tubs  from  Eighth  to  1 
Day, 
Male,  30  years  old,  fifteen  days  before  death  had  chili 

followed  by  fever. 

Eighth  day:  Pace  Bushed,  diarrhoea,  very  weak,  temperature 
urine  1030,  no  albumin  or  easts.     He  was  given  tubs  at  Tn 
for  half  an  hour  each  ;  the  tubs  reduced  the  temperature  for  from 
rees,  but  the  patient  was  t  for  them. 

Ninth  day:  The  eruption  on  the  abdomen  was  well  marked. 
Eleventh   day:   Delirious,  (edema   of   the  bines,   for  which  he 
vraa  dry-cupped,     lie  died  on  the  sixteenth  day  with  great  dys- 

Autopsy.— The  brain  was  not  examined/ 
The  heart  was  normal. 
The  longs  were  congested  and  "edematous, 
T!)e  liver   was   pah    and   soft. 

The  spleen  was  large  and  soft. 

The  mesenteric  glands  were  but  little  swollen. 

kidneys  showed  the  changes  of  acute  defeneration. 
In  the  lower  end  of  the  ileum,  in  only  one  agminated  gland. 
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there  was  a  large,  deep  nicer  beginning  to  cicatrize.     The  other 
dilated  and  the  solitary  glands  were  not  affected. 
The  colon  was  normal. 

k  [All.       Figure  8L)     Deris  on  Sfcfeentl  Day;  fi 

[jitistinal    Lisioit:    Thrombus   >n    Unjht    Vuttriclt:   Tr6at§d 
Cold  Tubs. 

Male.  24  years  old.  sixteen  days  before  drain  was  seized,  after 
dinner,  with  an  attack  of  vertigo  and  partial  unconsciousness* 
After  recovering  from  thil  gan  to  have  a  headache,  which 

has  continued  ever  since.     He  has  had  one  or  two  attacks  i 
day  of  vertigo,  sometimes  accompanied  by  loss  of  eoneeioosneas. 

Fifth  -lay:  The  temperature  chart  begins, 

Sixth  day:  He  is  put  on  the  regular  treatment  with  cold  tubs 

Xinth  day:  The  eruption  appeared  on  the  abdomen,  no  diar- 
rhoea, 

Twelfth  day j  Began  to  be  delirious. 

Sixteenth  day :  lie  died. 

.1  ufiiftstf,  —  There  was  mi  increase  of  BenuD  in  the  pis  mater  of 
the  brain.  In  the  rijiht  ventricle  of  the  heart  there  was  a  firm, 
white,  ante-mortum  clot  about  the  size  of  a  chestnut. 

The  bronchi   were  moderately  congested. 

The  stomach  and  liver  were  normal. 

The  spleen  was  Large  and  soft  and  contained  three  infarctions. 

In  the  ileum,  eighteen  inches  above  the  ileocecal  valve,  there 
was  a  swollen  arid  congested  agminated  gland,  above  this  three 
other  agminated  glands  were  swollen,  none  of  them  ulcerated. 

The  mesenteric  glands  were  somewhat  swollen. 

The  colon  was  normal. 

The  deaths  which  oeeitr  after  typhoid  fever,  with  clean,  eica- 
trizinir  ulcers  and  no  complications,  are  hard  to  account  for. 


I  i  LXIII.  (Figure  320  Death  on  tht  Forty~nintM  Day 
it-til*  Cicatrising  \ 

Male,  12  years  old,  about  three  weekB  before  admission  he  hail 
pain  in  Ihe  abdomen  and  cough  with  muco-fntrulcut  sputum 
One  week  Later  he  began  to  have  headache  and  diarrhoBa. 

lie  entered  the  hospital  mi  what  was  called  the  twenty-second 
i!;i>  of  his  typhoid;  the  temperature  chart  begins  on  that  day. 

He  was  given  cold  tubs  from  the  twenty-fourth  to  the  thirtieth 
day. 

From  the  twenty-ninth  to  the  thirty-fifth  day  h»-  was  better, 
then  worse  again. 
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Forty-sixth  day:  He  passed  blood  from  the  bowels.      After  this 

their  was  almost  constant  bleeding  from  the  boweb. 

On  tie*  forty-ninth  day  he  died. 

tottiy.-—  The  heart  was  pale  and  flabby. 

The  tnnga  were  oedematous. 

The  stomaeh  was  coated  with  mucus. 

The  liver   was  normal. 

The  kidneys  were  large,  the  rortex  thick  and  pale. 

The  mesenteric  elands  were  much  swollen 

To  the  lower  part  of  the  ileum  the  agminat&d  glands  weir 
changed  into  small,  dean,  cicatrizing  ulcers. 

Convalescence  begins  regularly  in  the  fifth  week.    If  uncom- 
bed it   progresses  steadily,  hut  yet  a  number  of  months 

•-lapse   before   the  patient   is  lit    for  mueh   bodily   or  mental   ex- 
ertion. 
The  convalescence  may  be  interrupted  in  several  ways: 
There  may  be  aerere  pain  in  the  bark,  apparently  due  to  inflam- 
mation of  the  periosteinn  oi  the  vertebras. 

The  mind  may  remain  dull,  apathetic,  and  feeble  fW  d;i 

ha. 

There  may  be  hemiplegia,  dependent  OH  thrombosis  of  tin* 
simiscs  of  the  dura  mater  ;  01  paralysis  of  groups  of  muscles  due 
to  changes  in  the  peripheral  Bern 

There  may  lie  hemorrhage  from  intestinal  ulcers  which  have  n«»t 
healed,  or  perforation  with  peritonitis 

There  may  be  a  catarrhal  gastritis  with  pain,  nausea,  and  vom- 
iting. 

There  may  be  catarrhal  or  cronpone  inllamiiiation  i>[  th>'  colon, 
with  the  symptoms  of  dysentery. 

There  may  be  rapid  and  irregular  hear!  action. 

The  patients,  after  beginning  to  convalesce,  may  make  no  real 
progress  and  di»-  in  an  emaciated  and  feeble  eondition. 

Post-Typhoid  Ski'sis 


This  is  the  most  important  disturbance  <d'  convalescence.     Of 

the  fevers  whieh  come  after  typhoid  fever  we  distinguish  : 

1.  The  ordinary  moderate  rises  of  temperature  Lasting  for  a 
few  hours  occurring  within  three  weeks  after  the  end  of  a  typhoid 


TYillolD    FEVEK. 


r     These  short  fevers  would  not  1><-  recognised  at  all  tin 
the  temperature  was  systematically  taken,  for  they  are  not  at- 

Ii-tkIi'i  1  with  any  symptoms  and  do  no  harm.     The  only  important 
thing  about  them  is  to  understand  that  they  are  not  of  importance 
and  must  not  be  allowed  to  interfere  with  the  regular  mane 
men!  of  the  convalescence. 

2.  The  post-typhoid  Carers  which  are  of  real  onportano 
last  for  one  or  m  ks.  but  yet  do  not  make  the  patient  v 

ill  and  are  not  fatal. 

If  one  looks  for  this  form  of  fever  it  is  found  to  oeeur  quite 
junitly.    I  have  seen  it  after  typhoid  teven  of  two.  thiv. 
four  weeks'  duration.    The  rise  of  temperature  ia  continuous 
wit  Si  that  of  the  typhoid,  or  there  is  an  interval  of  aeveraJ 
of  normal  temperature  and  then  the  post-typhoid  fever  begins. 

The  morning  temperatures  run  pretty  near  the  normal,  the 
afternoon  temperatures  run  from  100°  to  103°,  with  occasional 
jumps  to  10S°  or  107  \    With  the  very  high  temperatures  ib 

may  be  ehills. 

With   this   Sever  there  is   no   delirium   or  Bleepleaeneafi;  the 
tongue  is  moist  and  clean;  there  is  no  eruption,  no  tynipas 
diarrhoea.    The  patients  are  hungry,     K  they  are  not  properly 
fed  they  iii.iv  h.iw  rather  alarming  attack!  of  heart  failure.     Am 
Iojuj:  as  the  patients  are  kept  in  bed  and  on  a  fluid  diet  there  is 

no  particular  limit  to  the  duration  of  tie   fever,  but  yet  in  the 

end  they  tret  well. 

Case  LXIV.     (Figure  330     Thret    Weeks1  Typhoid  Fever; 
teen  Days'  MUd  Post-Typhoid  Fever;  Chart  Begins  tm  (In 
Fourii  i  tit  it  ihfff. 

Female,  5  years  old,  fourteen  days  a«_ro  he^m  to  have  headache, 
■ore  throat,  diarrhcEa  and  fe\  • 

Fourteenth    day:    Apnthefie,    prostrated,    tongue    eoated    and 
moist,  tympanites,  urine  1012,  trace  of  albumin,    she  w. 
ei  Id  tubs  from  ih<-  fourteenth  to  the  seventeenth  day. 

Haanoglobin  80  per  eent,  red  eells  4,496,000,  white  sella  7,800 

Sixteenth  day:  Positive  Widal  reaction, 

Twenty-third  day:  She  was  hungry  and  was  given  solid 

Twenty-seventh  day:  She  sal  up  in  bed. 

Thirty-third  day:   She  was  out  <A"  bed. 

I    ftieth  day:  Haemoglobin  86  per  eent. 

Fifty-third  day:  Discharged  in  v<  ry  good  condition. 
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i    LXV.     i  Figure  34.)     Four  Weeks'  Typhoid  Fewer,  In- 
tsion  of  Seven  Dans,  then  Post-Typhoid  Fever  i r nt.il  the 

Fifty-third  Day;  Treatment  by  Cold  Tibs  from  tin  Wighi 

tf>  tin  (Twenty-third  Day, 

Female.  13  years  old,  seventeen  days  before  admission  had  a 
chill  Followed  by  fever,  headache,  vomiting  and  diarrhoea.  The 
eh  art  begins  on  the  eighteenth  day. 

(In  the  twenty-sixth  day  the  was  improving  rapidly. 

<  hi  the  twenty-eighth  day  she  be^ati  to  have  scraped  beef. 

On  the  thirty-fourth  day  she  was  out  of  bed. 

Ob  tin-  thirty-eighth  day  the  hffimogiobin  was  88  per  cent.,  the 
■  tla  1,846,000,  white  cella  B,400, 

On  the  forty-fifth  day,  although  the  temperature  rose  to  105°, 
she  was  not  at  all  sick. 

On  the  fifty-second  day  the  httmoglobin  was  !'4  per  Dent.,  red 
oella  5,280,000. 

The  next  day  she  was  discharged. 

(  \\se  LXVL     ( Figure  ;r>. )     Three  W$i  fa '  Typhoid  Fi  u 
Intermission;  Poet-Typhoid  Fever  Until  tin  Forty-third  !>mi. 
The  Chart  Begins  '*n  tin  Eighth  Day, 

Male,  25  years  old,  ten  days  before  admission  began  to  have 
headache,  and  went  to  bed  tour  days  ago.    He  was  treated  with 

cold  tuba  from  the  eighth  to  the  fourteenth  day. 

He  was  fed  on  the  t wenty-serond  day,  taken  out  of  bed  on  the 
thirtieth  day  and  discharged  on  the  forty-ninth  day. 

By  the  thirty-fourth  day  lie  was  feeling  well  and  rapidly  pain- 
inl'  flesh  and  strength.  On  the  forty-first  day  the  hamioidobiu 
to  per  i  .Hi.,  red  cells  4,722,000. 

]  LXV  1 1.  (Figure  36.)  This  was  a  two  weeks'  typhoid 
fever  with  a  positive  Widal  reaction.     There  was  an  intermission 

days.  Then  on  the  twenty-first  day  the  temperature  ran  up 
to  105  ,  on  the  twenty-second  and  twenty-third  days  to  107D. 

With  these  rises  of  temperature  there  were  chills  and  sweating 
with  some  prostration.  There  was  no  thrombosis  of  the  veins. 
On  the  twenty-fourth  day  lie  was  doing  well,  on  the  twenty-eighth 
'lay  he  was  out  of  hed,  and  on  the  forty-sixth  day  be  was  dis- 
charged. 


It  is  very  interesting  in  these  patients,  if  they  are  fed  and  taken 
out  of  bed,  to  see  hnw  they  steadily  gain  flesh  and  strength  ill 
spite  of  the  fevei 

3.  Much  more  important  than  these  mild  fevers  are  the  severe 
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and  [ong-cpnttnued  post-typhoid  fevers,  which  may  terminate 
fatally.  They  oocnr  regularly  after  well-marked  and  severe  ty- 
phoid fevers,  which  run  their  fed]  tour  weeks*  course.  The 
septic  fever  is  continuous  with  the  typhoid  fever.  Sometimes  it 
i -\<'fi  overlaps  if.  so  that  both  fevers  seem  to  he  l'ouiji  on  together 
in  the  fourth  or  fifth  week. 

The  morning  temperatures  ran  about  loo-'  and  the  afternoon 
temperatures  about  103°.  In  many  cases  there  ore  sudden  jumps 
of  temperature  up  to  106  .  106  ,  or  107°.  These  jumps  occur  in 
the  course  ol  the  regular  fever,  or  there  are  intervals  of  one  or 
more  days  with  marly  normal  temperatures  and  then  the  sudden 
lis*1.  With  these  sudden  rises  of  temperature  there  are  o! 
chills, 

It  is  noticeable  that  the  septic  temperature  is  not  controlled  by 
baths,  as  in  typhoid  temperature,  but  runs  up  and  down  quite 
without  reference  to  them, 

The  patients  look  septic  and  not  in  the  typhoid  state.  The 
mind  is  often  dull  and  apathetic  sometimes  with  delusions,  but 
not  often  with  active  delirium.  The  tongue  is  dry,  there  may  be 
nausea    ami    vomiting,    ami    yet    there    is   some   desire    for   food. 

There  is  a  rapid  Loss  of  fteah  and  strength  as  in  ordinary  sepsis. 
In  some  of  the  eases  there  is  thrombosis  of  one  cw  both  femoral 
veins.  If  the  patients  are  insufficiently  fed  and  kept  in  bed  they 
are  very  apt  bo  die. 

In  the  autopsies  of  the  fatal  eases,  which  I  have  made,  the  in- 
testinal tesiona  were  healed  and  there  seemed  to  be  no  cause  of 
death  hut  sepsis  and  starvation. 

Some  of  the  patients  improve  OB  food  alone,  but  in  most  of 
them  there  is  BO  nal  convalescence  until  they  are  taken  out  of 

bed.    Then  they  gain  flesh  and  th  even  while  the  fever 

continues. 

It  must  be  confessed  that  it  requires  «  good  deal  of  courage 
to  take  out  of  bed  b  patienl  who  is  apparently  dying;  but  I  am 
fully  ennvineed  that  the  only  way  of  saving  the  lives  of  the  bad 
eaaea  is  to  feed  them  and  take  them  out  of  bed. 


Cask  LXVIII.     (Figure  87.1     Severe  Post-Typhoid  Seprit, 
Female,  26  years  old  fifteen  days  ago  began  to  have  headache, 

nausea,  diarrhcea  and  fever. 
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Sixteenth  day:  The  chart  begins.  She  was  prostrated,  tongue 
red  and  dry,  rales  over  both  lungs,  moderate  tympanites,  urine 
1020,  trace  of  albumin,  a  few  granular  casts,  put  on  tub  baths. 

Seventeenth  day:  Chill,  vomiting,  positive  Widal  reaction. 

Eighteenth  day :  She  looks  very  sick,  delirious,  diarrhoea. 

Twentieth  day :  Diarrhoea,  the  tub  baths  at  60°  are  badly  borne. 

Twenty-eighth  day:  She  continues  to  be  very  ill,  a  little  blood 
in  the  stools,  the  tub  baths  are  stopped. 

Thirty-first  day  :  She  looks  septic. 

Forty-third  day:  She  continues  to  be  very  ill,  nausea,  vomiting 
and  diarrhea. 

Forty-sixth  day:  She  was  given  meat  and  enjoyed  it.  After 
this  she  steadily  improved. 

Fifty-third  day;  Hemoglobin  60  per  cent.*  red  cell*  3,586,000, 
white  eel  Is  6,600. 

Fifty-fourth  day:  Dot  of  bed. 

Sixty-eighth  day :  Hemoglobin  f>5  per  eent.,  red  oeUfl  4*080,000. 

Between  the  fifty-eighth  and  the  sixty-iifth  days  she  gained  fifteen 
pounds  in  weight. 

i  LX I X .     I  Figu re  38. )     St  vtn  /  W- Typh aid  Si p*u  afit  r 
Four  Week*'  Typhoid, 

Male,    M   years  old,  two  \v<  <'k>  ajjo  began  to  have  e.hill,  IV  wr. 
headache  and  diarrhoea;  for  ten  days  he  has  been  in  bed.     The 
•  hart  begins  on  the  fifteenth  day.     He  was  treated  with  cold  tubs 
from  the  fifteenth  to  the  thirty-se.-ond  day. 
Twenty-third  day :   Positive  Widal  ivaetion. 
Twenty-sixth  day:  lb-  is  sleeping  well  and  is  hungry  in  spite 
of  the  temperature.     He  continued  to  improve  until  the  fortieth 
was  given  solid  food. 
Forty-sixth  day:  II<i  was  out  of  bed. 
Fiftieth  day:   He  weighs  102  pounds. 

Sixty-fifth  day:  Haemoglobin  58  per  cent,,  red  eells  4,444,000, 
\Oiiie  eella  4,900. 

»nty-eecond  day  :  I  hemoglobin  57  per  cent.,  red  eells  3,608.* 
000,  white  eella  5,800. 

jht.1  day:  Be  weighs  123  pounds. 
Eighty-sixth  day  :  Hemoglobin  77  per  cent.,  red  cells  5,328,000. 


i:  LXX.       Figure  39.      8^  r>  n  PosLTyphcid  8eptk  1 1 
lapping  Typhoid  Fever;  Thrombosis  of  thi   Femoral  1 

Male,  29  years  old,  five  days  before  admission  had  chill,  head- 
ache,  vomiting  and  fever. 

The  chart  begins  on  s h<-  sixth  day;  y  a  positive  Widal 
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reaction  on  the  eighth  day.  He  was  treated  with  cold  tubs  from 
tin-  sixth  to  the  forty-third  day. 

His  typhoid  foyer  was  severe  until  the  eighteenth  day  when  he 
.  i«l-  tit  ly  less  poisoned,  On  the  twenty-fifth  day  he  had  a 
chill,  the  temperature  ran  up  to  107*  and  he  looked  septic.  Thei 
was  nn  thrombosis  of  the  wins,  the  white  blood  cells  were  6,900. 
Apparently  the  septic  poison  was  overlapping  the  typhoid.  He 
alio  had  nausea  and  vomiting,  lie  went  on  after  this  with  ir- 
regular after] □  temperatures,  often  up  to  104  ,  not  at  all  con- 
trolled by  tabbing,  until  the  forty-third  day,  when  the  tubs  were 
■topped.  They  had  been  of  absolutely  no  use  after  the  twenty- 
tirst  djiy, 

On  the  forty-fifth  day  he  was  fed. 

<  hi  the  forty-seven  Hi  day,  although  he  was  so  ill  and  weak  it 

seemed  doubtful  if  he  would  recover,  he  was  taken  out  of  bed. 

After  this  lie-  temperatures  were  very  irregular,  running  up  to 

and  down  to  normal.    There  was  do  real  improvement  until 

the  lifty-tirst  day  After  tins  lie  improved  steadily,  although 
there  WSJ  thrombosis  of  the  left  femoral  vein  on  the  fifty-ninth 
day  and  of  the  riidil  femora]  win  on  the  si\ty-iirst  day.  There 
w;is  in i  more  fever  after  the  sixty-eighth  day.  He  gained  thirty 
pounds  in  weight  between  the  sixty-ninth  and  the  one  hundred 
and  lifth  day. 


i     lA'XI,     (Figure    4iu     Severe    Post  I    Sepsis; 

TkrOmbo&iS  of  tin    Ft  moral  Win;  (hrJ> 

Male,  32  yean  old,  entered  the  hospital  on  the  tenth  day  of  his 
typhoid ;  the  ehart  begins  on  thai  day.  lie  was  treated  with  cold 
t ulis  from  the  tenth  to  the  nineteenth  day.  with  three-grain  doses 
o\'  aoetanilid  from  tin-  twentieth  to  tin  thirty-third  daj 

Be  ran  a  pretty  severe  typhoid,  but  began  to  improve  on  the 
tilth,  and  was  given  scraped  beef  on  the  twenty-sixth  day. 
•  ntiuued  to  improve,  although  the  afternoon  tern  pern  til  res 
were  up  to  104" ,  until  the  thirty-third  da>  .  Then  he  had  B  • 
elull,  the  temperature  ran  np  to  106*,  there  was  thrombosis  of  the 
left  femoral  vein  and  he  looked  distinetly  septic.  After  tl 
tailed  steadily,  [oat  flesh  and  strength,  and  seemed  likely  to  die. 

On  the  forty-third  day.  with  mueh  misgiving,  for  it  seemed 
like  handling  ■  dying  man,  I  got  him  out  of  bed.    The  chart 
that  during  the  following  week  the  temperature  did  not  go 
101°  and  his  general  improvement  was  most  satisfactory. 
this  he  got  steadily  better,  taking  more  and  more  solid 
although  he  had  irregular  rises  of  temperature  and  a  com- 
plicating orchitis.     Do  was  discharged  well  on  the  eighty-third 
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i  LXXI1  (Figure  41.)  Post-Typkeid  Sepsis;  Repeated 
chills;  Thrombosis  of  tin  Femoral  Veins. 

Male.  17  yean  old,  four  days  before  admission  had  headache, 
:.  prostration,  and  at  once  went  to  bed. 

Qn  the  fifth  day  the  chart  begins.  He  was  put  on  cold  tubs 
from  the  sixth  to  the  eleventh  day. 

From  the  fourteenth  to  the  twenty^ fourth  day  he  was  doing 
well  and  getting  hungry,  although  the  temperature  remained 
high. 

Twenty-fifth  day:  Thrombosis  of  the  left  femoral  vein. 

T\ventv-seventh' day:  CMU,  followed  by  rise  of  temperature  to 
105°. 

Twenty-eighth  day:  Two  chills,  temperature  up  to  106°. 

Twenty-ninth  day:  Two  chills,  temperature  up  to  106°. 

Thirtieth  day  :  One  chill,  temperature  UK 

Thirty-eighth  day:  Thrombosis  of  right  femoral  vein. 

Thirty-ninth  day:  He  was  given  scraped  beef. 

Forty-first  day:  He  is  improving,  hemoglobin  85  per  cent.. 
red  telle  4,540,000,  white  cells  21,600. 

Forty-third  day:  lie  is  ont  of  bed. 

Fifty-fourth  day  :  ITaunoglobin  H5  per  cent.,  red  cells  3,976,000, 
white  eells  11,000. 

Seventy-eighth  day:  Discharged  in  good  condition. 

i    LXXI1I.     (Figure  42.)     Posttyphoid  Sepsis  After  a 

This  man  had  a  typhoid  fever  lasting  for  four  Weeks,  then  there 

was  an  intermission  of  three  days.    Then  there  was  a  true  relapse 

lasting  for  ten  days.     During  the  relapse  he  began   bo  become 

ml  developed  thrombosis  of  the  right  femoral  vein  on  the 

ty-eighth  day,     In  the  seventh,  eighth  and  ninth  week  the 

tnperature  were  curious,  with  intervals  of  one,  two, 

three,  and    four  days  between  them.     There   were   no  malarial 

organisms  in  the  blood.     On  the  fifty-seventh  day  the  hiemoglobin 

To  per  cent,  red  cells  4,608,000,  white  cells  4,400.    He  was 

fed  on  the  thirty-seventh  day,  taken  out  of  bed  on  the  fifty-second 

1  discharged  on  the  seventy-fourth  clay.     He  gained  ten 

in  weight  between  the  fifty-second  and  the  sixty-ninth 

day. 


LXX1V.     (Figure  43.)     Severe  Post-Typhoid  Sepsis; 
Thrombosis  of  Exti  mal  Iliac  Vi  in  and  of  Sinuses  of  Dura  M 

Male,  ."ill  years  u  his  typhoid  with  an  acute  invasion 

and  went  on  with  the  ordinary  symptoms  of  a  severe  typhoid. 
The  chart  began  on  the -seventh  day;  I  saw  him  for  the  first  time 
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on  the  twentieth  day.     He  was  in  his  own  apartment  and  was 
very  well  nursed,  but  received  no  medical  treatment  or  baths. 

Twentieth  day :  He  looked  very  ill  indeed  with  a  sullen,  sus- 
picious delirium.  On  that  day  he  bad  two  chills  followed  by 
sweating. 

From  the  twenty-second  to  the  twenty-seventh  days  there  was 
the  falling  temperature  of  the  fourth  week  of  typhoid,  but  there 
was  no  improvement  in  his  general  condition  and  the  delirium 
continued. 

Twenty-eighth  day:  The  temperature  suddenly  rose  to  104.5°. 

Twenty-ninth  day  \  There  was  a  chill  lasting  for  half  an  hour, 
followed  by  thrombosis  of  the  left  externa]  iliac,  with  a  great  deal 
of  swelling  of  the  whole  le£  and  lower  part  of  the  back. 

Thirty-fifth  and  thirty-sixth  day:  Marked  chills. 

Thirty-seventh  to  the  thirty-ninth  day:  He  looked  as  if  he 
would  not  recover.  He  was  unconscious,  with  general  muscular 
contraction.  I  believed  there  was  thrombosis  <>f  some  of  the 
smaller  veins  of  the  dura  mater, 

Fortieth  day:    lb*  had  a  i-liil I  followed  by  sweatin-j 

Forty-first  day:  I  nave  him  a  poached  e£S\  and  after  this 
gradually  got  in  mr»iv  and  more  solid  food. 

Foiiy-seeond  day:  A  chill. 

Forty- fourth  day  :   A  chill. 

Forty-fifth  day:  The  temperature  fell  to  97°  for  a  short  time. 
I  began  to  treat  the  swollen  leg  with  systematic  rubbing  and 
bandaging. 

Forty-sixth  day:  A  chill,  the  temperature  fell  to  97°.     li 
up  in  a  chair  for  twenty  minutes;  his  mind  was  now  clear      After 
ibis  he  was  up  in  a  chair  every  day, 

On  the  forty-ninth  and  ftfty-firet  days  the  temperatures 
from  105'  to  97 

Ik  had  been  making  slow  but  real  improvement,  and  on  the 
fifty-third  day  lie  was  helped  to  walk  into  the  next  romn. 

Fifty-eighth  days  He  had  his  chill  and  high  temperature  for 
the  last  time. 

After  the  sixtieth  day  he  had  no  more  fever. 

Sixty-fifth  *h\y  :    Me  was  moved  from  his  apartment  to  ;>  hotel 

After  I  his  v  la  uninterrupted,  the  improvement 

iu  the  swollen  leg  being  unusually  rapid. 


T rt  (itmmt, —  Th(*  principles  of  the  prevention  of  typhoid  fever 
stem  to  be  weU  established,  but  the  continued  frequency  of  the 
disease  in  so  many  different  countries  would  seem  to  show  th.it 
there  are  still  some  gaps  in  our  knowledge. 
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The  faeces,  the  urine,  and  the  soiled  clothes  of  typhoid  fever 
patients  all  contain  typhoid  bacilli  and  most  be  disinfected  or 
destroyed. 

The  patient  himself,  under  ordinary  conditions,  is  not  dan- 
gerOQB.  But  in  camps  and  armies  experience  shows  that  they 
should  be  isolated. 

It  has  been  demonstrated  that  typhoid  bacilli  are  introduced 
into  the  body  with  contaminated  water,  ice,  milk,  and  food,  and 
QBOM  Che  disease.  These  sources  of  disuse  can  in  large  measure 
l>c  guarded  against.  The  reduction  in  the  number  of  typhoid 
eases  in  cities  by  purifying  the  water  supply  has  been  very 
marked. 

A  considerable  amount  of  work  has  been  done  with  preventive 
inoculations  of  attenuated  cultures  of  the  typhoid  bacillus  in  the 
British  army  in  India  and  South  Africa.  The  results  arc  still 
uueertain. 

It  would  seem  that  after  the  tons  number  of  years  that  typhoid 
lever  has  prevailed  in  many  different  countries  that  there  Blight 

be  wnne  genera!  agreement  as  to  its  management  and  treatment. 

This,  however,  is  not  the  case;  many  different  ideas  still  prevail. 
These  ran  be  grouped  aa  follows: 

1.  Specific  treatment  with  serums.  This  has  not  advanced  be- 
yond  the  experimental  stage. 

2.  Expectant  treatment,  with  treatment  directed  to  the  relief 
of  symptoms.  This  method  has  he«-n  and  <till  is  employed  in  a 
large  number  of  eases.  The  results  can  be  very  satisfactory.  hut 
depend  Largely  on  the  intelligence  and  experience  of  the  phyei* 
oian  in  charge. 

3.  Treatment  directed  to  the  condition  of  the  small  intestine. 
T!ii<  method  is  based  nn  the  idea  that  the  typhoid  bacilli  live, 
grow,  and  evolve  their  toxin  in  He*  r.uitv  ami  wall  of  tin-  tower 

pari  iif  bhe  small  intestine. 

Originally  antiseptic  drngB  were  given  with  the  idee  thai  they 
were  competent  to  exeii  b  direct  bactericidal  effect  on  theepeeine 
organisms  present  in  the  intestine. 

Now   Hie   matter  is  stated   somewhat   differently,     "It   is  laid 

that  antiseptics  are  not  uiven  in  the  belief  that  they  are  eonipe- 

ftither  to  slay  the  germ  of  typhoid  fever  or  to  neutralize  its 
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toxin,  but  in  the  confident  anticipation  that  they  will  exert  a 
restraining  influence  on  the  propagation  of  the  specific  bacillus 
and  on  the  various  putrifactive  organisms  which  are  associated 
with  it  in  the  alimentary  canal.  Moreover,  even  if  antiseptic 
remedies  are  incompetent  to  exercise  any  inhibitory  influence  on 
the  multiplication  of  bacilli  which  have  already  passed  into  the 
circulation  and  have  been  conveyed  to  distant  organs,  we  are 
prepared  to  believe  that  some  degree  of  attenuation  of  these 
organisms  may  be  brought  about  by  the  presence  of  even  minute 
quantities  of  an  antiseptic  in  the  blood  and  tissues  of  the  body. 

u  To  obtain  the  full  benefit  of  the  antiseptic  method  it  is  neces- 
sary that  the  remedies  should  be  given  early  in  the  disease  and  in 
sufficient  doses.  Under  favorable  conditions  it  is  claimed  that 
the  duration  *of  the  disease  will  be  shortened  and  the  intensity  of 
the  fever  lessened ;  that  the  mouth  and  tongue  will  be  more  clean 
and  moist;  that  diarrhcea  will  be  controlled,  tympanites  held  in 
check,  bleeding  and  perforation  be  less  frequent  and  the  duration 
of  convalescence  shortened." 

All  of  this  is  believed  by  many  men  of  intelligence  and  large 
experience.     If  it  were  true  it  would  be  very  satisfactory. 

It  is  hardly  necessary  to  enumerate  the  antiseptics  that  have 
been  employed  ;  they  range  from  calomel  to  the  oil  of  cinnamon. 

4.  Treatment  directed  to  the  lowering  of  the  temperature.  It 
has  been  believed  by  many  that  by  far  the  greater  number  of 
those  who  succumb  to  typhoid  fpver  die  from  the  effect,  directly 
or  indirectly,  of  the  fever  heat.  It  has  followed,  therefore,  that 
antipyretic  treatment  has  been  very  extensively  used. 

An  antipyretic  effect  may  be  produced  either  by  drugs  or  by 
the  direct  application  of  cold  to  the  surface  of  the  body. 

The  drags  most  frequently  given  are:  quinine,  antipyrine, 
aeetanilid,  phenacetine,  and  a  number  of  others  of  the  same  class. 

Cold  is  applied  to  the  surface  of  the  body  by  sponging,  sprink- 
ling. wtA  packs,  cold  tubs  and  ice. 

In  practice  it  is  easy  to  reduce  the  temperature  in  these  dif- 
ferent ways;  it  is  not  so  easy  to  exert  any  real  effect  on  the 
disease. 

5.  Treatment  of  typhoid  fever  as  a  disease  with  cold  tubs. 
This  method,  if  carried  on  exactly  according  to  the  instructions 
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of  Brand,  immersion  of  the  whole  body  in  water  at  65°  every 
three  hours  if  the  temperature  reaches  103° t  with  friction,  is  un- 
questionably a  real  treatment  of  the  disease,  and  has  diminished 
its  mortality  very  markedly. 

It  has  its  disadvantages.  It  is  difficult  and  expensive  to  carry 
out,  it  is  very  disagreeable  to  the  patient,  there  are  patients  in 
whom  the  reduction  of  temperature  is  excessive,  and  the  treat- 
ment does  harm  instead  of  good* 

Case  LXXV.  (Figure  44.)  Thru  W*ek$'  Typhoid;  Treat- 
ment by  Cold  Tubs;  Excrssin  Falls  of  Temperature;  Recovery. 

Male,  21  years  old,  eight  days  ago  lost  appetite,  was  sleepless, 
but  was  not  aware  of  having  fever- 
Three  days  ago  he  vomited,  had  abdominal  pain,  bowels  con- 
stipated, great  pmst ration. 

Fourth  day:  Face  flushed,  tongue  coated  and  dry,  no  tym- 
panites, no  eruption,  urine  1018,  no  albumin  or  easts.  Ordered 
tub  baths  at  60°  F.  every  three  hours  if  the  temperature  reaches 
103°  F. 

Fifth  ii.iv  :  Shivering  and  cyanosis  after  each  bath. 

Ninth  day:  Typical  eruption  over  abdomen,  diarrhoea. 

Thirteenth  day:   Looks  better,  tongue  is  clean,  is  hungry. 

Eighteenth  day:  Baths  were  stopped,  was  improving,  was 
given  se raped  beef. 

Twenty-seeond  day:  Sleeps  well,  sits  up  in  bed,  has  chops  and 
potatoes. 

Twenty- third  day:  Out  of  bed. 

Twenty-eighth  day:  Left  th*>  hospital. 

6.  The  general  management  of  the  patients.  It  is  agreed  on 
all  hands  that  the  patients  should  be  kept  in  bed  and  on  a  fluid 
diet.     Some  preparation  of  milk  is  the  fond  ordinarily  us 

There  are,  however,  physicians  who  give  their  patients  nothing 
but  water  during  the  first  two  weeks  of  the  disease;  and  it  must. 
admitted  that  sneh  a  starvation  plan  is  often  attended  with 
low  temperatures  and  Sometimes  with  recovery. 

The  main  points  of  divergence  are  as  to  the  use  of  alcoholic 
stimulants,  and  the  proper  time  for  giving  solid  food. 

to  the  use  of  alcoholic  stimulants  different  views  prevail: 
some  give  them  as  a  routine  throughout  the  disease;  some  only 
give  them  when  the  heart's  action  is  feeble:  some  think  that  as  a 
role  they  do  harm  rather  than  good. 


OHO  TYPHOID   FEVER. 

Iii  thr  suae  way  as  regards  the  time  for  giving  solid  food. 
Many  believe  that  no  solid  food  should  be  given  until  the  tem- 
perature has  been  normal  for  two  weeks;  that  if  this  rule  is  dis- 
regarded  the  dangers  of  relapse,  perforation  and  bleeding  are 
increase  I 

Others,  on  the  contrary,  think  that  as  BOOH  as  the  tongue  is 
BM&rt  and  clean  and  there  is  hunger,  that  meat  in  small  quantities 
should  he  given  ;  that  if  this  rule  is  disregarded  the  risk  of  heart 
failure  is  increased  and  convalescence  is  deferred. 


PXBSi  inal  Observations. 

T  have  observed  typhoid  fever  in  New  York  since  1866.  I  have 
had  the  Opportunity  of  seeing  the  course  of  the  disease  in  cases 
under  my  own  eare  and  under  the  care  of  other  physicians.  T 
have  made  many  autopsies.  T  have  naturally  formed  some  defi- 
nite ideas  about  the  disease: 

1.  The  disease  is  not  nearly  as  fatal  in  New  York  as  it  formerly 
was.  The  following  table  shows  the  change  in  the  hospital  mor- 
tality : 

TABLE  OF  THE  MORTALITY  FROM   TYPHOID  FEVER   IN    NEW   YORK  HOS- 
PITALS   Dl'RlNO    THE    YEARS    1877    TO    1883,    AND    THE 
VI   kB8    1900   TO    1904. 


1K77  bO  1883. 

mm  to  ltnn. 

Hospitals. 

1 

I 

9 

■ 
M 

3 

B 

i 

■ 
- 
_ 

1 

i 

u 
O 

i 

Belle  vue * 

311 
169 
107 
147 
8ft 

101 

44 
22 

32.4* 

17.1* 

21.4* 

29 

25.8* 

600 
571 

\  M 

93 
36 
53 
7«> 
64 

15.5* 

Ml  Sinai 

8.4* 

New  York.           ...... 

llonsevelt 

9.2* 
13.0* 

st    Luke's 

13  - 

Total 

819 

219 

2* 

2t648 

12 ,1* 

I  >hoiild  say  the  mo1 
cent. 
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2.  In  the  fatal  eases  death  is  now  regularly  due  to  bleeding  or 
perforation— not  often  to  typhoid  fever  as  a  disease. 

&  This  change  in  the  mortality  is  not  due  to  a  change  in  the 
type  of  the  disease,  but  to  improvement  in  care  and  nursing  and 
the  use  of  tubbing. 

4.  A  satisfactory  plan  of  treatment  is  one  whieh  not  only  saves 
the  life  of  the  patient  but  also  alleviates  the  course  of  the  disease 
and  shortens  convalescence. 

5.  Calomel  does  no  good  and  not  infrequently  causes  salivation. 
Alcoholic  stimulants  usually  do   harm ;   sometimes   they    are 

m-eessary. 

The  antipyretic  drugs  may  be  of  use  in  the  third  and  fourth 
weeks  of  the  disease,  not  earlier. 

The  application  of  cold  to  the  surface  of  the  body  by  sponging, 
sprinkling,  slush  baths,  etc.,  has  no  effect  on  the  eourse  nf  the 
disease. 

While  the  disease  is  going  on  tin*  beet  food  for  the  patient  is 
milk.  As  soon  as  the  disease  is  through  with  they  should  have 
scraped  beef.  As  emivaleseenee  prOgTOWOO  the  quantity  of  food 
must  be  increased. 

B,  I  have  gjeen  many  patients  do  very  well  with  the  expectant 
and  antiseptic  plans  of  treatment. 

There  can  be  no  question  that  the  mortality  of  the  disease  has 
been  much  decreased  since  the  use  of  cold  tubbing  has  heem-ie 
general,  I  think  we  are  learning  that  tin-  good  effects  are  pro- 
dneed  by  the  immersion  of  the  body  in  a  targe  quantity  of  water, 
and  that  the  water  need  not  be  cold. 

7.  Personally,  I  like  to  begin  in  the  first  week  with  tubs  of  99° 
F.  at  12  ai.,  4  p.m.,  and  8  p.m.,  whether  the  temperature  is  high 
or  low,  Theee  tube  I  continue  to  the  end  of  the  second  w<  <k  or 
a  little  longer,  and  then  stop.  In  the  fourth  week  the  natural 
breaks  In  the  temperature  may  he  made  greater  by  the  use  of 
small  doses  of  aoetanilid. 

We  cannot  expect  the  patients  t *  •  take  mueh  milk  during  the 
first  week,  hut  after  that  an  adult  should  tak«j  eight  ounces  every 
three  limns.  If  the  heart  becomes  feeble  during  the  fourth  week 
•Craped  beef  is  a  better  stimulant  than  whiskey  or  digitalis. 

Sulfonal,  trional  and  veronal  seem  t<»  be  the  beet  hypnotics, 
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The  objection  to  opium  is  that  it  is  apt  to  cause  retention  <>l 
urine. 

Excessive  tympanites  is  best  treated  by  rectal  irrigations  with 
hot  water. 

For  intestinal  bleeding  the  ice  coil  over  the  abdomen  is  indi- 
cated. 

For  perforation  of  the  intestine  the  only  hope  is  in  an  early 
operation. 

In  cases  of  post-typhoid  sepsis  it  is  of  the  greatest  importance 
that  the  patients  should  be  given  solid  food  and  taken  out  of  bed. 


List  of  Cases  and  Charts. 

Case  I.  (Figure  1.)  Complete  chart;  gradual  invasion;  four 
weeks'  typhoid;  treatment  by  intestinal  antiseptics;  mild  post- 
typhoid sepsis. 

i;  II.     (Figure  2.)     Complete  chart;  acute  invasion;  twil 
weeks'  typhoid:  no  treatment;  recovery. 

Case  III.  (Figure  3.)  Complete  chart;  acute  invasion;  four 
weeks'  typhoid;  treatment  with  warm  tubs. 

Case  IV.  (Figure  4.)  Complete  chart;  acute  invasion;  four 
weeks1  typhoid;  cystitis;  treatment  with  warm  tubs. 

Case  V.  (Figure  5.)  Invasion  with  repeated  chills;  low  and 
irregular  temperature;  rapid  pulse  ;  death  on  the  nineteenth  day; 
small  intestinal  lesion. 

Cast:  VI.  (Figure  6.)  Invasion  with  bronchitis;  three 
weeks*  typhoid;  irregular  temperature;  recovery. 

Case  VII.     ( Figure  7.)     Complete  chart;  invasion  with  pleu- 
risy with  effusion;  four  weeks'  typhoid;  the  patient  kepi 
with  whiskey  and  bad  treatment. 

i:  VIII.     (Figure  8.)     Invasion  with  vomiting  and  diar- 
rhoea. 

Case  IX.  (Figure  9.)  Complete  chart;  invasion  with  acute 
exudative  nephritis:  treatment  by  Woodbridge  method:  three 
weeks'  typhoid;  recovery  from  the  typhoid  and  the  nephritis. 

Case  X.  (Figure  10.)  Invasion  like  that  of  cerebrospinal 
meningitis;  excessive  falls  of  temperature  from  cold  tubs;  death 
on  the  seventeenth  day;  deep  ulcers  in  the  ileum;  peritonitis 
without  perforation. 
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\L     Typhoid  fever  with  cerebral  symptoms. 
-K  XII.     (Figure  11.)     Complete  chart.     Mild  typhoid  for 
two  weeks;  temporary  improvement;  more  severe  typhoid  for 
three  weeks;  recovery. 

i:    XIII.     (Figure    12.)     Irregular    invasion;    irregular 
course;  purulent  bronchitis;  death. 

Case  XIV.     Death  from  syncope 

QMB  XV,     Early  and  excessive  tympanites:  recovery. 

Case  XVI,  (Figure  13.)  Five  weeks'  typhoid;  repeated  in- 
testinal bleedings;  recovery. 

Case  XVII.  (Figure  14.)  Four  weeks'  typhoid;  repeated 
bleedings:  recovery. 

Case  XVIII.  Fatal  bleeding  from  the  bowels  on  the  seventh 
day. 

Case  XIX.  (Figure  15.)  Four  weeks'  typhoid;  bleeding 
from  the  bowels  on  the  twenty-third  day;  eonvaleseenee  on  the 
twenty-ninth  day;  fatal  bleeding  on  the  thirty-seventh  day. 

Case  XX.  (Figure  IS.)  Death  on  the  thirteenth  day  fmm 
bleeding  from  the  ileum  into  the  colon,  the  blood  not  passed  dur- 
ing life. 

Case  XXI.     Fatal  bleeding  on  the  thirteenth  day. 

3S  XXIL     Staphylococcus  sore  mouth  on  the  sixteenth  day 
of  a  four  weeks'  typhoid. 

m  XXITI+     Broncho-pneumonia  with  typhoid  fever;  death 
on  the  seventh  day. 

Case  XXIV.     Typhoid  fever;  lobar  pneumonia;  death. 

Case  XXV.     Typhoid  fever;  hemiph^hi;  recovery. 

Case  XXVI.     Perforation;  peritonitis;  death. 

("ask  XXVII.     Perforation  during  convalescence;  death. 
58  XXVIII.     Perforation  of  the  appendix  after  typhoid 
fever 

Case  XXTX.  Peritonitis  during  convalescence  due  to  an  in- 
flamed mesenteric  gland. 

Case  XXX.     Aru\<>  eolitis  after  typhoid  fever;  reeovezy. 

Case  XXXI.     Acute  colitis  after  typhoid  fever;  reeovery. 

Case  XXXII.  (Figure  17.)  Croupous  colitis  after  typhoid; 
death. 

CASH  XXXIII.     Amoebic  colitis  after  typhoid  fever;  death. 
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Case  XXXIV.     Typhoid  fever  with  jaundice. 

Case  XXXV.  Epididymitis  and  orchitis  on  the  nineteenth 
day  of  typhoid  fever. 

Cask  XXXVI.  Periostitis  on  the  twelfth  day  of  typhoid 
fever. 

Case  XXX VII.     Periostitis  during  convalescence. 

Case  XXXVIII.  Arthritis  of  the  wrist  joint  during  conval- 
escence. 

i:  XXXIX.     (Figure  18.)     Two  \\veks'  typhoid  fever;  no 
treatment. 

Case  XL.  (Figure  19.)  Two  weeks  typhoid;  irregular  tem- 
perature; bleeding  from  the  bowels;  no  treatment. 

Case  XLI.  (Figure  20.)  Two  weeks1  typhoid ;  Woodbridge 
treatment ;  recovery, 

CASK  XLII.  (Figure  21.)  Six  weeks'  typhoid;  chart  from 
the  fourth  to  the  forty-third  day;  no  treatment;  recovery. 

Case  XLIII.  (Figure  22.)  Eleven  weeks'  typhoid;  treat- 
ment by  cold  tubs;  period  of  improvement  in  the  sixth  week;  re- 
covery. 

Case  XLIV.  (Figure  23.)  Typhoid  fever  with  low  morning 
temperatures;  cold  tubs  for  two  days. 

Case  XLV.     (Figure  24+)     Four  weeks'  typhoid;  tempo 
fall  of  temperature  while  the  disease  was  going  oil 

Cask  XLVI.  (Figure  26.)  True  relapse ;  four  weeks'  ty- 
phoid; one  week  intermission ;  three  weeks'  relapse. 

Case  XLVIL  (Figure  26. )  Chart  from  the  second  day;  true 
relapse;  two  weeks1  typhoid;  two  weeks'  intermission-,  two  weeks' 
relapee, 

38  XLVIII.     (Figure  27.)     Double  relaps-  . 

CASE  XLIX.     Walking  typhoid  fever;  death. 

CASE  L.     Walking  typhoid  fever;  death. 

CasI  LI.      (Figure  'J*.        !  hemorrhagic  typhoid  fever. 

Case  LII.     Malarial  fever  followed  by  typhoid  fever. 

CAJ3B  LIIL  Malarial  fever,  or  typhoid  fever;  death ;  no  les- 
ions. 

*  Uffl  LTV.  (Figure  2*». )  Both  malarial  and  typhoid  poison- 
ing; irregular  temperature;  death. 

Case  LV.     I Figure  80.)     Complete  chart;  uncomplicated  ty- 
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phoid  tVwr;  treatment  with  cold  tubs;  death  on  the  twenty- 
second  day. 

CABS  LVI.     Typhoid  fever  fatal  on  the  ninth  day;  extensive 
intestinal  lesion. 

Ciea   LVII.     fly])hoid   fever  fatal   on   the  tenth  day,  before 
ulceration. 

i    LVIII.     Death  on  the  twelfth  day;  moderate  constitu- 
tional symptoms  with  extensive  intestinal  lesions. 

Case  LIX.     Death  on  the  fourteenth  day;  extensive  intestinal 
lesions. 

38  LX.  Death  on  the  fourteenth  day;  fairly  marked  in- 
1  ^final  lesion. 

(\\se  LXI,     Death  on  the  sixteenth  day  with  a  small  Intestinal 
lesion;  treatment  with  odd  tuba. 

he  LXI1.  (Figure  81,  i  Death  on  the  sixteenth  day;  small 
intestinal  lesion;  thrombus  in  the  tight  ventricle  of  the  heart; 
treated  with  cold  tubs. 

i;  LXITI.     (Figure  320     Death  on  the   forty-ninth  day 
with  cicatrized  ulcers, 

-k  LXIV.     (Figure  33.)     Mild  post-typhoid  seps 
CASE  LXV.      (Figure  34.)      Mild  post-typhoid  sepsis. 
Case  LXVI.     (Figure  35.)     Mild  post -typhoid  sepsis. 
Case  LXVIL     (Figure  36.)     Mild  post-typhoid  sen 
Case  LXVIII.     (Figure  :*T.      Severe  post-typhoid  sepsis. 
i;  LXIX.     (Figure  38.)     Severe  posttyphoid  sepsis, 
j,  LXX.     (Figure      '       Severe  poet-typhoid  sepsis  over- 
tapping  typhoid  fever;  thrombosis  of  the  femoral  veins. 

i;  LXX  I.     (Figure  40.)     Severe  post-typhoid  sepsis;  or- 
chitis; thrombosis  of  the  femora]  veins, 

:  LXXII.     (Figure  41.)     Sevew  poet-typhoid  sepsis 
I  chills,  thrombosis  of  femora]  vein* 
sh  LXXIII.     i  Figure  42,  i     Post-typhoid  sepsis  after  a  n  - 
lapse. 

<ash    LXX IV.     (Figure    43.)     Severe    post-typhoid    sepsis; 
thrombosis  of  external  iliae  vein  and  of  sinuses  of  dura  mater. 

e  LXXV.  (Figure  44.  Excessive  effect  of  eold  tubs  in 
reducing  temperature. 
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EPIDEMIC   INFLUENZA, 


Synonyms. — Epidemic  catarrhal  fever;  grippe. 

Definitions. — An  infectious  disease,  caused  by  the  presence 
and  growth  of  the  influenza  bacillus,  characterized  by  a  rise  of 
temperature,  prostration,  pains  and  inflammations  of  different 
parts  of  the  body.  The  parts  of  the  body  which  may  be  in- 
flamed are:  the  pia  mater,  the  peripheral  nerves,  the  mucous 
membranes  of  the  nose,  throat,  larynx,  bronchi,  stomach,  and 
colon,  the  lungs,  the  pleura,  the  pericardium,  the  endocardium, 
the  muscles  and  the  skin. 

History  and  Causes  (Ziemssen). — The  history  of  influenza 
can  he  traced  back  with  certainty  only  to  the  beginning  of  the 
sixteenth  century.  With  the  year  1510  begins  a  series  of  epi- 
demics the  wide  distribution  of  which  has  been  reached  by  r.o 
other  f.eute  infectious  disease.  Tp  to  the  year  1870  more  than 
ninety  epidemics  have  been  described,  which  generally  extended 
over  whole  countries,  or  whole  quarters  of  the  earth.  As  a  rule, 
the  epidemics  advance  from  the  east  and  northeast  toward  the 
west.  Sometimes  they  occur  simultaneously  at  several  differ- 
ent parts  of  the  earth.  The  epidemics  lasted,  as  a  rule,  only 
four  to  six  weeks;  only  exceptionally,  as  in  Paris,  in  1831,  have 
they  lasted  for  nine  or  ten  months.  Wherever  the  epidemics 
prevail,  very  large  numbers  of  the  population  are  attacked 
There  is  no  special  liability  or  immunity  by  reason  of  age.  sex. 
constitution,  or  condition  of  life;  but  in  some  epidemics  children 
are  exempt.  The  influenza,  as  such,  is  not  usually  fatal,  but 
while  it  prevails  the  general  death  rate  is  increased.  Climate 
and  atmospheric  influences  seem  to  exert  no  effect.  One  attack 
of  the  disease  does  not  protect  against  subsequent  attacks. 
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In  New  York  since  1890  the  disease  has  been  fairly  estatn 
lished.  In  the  summer  there  are  few  cases,  but  in  the  fall, 
winter  and  spring  it  is  very  prevalent.  The  years  have  varied 
as  to  the  number  of  cases,  the  type  of  the  disease  and  its 
severity. 

Lesions. — The  bacillus  which  is  believed  to  be  character- 
istic of  influenza  has  been  found  in  the  sputum,  the  lungs,  and 
the  .blood.  The  inflammations  which  it  causes  are  of  exudative 
type. 

The  changes  in  the  mucous  membrane  of  the  conjunctiva, 
nose,  throat  and  larynx  are  the  congestion,  swelling  and  in- 
creased production  of  mucus  that  belong  to  ordinary  acute  ca- 
tarrhal inflammations. 

The  bronchitis  is  regularly  extensive  and  severe  with  a 
large  production  of  mucus,  pus  cells  and  sometimes  blood.  It 
is  to  be  noted  that  in  New  York  in  nearly  every  case  of  acute  or 
chronic  bronchitis  influenza  bacilli  can  be  found  in  the  sputum, 
although  no  other  symptoms  of  influenza  are  present. 

The  pleurisy  and  the  pericarditis  may  be  with  fibrin  alone, 
with  fibrin  and  serum,  or  with  fibrin,  serum  and  pus. 

In  New  York  the  pneumonias  that  occur  with  influenza  are 
regularly  due  to  a  double  infection  with  influenza  bacilli  and 
pneumococci.  The  influenza  bacillus  seems  to  belong  to  the 
bronchitis  and  the  pneumococcus  to  the  inflammation  of  the 
lung.  In  children  the  anatomical  type  is  that  of  broncho-pneu- 
monia. In  adults  the  pneumonia  involves  one  or  more  lobes 
with  complete  or  incomplete  hepatization,  often  with  congestion 
out  of  proportion  to  the  hepatization.  The  exudation  within  the 
air  spaces  is  composed  of  fibrin,  pus  and  serum.  The  mucous 
membrane  of  the  bronchi  is  congested  and  swollen. 

The  catarrhal  gastritis  is  of  ordinary  type. 

The  colitis  may  involve  the  lower  part  or  the  upper  part  of 
the  colon.  There  is  an  increased  production  of  mucus,  or  an  ex- 
udation of  serum. 

The  kidneys  may  be  the  seat  of  acute  degeneration,  or  of 
acute  exudative  nephritis. 


EPIDEMIC  INFLUENZA.  609 

In  any  one  case  either  one  or  several  of  these  inflammations 
may  be  present. 

Symptoms. — In  most  of  the  infectious  diseases,  besides  the 
fever  and  constitutional  symptoms  due  to  the  toxin,  some  one 
part  of  the  body  is  regularly  inflamed. 

In  influenza  any  part  of  the  body,  or  several  parts  at  once 
or  successively,  may  be  inflamed,  or  the  constitutional  symptoms 
are  present  without  any  inflammation  at  all.  Still  further  than 
this  the  most  important  of  all  the  inflammations — the  pneumo- 
nia— is  not  due  to  the  influenza  bacillus,  but  to  an  additional  in- 
fection with  pneumococci. 

The  ordinary  forms  of  the  disease  are  as  follows: 

1.  Cases  characterized  by  fever  alone.  These  patients 
complain  little,  or  not  at  all,  of  headache  or  of  pains,  nor  io 
they  have  symptoms  referable  to  any  of  the  viscera.  But  every- 
day the  temperature  ranges  between  99°  and  103°  F.,  lower  in 
the  morning,  higher  in  the  evening.  Some  of  the  patients  are 
confined  to  bed,  some  remain  in  the  house,  some  continue  at 
their  work,  although  they  feel  miserably.  The  fever  lasts  a 
few  days,  or  even  two  or  three  weeks. 

In  the  cases  that  only  last  a  week  the  diagnosis  is  easy. 
Those  that  continue  for  two  or  three  weeks  resemble  typhoid 
fever  so  closely  that  the  diagnosis  is  difficult.  All  the  cases 
I  have  seen  were  in  private  practice  in  consultation  so  that  I 
have  no  good  histories.     It  is,  however,  often  to  be  seen. 

2.  Cases  characterized  by  pain  in  addition  to  the  fever. 
The  pain  may  be  a  frontal  headache,  sometimes  of  great  sever- 
ity; or  the  pain  may  be  referred  to  the  back  and  limbs;  it  may 
follow  the  course  of  any  of  the  nerves.  It  may  be  localized  in 
the  chest  as  if  due  to  pleurisy,  pneumonia,  pericarditis  or  an- 
gina pectoris.  It  may  be  referred  to  some  point  in  the  abdo- 
men as  if  due  to  a  localized  peritonitis. 

There  are  cases  with  severe  pains  in  groups  of  muscles  and 
complete  inability  to  use  these  muscles,  in  which  the  inflamma- 
tion may  be  either  in  the  sheaths  of  the  nerves  or  in  the  muscles. 

The  rise  of  temperature  is  rapid,  within  twelve    hours    it 
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runs  op  to  from  102*  to  106°,  but  il  80013  tails  and  the  later  tem- 
pcrafnn's  are  nut  much  over  1'H  T>i* j  frequency  of  the  point 
ami  breathing  rises  and  Sails  with  the  temperature, 

Cabh  I.     /  with  fever  and  headache.     M 

years  old,  Jan.  10,  1901. 

This  afternoon  «-hi U,  temperature  102°,  pulse  96  hiug 

24,  headache,  [tains  in  the  baci  and  legs,  no  catarrhal  inflamma- 
tions or  other  symptoms. 

S >nd    day:       Temperature    102° — 100,    headache    much 

Third  day;    Temperature  100°— 09.6°.     Urine  1034.  u 
lmmeiK  hyalii 

Fifth  day:     Convalescent 

Casi    II.     /"/'•-  tt    fetter    'Nk/  }h  Male,    23 

old.  Dec  ;u,  18! 

Pour  days  ago  fir  began  to  have  headache,  [tain  in  ti 
fever  and  prostration.     There  was  no  eoryza,  no  cough,  do 
dominal  pain. 

Fifth  day:     Temperature  1114°,  pulse  104.  breathing 
tongue  coated  and  dry.  severe  headache,  urine  norma! 

After  ih<*  eighth  day  the  temperature 
The  headache  continued  with  diminishing    severity    until    Lhn 
twelfth  day.     Be  was  not  entirely  well  until  the 

Case  III.     Figure  1.     Influenza  with  fever,  head/at 
pain  in  the  cheat.     Male,  16  years  old,  !>«'•'  21    18! 

Tins  afternoon  began  to  have  chill,  fevei  cue  and  p 

in  the  right  side  of  the  Hirst.      There  were  no  physical  si 
ever  the  hearl  or  Lungs.     [Jrine  1020,  no  albumen. 

The  disease  ran  its  course  without  any  other  symptoms  and 
terminated  <m  tin*  seventh  day. 


Cabs  IV.    Influenza  with  mild  fever  and  seven  pain  in  the 
chest,  like  angina.     Male,  4r>  years  old,  Jan.   27,    18 
hours  ago  he  was  suddenly  attacked  with  severe  pain  confined  to 
the  precordial  region  and  moderate  prostration,  no  other 
toms. 

Now,    temperature    100  !>4.    breathing    24.      The 

athing  is  ratlin-  feeble,  without  rales.     The  heart's  a< 
regular,  ool  strong,  no  murmur. 
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The  chest  pain  continued  fur  three  days  and  then  disap- 
peared.     The  temperature  fell  to  the  normal  ami  he  was  well 

Case  V.     Influenea   with   severe  abdominal  pc  ioul 

inflammation.    Female,  44  years  old.    Dec.  10,  1897, 

She  was  perfectly  well  until  two  weeks  ago,  then  tght 

cold  and  hat]  a  dry  cou^h  umi  in1  <-hest. 

kept  at  her  work  and  got  nearly  well. 

Four  days  ago  she  suddenly  bad  severe  pais  in  the  n 
iliac  fossa.    The  pais  was  continuous,  worse  on  deep  inspiration. 
so  serere  she  had  to  go  to  bed.     Since  then  she  has  been  ferer 
ish.     yesterday  sin-  vomited.     Tin  bowels  were  constipated^ 
have  been  moved  twice  by  laxatives.    She  has  had  a  had  h* 
ache. 

Fifth  day:      Temperature  103°,  puis.   122,    breathing    28 
Urine  1010,  trace  of  albumen  with  red  lite    blood    cells 

There  was  marked  pain  and  tenderness  with  slight  muscular 
rigidity  in  the  right  iliac  region.  She  was  seen  by  Dr.  MeBur- 
ney.  whn  made  out  no  appendicitis. 

The  pain  continued  until  the  seventh  day.     Tin-  temp 
hire  foil  to  the  normal  mo   the  ninth  day.  and  she  was  entlP 
well. 

3.  Cases  characterized  by  great  hndily  and  mental  prostra- 
tion  in   addition  to  the  fever.       In   these  patients,  although   the 

bodily  depression  is  distressing,  the  mental  depression  is  much 
worse.       It.  approaches  melancholia,  and  may  even  pass  into  it 
The   fever  usually   only   lasts   a    few   days,   but   the   mental   and 
bodily  depression  may  Continue  for  weeks  or  months. 

Some  of  ihese  patients  become  insane,  some,  never  gel  hi 
to  their  previous  condition  of  good  health.     Borne  have  fresh 
tacks  of  intti  en/.;i  winter  after  winter  so  that  they  do  not  get  the 
chance  to  recover. 

4.  Oases  characterized  by  acute  catarrhal  infhtmmai 

of  the  conjunctiva,  nose,  pharynx,  tonsils  or  larynx,  in  addition 
to  the  fever.     Tn  these  patients  there  are  the  ordinary  !• 
symptoms  which  belong1  to  the  inflammations  of  these  mm 
memhranes  in  addition  to  the  fever  and  prostration  of  the  in- 
fluenza.     The  disease  and  the  inflammations  run  their 
inside  of  a  week. 
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< '  vse  VI.    Influenza  with  fever,  conjunctivitis,  and 

pharyngitis,  seven  days.     Male,  :>4  years  old,  Jan  8,  I 

Twenty-lour  bouts  ago  began  to  have  chills,  conjunctivitis, 
coryza  and  pharyngitis,  with    headache,    nausea    and 

ini   das 


Temperature   1<>*J  .    conjunctivitis, 
pharyngitis,  headache,  genera]  pains,  prostration. 

Seventh  day:     Temperature  baa  fallen  to  the  normal,  the 
catarrhal  inflammations  are  well 


Case  VXL     Fig  Infilto  aza  with  laryngitis.     Female 

two  yean  old.     Dec.  29,  1898. 

Two  days  ago,  without  evident  cause,  she  became  irritable 
lust  her  appetite,  coughed,  bad  genera]  pains,  nausea  and 
vomiting. 

Third   day:       ^he  looked   quite   sick   and   had   a   dry  krrynrv 

cough.     There  were  no  physical  si^ns  over  th»-  heart  or 
lungs.     The  temperature  chart  begins  on  the  third  «i 

rented  for  the  laryngitis  with  hot  s|>  i  the 

throat  and  the  wine  of  antimony. 

Fifth  day:     The  laryngitis  is  bett  sbie 

and  takes  her  food  although  the  temperature  is  still  high. 

The  temperature  did  net  fall  until  the  ninth  day,  although 
she  continued  to  Improve, 

After  the  eleventh  day  the  temperature  was  normal 

She  was  discharged  «>n  the  sixteenth  day  apparently  weU, 

rill  very   fretful. 

Case  VI IT.     Influenza  with  pharyngitis,     Male,   ft    v. 
old.  March  2! 

Four  days  ago  he  began  bo  have  chills,  body  pains,  head- 
ache, i  roat,  now  vomiting  and  diarrhoea. 

Fifth  day:    Temperature  1<^  ,  tongue  ,dry.    pharyng 
urine  ].m1n  some  albumen  with  hyaline  and  granular  casts, 
h  day:    Temperature  98*    *<>  i( 

Eleventh    day:   Temperature    Ml    to   the    normal,   conva- 

nt. 


5.     Cases  characterized  by  bronchil 

oped  at  any  time  in  the  course  of  the  influeu/a.  or  even  after  ll 
absided. 
In  Mew  V<»rk  bronchitis  is  one  of  the  ordinan  •  in- 
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Lationfl  (bronchitis,  page  139).  It  has  been  found  within  ■ 
Eew  years  thai  the  influence  bacillus  i^  presenl  in  the  sputum 
of  ttearty  even-  ease  of  bronchitis.      Ami  see  some  pa- 

tients who  aeem  to  have  a  bronchitis  and  nothing  else.  We  see 
others  who.  besides  the  bronchitis  have  the  fevert  headache, 
general  pain  and  prostration  of  influenza.  It  is  nor  easy  to  say 
bam  closely  these  (vv<i  sets  of  i  pe  related    t"   each    o 

The  problem  i*  farther  complicated  by  the  hat  the  identi- 

n  ol  the  influenza  bacillus  is  not  us  certain  as  it  might  be 

Cass  IX.     / hfht,  ma  with  bronchitis,     Male,  27  vears  old 
Dec.  25,  1898. 

This  afternoon  he  was  suddenly  taken  with  chill,  headie 
vomiting  ami  severe  pain  in  the  Left  side. 

Now.  temperature   L02  ,  pulse  116,  breathing  128.  prostra- 
tion, headache  with   inuco-purulent,   blood-stained   >pu 
turn.     There  are  tine  and  coarse  rales  over  th*'  left  lung  t)ehind. 
The  urine  is  normal. 

second  day:     Chill  followed  by  rise  of  temperature  to  106° 
In  the  afternoon  tin1  temperature  fell  to  100°,  with  sweating 

Fourth  day:    lie  feels  much  better,  the  cough  is  better  with 
hut  little  sputum;  the  temperature  is  normal 

Sixth  day:     II*'  seems  to  be  well. 


6.  Cases  characterized  by  pneumonia.  In  children  the 
type  is  that  of  broncho-pneumonia  in  adults  that  of  lobar 
pneumonia.     The  inflammation  of  the  lung  ma\   be  develop 

any  time  in  the  course  of  the  influenza,  or  after  ii  has  sub- 
sided. In  adults  the  pneumonia  involves  one  or  more  lobes,  with 
complete  or  incomplete  hepatization,  often  with  congestion  out 
of  proportion  to  t lie  extent  of  hepatization.     In  nearly  all  the 

ee  there  is  marked  catarrhal  bronchitis  of  both  longs,  The 
invasion  is  either  like  thai  of  an  ordinary  lobar  pneumonia,  or 
more  gradual.  The  physical  signs  are  those  of  the  bronchitis 
and  of  the  consolidation.  The  course  of  the  temperature  is  not 
like  that  of  an  ordinary  pneumonia,  there  is  no  sudden  defer- 
vescence, and  the  fever  sometimes  continues  after  resolution  has 
taken  place.  The  expectoration  is  usually  very  profuse,  move 
like  that  of  bronchitis  than  like  that  of  pneumonia.    There  is  in 
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many  cases  a  marked  disposition  to  general  venous  congestion 
with  failure  <>f  the  heart  'a  action.  The  duration  of  these  pneu- 
inoii jas  is  often  longer  than  that  of  ordinary  lobar  pneumouiaj 
and  the  resolution  slower, 

My  own  experience  with  the  influenza  pneui das  of  New 

York,  both  clinical  and  pathological,  has  given  pw  Hi'-  conviction 
that  they  are  all  due  to  a  double  infection*  In  the  cases  called 
influenza  pneumonia  (here  are  four  separate  conditions  either 
one  of  which  may  predominate:  The  toxin  of  influenza,  the  toxin 
of  the  pmiiii  the  bronchitis  and  the    inflammation    of 

the  long, 

i'\se  X,    In/h>  miumoniOf  the  syi 

torn*  "/   Oh    mfluewc  predominating 

•  i.    Male,  L'!l  years  old,  Jan.  21,  1898, 

One  week  ago  he  began  to  have  severe  pains  all  over  the 
body,  slight  cough  with  scanty  sputum,  no  chills,  no  pain  in  the 
side,  no  coryzza,  no  conjunctivitis  uiitiug,  severe 

heada 

Seventh  day.  temperature  i«>4  ,  pulse  100,  breathing  28, 
no  dyspnoea,  moderate  prostration,     urine  1.018,  no 

Over  the  ri*yht  chest  behind,  below  the  angle  <d'  llic  scapula, 

there  is  slight  dulneas  on  percussion,  and  diminished  breathing. 
the  rest  of  the  rijarht  lung  there  is  rough  breathing  and 
sonorous  rales.    Severe  headache. 

Eighth  day.  temperature  104*  to  102*,  pulse  100  to  IK 
actively  delirious. 

Ninth  day.  temperature  103°  to  101°,  actively  delirious. 

Tenth  dayj  temperature  ion    to  98°,  delirious. 

Eleventh  day.  temperature  99    to  98     delirious. 

Twelfth  day.  temperature  100  to  98°,  begins  to  sleep  and  is 
becoming  rational 

The   temperature    did  D    to    (She    norma]    till    the 

eighteenth  dfi 


7,    Oases  characterized  by  inflammation  of  th<-  pleura.  Dry 

pleurisies,  involving  a    part  or  the  whole  of  the  pleui 

side  of  the  cheat,  sre  not  uncommon.    They  occur  at  an> 

in  the  Qourse  of   the   influenza.    They   are   aeeompanied   with 
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phniritir  friction  Bounds,  moi r  Less  pain,  and  h  moderate  rise 

of  temperature.     Pleurisies  with  the  production  of  fibrin  And 

sermn,  or  with  fibrin,  serum,  and  pus.  are  usually  no(  primary, 

Imt  follow  a  lobar  pneumonia. 

8.  rized  by  acuta  catarrhal  gastritis.  The 
patients  Buffer  from  gastric  paiuT  nausea,  vomiting  and  irrita- 
bility of  the  stomach,  occasionally  with  vomiting  of  blood.  These 

symptoms  last  only  for  a  few  days.  01  tinued  for  B 

In  the  protracted  cases  the  emaciation  and  prostration 

are  extrenm  and   death   may   follow. 

9.  Cases  characterised  bj  acute  catarrhal  eoliti 

Besides  th<  and   prestation  of  the   influenza,   there 

may  ho  a  eolitis  of  the  upper  or  lower  part  of  the  colon.     II  the 

upper  pari  is  involved,  there  is  more  or  leas  abdominal  pain  with 
large,  watery  passages.    If  the  tower  part  is  inflamed  there  are 
small,  frequent,  painful  passages  of  mucus  and  blood,    1 
the  inflammation  runs  i1  within  two  weeks  and    the 

patients  are  nol  at  any  time  very  nek. 


OE  XI.     In/luema  with  <i>ut>   cofarrAaJ  colitis.    Mah 
years  old  April  10,  U 

Two  daya  ago  he  began  to   have   chills,    fever,   h. 

H  ml'  and  general  pains. 

Third  day,  temperature  lOfi  .   tongue  coated  and  moist, 
urine  1.022,  no  albumen.    lie  has  frequent,  small,  painful  pas- 
mucus  and  blood. 

Fourth  day.  temperature  i,fi    to  the  tem- 

perature was  not  avrv  I'M 

Thirteenth  day,  the  colitfa  has  run  its  course,  the  tern] 
ature  has  fallen  to  the  normal,  the  patient  is  coni 


\1L    Figure  3.    input  hzc 
headache,  body  pains,  pharyn 
gO  yean  old,  Feb.  15,  1897. 

One  weel  ago  she  began  to  have  pains  in  the  soles  of  both 
feel  witlmnt  redness,  or  swelling    Then  she  had  h  pain 

ha   the   hack,   thighfl   and    cheal    and   QOUgh    with   yellow   spiitnin. 

she  i  had  §evera]  loose  movements  every  day    but  has 
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Eighth  day,  face  (trashed,  tongue  coated  and  rnoisi 

ration,  both  thighs  tender,  urine  1.012,  no  albumen.    There 
is  diminished  breathing  over  the  lungs,  and    a    systolic 
murmur  in  the  second  left  space. 

Twelfth  day,  s\u-  vomits  From  time  !<•  time,  the  spntun 
bloody,  the  bowels  continue  to  be  Loose  with  serum  and  id 

Seventeen?  I  the  eough,   bloody  sputum  and   Jinn: 

bare  stopped;  she  still  vomits,  but  is  evidently  betfc 

Thirtieth  day,  she  is  convalescent. 

10.  Cas«-s  i-haraeterised  by  a  variety  of  rashes  in  tin 

11.  Cases  which  behave  like  acute  cerebro-spinal  m 
ingitis.  The  patients  have  a  febrile  movement  which  nun  SB 
irregular  course.  They  are  much  prostrated  and  Look  very  ill. 
They  have  the  ordinary  cerebral  symptoms:  headache,  pi 
phobia,  painT  tenderness,  and  contraction  of  the  muscles  of  the 
back  of  the  neck,  vomiting,  delirium,  stupor,  general  con- 
i  olsiona. 

12.  The  cases  with  inflammation  of  the  sheaths  of  tin 
suffer  from  a  good  deal  of  pain  along  the  course  of  the  o 
followed  by  b  loss  of  power  and  atrophy  of  tie'  nnisclis 

There  is  a  good  deal  of  variety   in  tl  BS  as  to   the 

duration  of  the  pain  and  the  difficulty  in  distinguishing  bei 
neuritis  and  myositis, 

i.'\se  XIII.     Influenza  with  pain  in  the  muscles.     Male,  23 
years  old.  Jan.  L2,  1*97. 

Five  days  ago  In-  began  to  have  pain  in  both  thighs  and  the 
back  so  severe  that  he  could  not  walk.    The  pain  was  so  b 
that  he  could  hardly  move,  but  otherwise  he  did  not  feel 

Sixth  day,  temperature  103°,  pulse  118,  urine  1.030,  no 
albumen.     The  tongue  is  coated,  there  is  moderate  prostration, 

he  cannot  move  his  legs  on  account  of  the  pain. 

Ninth  day.  there,  is  no  more  pain  in  the  legs,  the  tempera- 
ture has  fallen  to  the  normal. 


18,    In  a  fair  number  of  cases  of  influenza  there  is  a  tem- 
porary albuminuria  with  acute  degeneration  of  the  kidneys.    In 
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■  moderate  u umber  of  eases  there  is  an  acute  exudative  nephritis. 
(Kidney,  page  445.) 

14.  Tachycardia  is  a  prominent  feature  in  a  few  cases  of 
influenza..  It  begins  during  the  influenza  and  may  be  continued 
for  weeks  or  months  afterward.  It  is  accompanied  with  ab- 
normal cardiac  m  a  and  mental  depression.  The  worst 
cases  T  1i;i\  ♦-  seen  were  m  ntes  already  poisoned  with  tobacco. 

1 5.  Daring  t 1 1 ♦  -  winters  of  1903-1904  I  saw  several  cases 
characterized  by  rapid  pulse,  rapid  breathing  and  great  prostra- 
tion, one  of  them  died.  The  rapid  pulse  and  breathing  came 
on  later  in  the  influenza,  sometimes  with  <  edema  of  the  lungs. 

Case  XIV.  Figure  4.  In/h>  toed  haa/rt  action, 

rapid  breathing  and  oedema  of  the  lungs.  Female,  40  years  old, 
Nov.  18,  1903. 

she  began  then  with  terror,  headache,  prostration  and  a  dry 
cough. 

Nov.  22.  I  saw  her  for  the  first  time.  The  noticeable 
things  were  the  rapid  and  labored  breathing,  the  rapid  and 
exaggerated  heart  action,  the  tympanitic  distension  nf  the  ah* 
domen  and  the  extreme  prostration.  The  physical  signs  were 
those  of  oedema  of  the  lungs. 

After  Nov.  30,  she  bad  no  fever,  but  the  bad  breathing  and 
prostration  continued. 

Dee.  4.  The  bad  breathing  and  bad  heart  action  with  the 
disj.*i]MMn  of  the  abdomen  continue;  she  looks  very  ill. 

Dee,  s.  There  is  a  moderate  improvement  and  she  can  eat 
a  little  solid  food. 

Dec.  20.  She  has  continued  to  improve  and  to-day  is  moved 
on  a  courh. 

Jan.  11.     She  is  convalescent 


Case  XV.    Figure  5.    Infiuenta  ■wtih  rapid  breathing  and 
heart  action;  evd&i  n  death,    Wale,  59  yean  old.  Nov.  10,  1903. 

Two  days  ago  he  began  to  have  pain  in  the  left  side,  which 
continued  and  increased. 

>v.  10.  No  cough,  nu  dyspnoea,  no  fever,  no  headache. 
Does  not  feel  sick,  but  has  the  pain  in  the  left  side.  There  is  a 
friction  sound  over  the  lower  lobe    of  the  left  lung. 

Nov.  11.     Eyes  suffused,  temperature  100°,  moderate  pros- 
tration, friction  sound  continues. 
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12.     Temperature  102,6°. 
13.    Feels  much  better,  is  out  of  bed  and  eating. 
Nov.   18.    Temperature   LOO  ,   not  as  well,   friction  Bound 

CLU6& 

Nov.  21,  The  chart  begins.  There  is  a  friction  sound  all 
over  both  hi- 

Nov.  22.  He  feels  very  miserable,  with  dyspncea,  palpita- 
tion, friction  sound  over  both  lungs. 

\<  During  the  previous  night  the  dyspnoea  became 

worse  find  tin*  palpitation  more  annoying.    There  was  profuse 
I  m  aspiration. 

During  the  da>  lie  vomited  several  times,  was  unab; 
down  on  account  of  the  dyspnoea,  face  pale  and  dusky.    He  be» 
came  vet}  much  depressed   and  expected  to  die.    In  tin-  evening 
be  complained  of  great  agony,  asked  to  be  killed,  and  tried  to 
get  <»nt  of  the  room.    There  was  some  oedema  ol  the  lungs. 

Nov  24  Be  complains  bitterly  of  agony  and  pain,  but 
does  not  wish  far  death,    The  dyspnoea  and  palpitation  continue. 

Nov.  25.     He  is  decidedly  better,  although  the  breathing 
to  be  very  rapid.     fn  the  middle  of  the  day  he  sat  op 
and  ate  some  lunch.    Rut  the  breathii  bad  he  cannot  lie 

down  or  sleep.    Urine  1.030.  a  trace  of  albumen. 

Nov.  L?b.  He  seems  hotter,  except  for  the  breathing  and 
pulse.     Ai  11  P.  .M.  he  went  to  bed  and  slept  all  night. 

Nov.  27.  Be  was  very  sleepy  all  day  and  really  looks  as  if 
he  were  getting  belter.     He  slept  most  of  the  time  nntil  0  P.  M 

Ai   LOB    \l..  he  suddenly  looked  worse  and  in  ten  minu 

was  dead. 


Case  XVI.    Inftu&nza  fatal  without  lesions.   Male.  :u  v 
old,  Jan.  28,  1890. 

On  Jan.  24  and  25,  he  felt  unwell,  but  continued  to  work. 

Jan.  26,  he    had    headache,    vertigo,    pains   in   the   sheet* 
stomach  and  back,  vomiting,  eoryaa,  prostration. 

Jan.  28,  temperature   104  ,  pulse  88,  breathing  18,  or 
L.010,  no  albumen,  vomited  twice  with  a  little  blood  some  cough 
with  mucous  sputum, 

Jan.  29.  temperature  L03    to  104  ,  pulse  B8  to  90,  breath- 
ing 20-24. 

Jan  W,  temperature  103*  to  104° ,  pulse  88-86,  breathing 

JlU]     31,  temperature   103°    to   102°,   pulse  90  feo  dh- 

mg  28  to  26,  vomiting. 
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Feb,  1.  temperature  l<»1     to  102     pulse  B8  to  96,  breathing 

otnitiiig. 

Feb.  2,  temperature  Id*  to  1M2C.  pulse  88  to  96,  breath- 
ing 

Feb.  3,  temperature  102  to  103°,  pulse  92  to  96,  breath- 
ing 

Feb.  4,  temperature  100*  to  io-j  ,  pulse  B2  to  9  thing 

be  better 

Feb.  r>.  temperature  101°,  pulse  B4,  breathing  28.  He  locked 
better  and  was  given  a  chop  for  dinner,  bu1  'I  in  the 

afternoon. 

Feb,  6,  in  the  morning  he  iVlt  bettor,  placed  in  a 

while  Ins  bed  was  made,  It  was  soon  noticed  that  lie  felt 
badly,  became  pale,  the  radial  pulse  disappeared,  be  vomited, 
passed  bis  feces  and  died. 

Feb.  7.    Atttopi 

The  brain  ami  its  membranes  wet*  normal.     The  ||. 
rather  small,  there  was  old  thickening  of  ad  mitrd 

valv. 

The  lungs  were  only  partly  inflated;  all  the  capillaries  con- 
tained  pad  blood  eella,  but  were  aot  distended;  the  cells  which 
fine  the  air  spaeea  awe  milch  swollen  but  not  detached;  there 

\V;|s    (to  , 

The  liver  Bested. 

The  spleen  was  large, 

The  stomach  and  Intestines  i  mat. 

The  kidneys  were  congested. 


In  all  these  different  urn,  after  the  disease  ha, 

run  its  course,  the  patient  mav  return    to   his    natural    health 
within  a  short  time.    Mut  one  of  the  distressing  features  of  the 
i-  m  (oar  baa  been  tie-  mental  and  bodily  depression, 

which  continues  for  weeks  and  months  after  the  acute  symptoms 
have  subsided. 

Dr.  Hatchings,  of  the  St.  State  Bospital,  g 

nn  analysis  of  fbi  posl    b  There 

Were   nineteen   men   ami    twenty-one  WO 

for  men  and  47.6  for  women.    Bfel- 
ancholia   was   tie*   form  of  the  disease  in  l-    dementia   in  6, 
genera]  paralysis  to  ">.  and  mai 
4  were  improved,  '•*  died,  2  were  discharged  unimproved,  and  'J 
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became  chronic.     01  tin*  woman  B  red,  8  were  impr 

2  were  discharged  unimproved,  3  died,  and  5  remained  under 

treatment 

Treatment — For  the  influenza  aa  inch  there  is  no  treatment. 

Tlu»  headache,  If  dependent  on  inflammation  of  the  frontal 

sinuses,  can  be  relieved  in  b e  oases  by  Local  applications  to  the 

For  the  general  headache  and  for  the  pains  in  other  parts 
of  the  body,  the  different  coal  tar  preparations  are  <>i'  s.r, 

The  various  accessory  inflammations  are  to  be  treated  aj 
usually  done. 

ise  I. — lufluenza  with  fewer  and  headache. 

(  ;ise  IT. — Influenza  with  fever  and  headache. 

Caae  in. — Figure  1.     Influenza  with  fever,  headache  and 
pain  in  the  eheet 

Case  IW-Infhienza  with  fever  and  pain  In  the  chest  like 
angina. 

Case  V.— Influenza  with  1 1» luminal  pain. 

Case  VI. — Influenza  with  fever  and  catarrhal  inflammat 

Case  VII. — Figure  2.    Influenza  with  laryngitis. 

Case  VIII,— Influenza  with  pharyngil 

Case  IX. — Influenza  with  bronehitw, 

Case  X, — Influenza  with  pueuiim 

Case  XI. — Influenza  with  ;  tarrhal  colitis. 

Case  XII. — Figure  3.    Influenza  for  four  weeks  with  f 
headachei  pharyngitis,  bronchitis  litis. 

Caae  XI II. — fnflnenga  with  pain  in  the  mnsdi 

Case  XIV. — Figure  4.    Influenza  with  rapid  hreathing  and 
heart  action. 

Cafle  XV  -  -Figure  5.    Influenza  with  rapid  breathing  and 

heart  action,  sudden  death. 

Case  XVI, — IntJ  death  without  lesions. 
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RHEUMATISM. 


Any  persons  who  have  pain  in  the  joints  or  muscles  are 
popularly  said  to  have  rheumatism. 

From  this  whole  group  we  can  separate  the  cases  of  gout, 
of  gonorrhoea,  of  scarlet ina,  of  rheumatoid  arthritis,  of  puerperal 
rheumatism  and  some  of  the  cases  of  chronic  rheumatism. 

Inflammation  of  the  muscles,  muscular  rheumatism,  seems 
to  be  due  to  a  variety  of  causes. 

There  remains  a  group  of  cases  that  may  be  mild  or  severe, 
run  a  subacute,  acute  or  chronic  course  and  yet  behave  as  if 
they  were  all  caused  by  the  same  poison,  a  poison  that  is  mild 
or  virulent,  of  short  duration  or  continued  for  long  periods. 

Concerning  the  nature  of  the  poison  we  are  ignorant,  but  its 
effects  are,  within  certain  limits,  regular.  It  causes:  fever,  evi- 
dences of  poisoning,  inflammations,  loss  of  nutrition,  secondary 
anaemia,  rarely  death.  The  poison  in  the  majority  of  cases 
ceases  to  cause  symptoms  after  three  weeks,  but  its  duration 
may  be  much  longer,  and  the  same  person  may  suffer  from  re- 
peated attacks  at  short  or  long  intervals. 

The  disease  is  most  common  in  the  temperate  zones,  but  is 
also  observed  in  cold  and  warm  climates. 

The  time  of  greatest  liability  to  the  disease  is  between  the 
ages  of  ten  and  thirty  years.  There  seems  to  be  both  an  heredi- 
tary and  a  personal  predisposition  to  the  disease.  The  same 
individual  often  suffers  from  several  attacks.  The  strong  and 
vigorous  and  the  feeble  and  debilitated  seem  to  be  equally  liable 
to  the  disease.  Exposure  to  cold  and  wet  often  act  as  exciting 
causes. 
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Symptoms. 

^S^  The  nrdinan    rases  of  acute  articular  rheumatism  with 

I'uiia.  fever  and  inflammation  of  the  joints. 

The  invasion  of  the  disease  is  usually  in  one  of  thro 

For  a  few  hours,  or  for  several  days  the  patients 
complain  of  general  malaise,  headache,  irregular  chills,  a  little 
fever,  irritability,  sleeplessness,  a  ooated  tongue!  no  appetite, 
urine  Loaded  with  urates  and  irregular  pain  about  the  joint*. 

(b)      There  are  pains  and  stillness  of  one  or   n. 
irradually   increasing  and   followed    after   some   hours,   or   & 
by   f.'\ 

-     The   invasion    is  sudden   with  chills,  a  rapid  rise  of 
temperature,  and  inflammation  of  one  or  more  joints 

When  the  disease  is  established  there  is  a  rise  of  tempera- 
ture usually  between   1011    and   104°,     This  fever  may  not   last 
for  more  than  two  or  three  days,  more  frequently  it  eontii 
for  a   week,  sometimes   longer.     Thus   m    LOO  ordinary   hospital 

i-ases  I  found  the  duration  of  the  fever  to  he  one  week  or 
in  37  eases,  and  inside  of  two  weeks  in  68  eases.    But  there  are 
eases  in  which  the  fever  lasts  for  5  or  6  weeks.     When  the  f< 
lasts  longer  than  this  it  is  dm-  to  repeated  attacks  of  the  diss 

With  the  fever  the  pulse  is  full  and  rapid,  the  skin  is  hot 
and  dry  or  bathed  in  perspiration,  the  tongue  i- 
and  vomiting  are  often  present,  the  bowels  are  constipated,  the 

urine  is  diminished  in  quantity  and  loaded  with  urates,  the 

intelligence   is  clear,   but  restlessness  and  sleeplessii  apt 

to  be  marked  features. 

<  toe   Or   nioii'   joints   are     inflamed,    swollen,    painful   and 
uder.     It  is  an  acute  synovitis  with  congestion  and  an  exuda- 
tion of  serum.     In  protracted  cases  the  fluid  becomes  purulent, 
or  the  capsule  of  the  joint  thickened.     There  an 
in  which  pain  is  the  only  evidence  of  inflammation  of  the  j< 
The  cases  vary  as  to  the  intensity  of  the  synovitis,  the  BSV< 
of  the  pain,  the  number  of  joints  inflamed  and  the  way  in  which 
one  joint  after  another  is  involved. 
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The  inflammation  of  the  joints  regularly  lasts  longer  than 
the  fever  and  may  be  followed  by  a  chronic  synovitis.  The  fol- 
lowing table  gives  an  idea  of  the  ordinary  relative  duration  of 
the  fever  and  the  svnovitis : 


TABLK    OF    THE    COMPARATIVE     DURATION     OF     THE     INFLAMMATION     OF    THE 

JOINTS   AND    THE   FEVER,    BASED   ON    200    CASES    FOR   THE   JOINTS, 

100    CASES    FOB    THE    FEVER. 


1 

D 
week    . 
weeks 
weeks 
weeks 
weeks 
weeks 
weeks 
weeks 
weeks 
weeks 
weeks 
weeks 
weeks 
weeks 
weeks 
weeks 
weeks 
weeks 
weeks 
weeks 
weeks 
weeks 
weeks 

u  ration. 

Joints. 
No.  Cases.  Percentage. 

5 2V2 

22 11 

28 14 

16 8 

28 14 

21 IQV2 

11 5% 

11 5% 

8 4 

6 3 

6 3 

6 3 

6 3 

3 1% 

3 1% 

2 1 

2 1 

1 % 

2 1 

1  2 1 

3 IV2 

1 Y2 

7 3% 

No. 
37. 
31. 
14. 

4. 

7. 

4. 

1. 

1. 

0. 

1. 

Fever. 
Cases.  Percei 
>  •  • 

itage. 
...37 

?, 

.  ..31 

3 

. .  .14 

4 

f> 

f, 

7 

8 

9 

. ..  0 

10 

. . .  1 

11 

1? 

13 

14 

15 

Ifi 

17 

18 

19 

?0 

?1 

?? 

23 

to 

year 

Case  I.     Acute  articular  rheumatism,  ordinary  mild  case, 
seven  days  duration.    Male,  21  years  old,  Dec.  30,  1898. 


He  had  an  attack  of  rheumatism  four  years  ago. 

Two  days  ago  he  began  to  have  coryza  and  a  cough  with 
mucopurulent  sputum.  That  evening  the  right  knee  became 
swollen,  tender  and  painful.  The  next  morning  the  left  knee 
was  inflamed. 

Third  day,  temperature  102°,  pulse  104.  Urine  1.008,  no 
albumen,  no  physical  signs  over  the  heart  or  lungs.  He  was  put 
on  alkaline  treatment. 

Seventh  day,  the  temperature  has  fallen  to  the  normal  and 
none  of  the  joints  are  inflamed. 
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Cass  LI.   Articular  rheumatism  prol 
joints  still  mfiamed  at  tfu  62  days,  treatment    u 

on  the  disease,    Female,  29  years  old.  Ma>   I 

On  May  14.  she  began  to  have  pain,  tenderness,   red] 
and  swelling  in  the  right  knee,  then  in  the  left  knee,  the  an! 
and  the  right  hand.     At  the  same  time  she  had  chills 
sweating,  vomiting  and  sore  throat. 

Then-  irate  no  physical  signs  over  the  li  I  lungs. 

The  temperature   ran    between    100c    and   108     up   to   the 
2M  day.  between  M*  and  101°  to  the  3*2.1  dj  did  uH 

tliiwu  to  normal  till  the  36th  day. 

The  inflammatioD  of  the  joints  continued,  samel  tfcer, 

sometimes  worse.    On  the  62d  day  there  was  still  some  pain  and 
tenderness, 

She  took  at  different  times  sodium  salicylate,  alkalies 
antapyrine,    The  joints  were  treated  with  ice,  oil  of  wintergreen, 
blisters  and  iodine.    It  was  evident  that  tin-  treatment  had  no 

i  either  on  the  constitutions]  symptoms  or  the  intlamma* 
of  the  joints. 


Case  III.    Acuti  articular  rheumatism,  protra* 
hon  of  hnet  joint i  m  of  sternoclavicular  joint,    Male.  48 

years  old,  Jan.  9,  189 

No  previous  attacks  of  rheumatism.     For  several  v 
has  bad  some  pain  and  stiffness  in  Ihe  joints.     One  week  S| 
began  to  have  headache,  fever,  profuse  perspiration.     The 
day  the  left  knee  became  swollen,  red  and  painful. 

Now,   temperature  uis<-    1  *  Ml,   left    knee   swollen,   red 

and  painful,  urine  1,032,  no  albumen,  uo  physical  Big 
heart,  or  lungs. 

He  was  put  on  alkaline  treatment  with  the  Inflamed 
wrapped  in  oil  of  wintergioeii, 

Jan.  14.  the  temperature  has  Keen  runnim  100 

and  102  ,  he  is  restless  and  delirious,  the  left  ki atim 

be  n  good  detJ  swollen. 

Jan.  1"),  the  km  aspirated  and  two  ounces  of  tur 

serum  withdrawn.     The  left  sterno-clavicular  artienlation    has 

is  red,  swollen  and  tender. 

Jan.  18.  the  temperature  runs  between  99 
is  almost  well. 

Pelt,  2.  the  man  is  nearly  well,  except  for  the  intlamma: 

of  the  sternoclavicular  articulation.    This  was  on  Feb.  2d  in- 
cised and  packed.    There  was  no  pus  in  the  joint,  bttl 
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sule  was  infiltrated  and  thickened.  After  this  he  improved 
steadilv;  by  Feb.  9th  there  was  no  more  lever;  Feb,  23d  he  was 
well. 

Tna!ment.—Tke  very  mild  eases  of  articular  rheumatism 
unquestionably  get  well  with  simple  rest  in  bed  without  any 
treatment.  On  the  other  hand,  there  are  some  oasea  that  are 
not  benefited  by  any  LwatmaPt  The  majority  of  eases  are 
helped  by  treatment 

The  routine  treatment  in  New  York  is  with  salicylate  of 
soda  in  doses  of  10  to  20  grains  every  two  or  three  hours.  The 
objection  to  this  is  the  number  of  patients  who  suffer  from 
salicylic  poisoning.  For  this  reason  aspirin,  salicin,  or  the  oil 
of  winter  green,  are  often  used  with  equally  good  results, 

There  are  a  moderate  number  of  cases  that  seem  to  do  better 
with  large  doses  of  alkali 

There  is  a  group  of  cases  characterized  by  excessive  pain  in 
the  joints  without  much  evidence  of  inflammation.  These  do 
better  with  pbenacetine,  acelauilid.  antipyrine,  or  saloL 

If  there  is  much  distension  of  the  knee  joints  with  fluid 
it  is  wise  to  aspirate  them. 

2  Ordinary  earn  of  rh&amatuaa  oomplioated  with  iritis, 
n litis,  endocarditis,  pleurisy  or  pneumonia 

Iritis  s    raiv.     It   is   apt    to   be   painful   and 

troabieeame. 

Tonsilitis  adds  nothing  to  I  j>t  the  pain  and 

riling  of  the  threat. 

The  combinations  of  pericarditis  and  endocarditis  with 
rheumatism  are  described  on  pagea  925  and 

The  pU'urisy  is  either  with  fibrin  alone,  or  with  Stain  and 

ft  ruin. 

The  pneumonia  is  a  lobar  |  tie  ol  the  pneumococcna 

type.  It  is  not  easy  to  be  sure  of  the  exact  relationship  of 
the  rheumatism  and  the  pneumonia. 


,(,    nrfiiuhir   tin n moi />■>/» .   pcmanlii. 

tatdii  risy  with  < /fusion.    Male,  l-r>  yean  aid,  Jan,  10 

No  previous  attacks  ol  rheumatism,     K  -  ago  he 

to    haw   pain    in   breath tug.      Soon   there   was   pain   and 
swelling  of  the  left  ankle,  and  fever, 

i]  .  pulse  118,  breathing,  28.  He 

romplains  of  b  g I  deal  of  pain  over  the  heart,  tin-  left  ankle 

ollsn  and  tender,  both  ks  painful.    Urine  L022,  nc 
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albumen.    Then  is  a  double  friction  sound  all  over  the  front 
of  the  heart  and  a  laud  systolic  murmur  at  the  apex;  the 
and  rapid. 

He  was  put  on  the  salicylate  of  soda. 

Eleventh  dav,  the  temperature  has  been  running  between 
lul  and  103°,  the  pulse  between  U>4  and  128.  Today  the 
temperature  lias  fallen  to  99°  and  the  pulse  to  80,  the  precordial 
pain  and  dyspnrea  have  gone. 

He  continued  to  do  well  until  the  twenty-second  day.  then 
the  temperature  ran  up  to  102°,  and  the  next  day  there  was 
fluid  in  the  Lafl  cheat. 

Twenty-fourth  day.  150  c.c.  of  dear  serum  was  aspirated 
from  the  left  chest. 

Twenty-seventh  day.  250  d*c  of  clear  serum  was  aspirated 
from  the  left  che  * 

Thirty-fourth  day,  fche  temperature  has  fallen  to  the  norma] 

he  is  well      He   was   not  strong   enough   to   leave   the   hospifcd 
until  the  forty-third  day. 

rases    of    acute    articular    rheumatism    with    repeated 

Eb  at.  short  or  long  interval*, 

When  the  attacks  are  repeated  al  intervale  of  one  or  d 
years,  eaeh  attach  behaves  like  an  ordinary  attack  and 
be  treated  in  the  sana-  way.     The  principal  danger  is  that  of 
fresh  endocarditis  with  progressive  damage  of  tin-  endocardium 

When    the    attacks    are    repeated    at    intervals    of    di 
weeks  the  matter  is  much  more  serious.     The  disease  is  prac- 
tically continuous,  the  nutrition   suffers,   a   marked  secondary 
aii;iMin;i    us  established,     The  ordinary  drugs   for   rheum 
cease  to  he  nf  any  value,  and  our  only  resource  is  the  use  of  the 
natural  hot  and  sulphur  hatha 

(??)  Cases  of  acute  articular  rheumatism  with  endocarditis 
without   inflammation  of  the  joints. 

Then*   are   a   eertain   number  of  persons   in   whom   we   find 
an   endocardia]   murmur,  disturbed  heart   action,  a  secondary 
ameniia,  increased  leucocytosis,  loss  of  nutrition  and  | 
little   rise  of  temperature.     It   is  evident    thai   they  all   have 
endocarditis.     In  how  many  of  them  the  poison  of  rheum 
is  the  eause  of  the  endocarditis  it  is  ool  sn  easy  to 
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A  considerable  Dumber  of  them  'I*'  very  well  indeed  on  com- 
binations of  iodide  of  potash  and  i<**.li<1e  of  iron, 

of  acuta  articular  rheumatism  with  well  marked 
inflatmnat i on  of  tin  joints,  but  very  little  fever. 

These  patients  are  not  wit  sick  end  do  well  oo  I  nary 

drugs  for  rheumatism. 


|  IfZor    '/m  I  //.   BftOffc  d    iii/htmnnr 

of  fin  joints,  hardly  any  fever.     Female,   v.i  yean  old,  May 
2,  1- 

She  lias  already  had  several  attacks  of  rheumatism.  Four 
days  ago  the  knees  and  shoulders  became  swollen  arid  painful, 
later  the  finger  joints  vet*  inflamed  There  was  headache  and 
loss  of  ;i|  petite,  but  n«i  fever,  or  very  little.  Now,  temperature 
!>f»  pulse  HID,  urine  1.010,  albumen  and  granular  t'jists.  No 
physics]  eigne  over  the  heart  or  Lungs.  The  shoulders,  k 
and  fingers  were  Inflamed,  swollen  and  painful  She  was  gii 
salicylate  of  soda  and  iodide  <>r  potash. 

After  this  the  temperature  was  not  over  W°,  the  inflamma- 
tion of  the  joints  subsided  and  by  May  8  she  \v;is  well. 

fti/v Cases  with  secondary  aiuemia,  loss  of  nutrition,  little  or 
no  fever  and  very  Little  inflammation  of  the  joi 

These  are  very   had  eases.     Tin  \    continue   for  months  and 

years.    Tr<,  fa  very  onaatisf&ctory.    Tin*  ordinary  drugs 

rheumatism  are  of  I  The  natural  mineral  bath> 

out-of-door  Life  in  b  suitable  climate,  ihe  use  of  iron 
and  of  be  the  best  we  can  do. 

—KZjS  Arthritis   after   rheumatism       In   a  certain    number   of 
eases  the  poison  of  rheumatism  runs  its  course  and  disapp^ 
but  !    more  joints— the  hands,   knees,   or  ankles     remain 

inflamed.    Either  the  cavity  of  the  joint  is  distended  with  sero- 
purulent    fluid,  or  the   capsules   and   Burrounding   tisq 
thickened.    Besides  the  impairment  of  movement  there  is  often 

vc:  [>;iin. 

Treatment. — In  managing  these  eases  it  is  better  to  for 

all  about  the  rheumatism  and  only  treat  the  arthritis,     [f  there 
is  fluid  in  the  joint  it  mual   be  aspirated,     For  the  pain  and 
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thickening  pressure,  rest,  extension,  passive  motion  are  to  be 
employed  as  necessary.  I  think  surgeons  manage  these  eases 
better  than  physicians  do. 

VI.  Arthritis  oft§r  rheumatism.  Female,  20  years 
old,  March  13,  1900. 

She  had  one  attack  of  rheumatism  twelve  years  ago. 

Twu  days  ago  (an  to  have  pain  sad  stiffness  in  the 

feet,  shoulders  and  elbows,  with  headache,  chills  and  fever. 

Man-ii  18,  temperature  102  ,  pake  118,  both  knee  joints 
much  swollen,  ankles  and  wrists  swollen  and  tender,  no  physical 
signs  over  the  heart  and  lungs.  She  is  pui  on  the  salicylate 
of  soda. 

March   \ii     There   is  no  iinprovenWBi    IS   the  joint*. 

March  19.  The  other  joints  are  better,  but  the  right  knee 
is  tense  and  painful.     An  ice  cap  is  applied  to  it. 

March  90.  The  right  knee  continues  to  be  swollen  and 
painful,  otherwise  she  is  much  hitter  The  salicylate  of  soda 
is  stopped. 

April  12.  Haemoglobin  50  per  sent,  red  cells  2,688,000, 
white  ceils  8,200.  The  swollen  right  knee  was  aspirated,  hut  no 
fluid  obtained.  After  this  the  knee  was  blistered  and  baked. 
It  continued  to  be  swollen  and  painful  until  July  4,  then  it 
was  put  up  in  Buck's  extension      1 1  eventually  gol  entirely  well, 

\se  VII.    Acute    articular    rhen  bM£*    '»- 

effectual  irt<ttu>4  nt;  the  joint  not  well  after  two  months.  Female, 
30  years  old.  Sept.  22,  18! 

Several  years  ago  ahe  had  rheumatism  in  both  knees. 

Twenty-four  hours  ago  the  left  knee  became  swollen  and 
painful,  she  had  headache  and  feeling  of  heat  and  cold. 
temperature  101%  pulse  92,  the  left  knee  is  swollen,  hot  and 
very  tender.  There  are  no  physical  signs  over  the  heart  rr 
lungs,  She  was  gives  salicylate  <dv  soda,  the  knee  was  put  on 
a  posterior  splint.   pmdtieed  and  bandaged. 

Sept.  24,  an  ice  cap  was  put  on  the  knee. 

Oet,  3,  the  knee  was  blistered. 

Oct,  18,  the  knee  was  poulti 

Nov.  7.  posterior  splint  and  bandage, 

\"V  27,  walked  with  crutches, 

Dec.  6,  she  was  discharged  from  the  hospital  with  the  i. 
still  painful  :-'r 


CASE  VIII.     Arthritis  aft,  »t.     Male,  56  years* 

old,  Jan.  80,  1000. 

Ue  has  had  two  attacks  of  rheumatism  a  number  of 
years  ago. 

Five  days  ago  he  began  with  chills,  fever,  headache  and 
prostration. 

The  next  day  the  right  knee  heeeame  painful  and  also  the 
right  shoulder.  Niiw.  ti-rnpi'iaturi"  100°,  pulse  88,  urine  L027, 
albumen  and  granular  casts.  The  right  knee  is  swollen  and 
painful.  He  was  put  on  the  salicylate  of  soda  and  the  knee 
wrapped  in  oil  of  wintergreen  and  cotton  batting. 

Feb.  14.  I  saw  hirn  for  the  first  time.  The  temperature 
has  been  running  between  :»!i-  and  101°,  except  on  Feb.  11, 
when  for  a  few  h<»nrs  tt  went  up  to  108'  .  lie  M>n  tinned  to  take 
salicylate  of  soda,  the  knee  continued  to  be  very  painful  but 
was   left    undisturbed   in  the  cotton   hailing. 

I    found   the   knee  very   much  BWfllJcn  tended   with 

fliiiii     Oil  Feb.  14.  one  mince  <1   Moid  :d;  on 

the  loth  two  ounces  more  Were  sspif&ted,    Feb.  17  he  was  trans- 

I  to  the  surgeons.     They  made  a  thorough   aspiration  of 

the  knee  and  washed  it  out  with  boric  add. 

_      After  this  he  reenveiad  with  good  use  of  the  knee. 

!>.      The  virulent  68868. 

In  rheumatism,  as  In  the  other  infectious  diseases,  the  poisun 
in  i  moderate  number  of  eases  is  virulent  and  capable  of  causing 
death  without  complications. 

The  masked  features  of  these  eases  are  the  unusually  high 
temperature  and  the  evidences  of  a  virulent  poison.  The  tongue 
becomes  brown  end  dry;  the  pulse   is   rapid   and   feeble,   the 

I irea tiling  is  rapid,  the  patients  suffer  from   restlessn 

lessness,  hypenpsthesia  of  the  skin,  muscular  twitching*,  general 

convulsions,   delirium   and   coma.      Some  of  fli  <n   a    few 

days,  a  few  live  for  several  weeks,  recovery  is  possible. 

Tn  almniL  —  The    ordinary    treatment    for    rheumatism    in 
cases  does  nothing.    The  befit  results  obtained  so  far  have 
been  with  tub  bathil 


Case  IX.    Figure  1.     Vindeni  ri<- 
fifth  day.    Male.  40  years  ..Id.  dan,  22,  1 
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Jan.  Ml    Be  began  to  have  pain  in  the  abdomen  and  b 
headache,  Loa  of  appetite,  high  Fever,  profuse  perspiration,  a 
feeling  of  stiffness  i ti  the  joints,  which  developed  into  severe 
pain  by  the  next  morning  in  the  right  hand  and  shoulder  and 
the  left  knee. 

Fourth  day,  temperature  106°,  puis*   Ms,  tongue  moist  and 
l,  right  hand  and  left  knee  tender,  but  noi  swollen.    I 
L024,  considerable  albumen.     No  physical  signs  over  the  heart 
or  lungs.    Be  was  given  three  tub  bathe  at  86  ,  which  reduced 
the  temperature  to  104 

Fifth  day.  temperature  107°,  pulse  rapid,  weak  and  ir- 
regular, no  delirium,  very  little  pain  in  tflS  joints.  He  had 
three  more  tub  baths,  which  reduced  the  temperature,  but  did 
iin  good,  He  became  9r§1  delirious,  then  stupid,  the  pulse  more 
rapid  and  feeble,  and  at  9  P.  Bff.  he  died. 

The  autopsy  showed  no  lesions. 

Case  X.    Figure  2.     Acute  articular   rheumatism,  fatal. 
'litis.  Female,  25  yean  old,  May  12,  1898. 

One  month  ago  she  began  t<>  have  headache,  dyapt 
exertion,  palpitation,  loss  of  appetite  and  ■  pallor  thai  gradual]/ 

lased.    These  Bymptcmna  seem  to  marl  ginning  of  the 

endocarditis. 

Two  weeks  ago  her  throat  became  §ore  and  the  headaches 
more  severe,    Four  days  ago  both  knees,  the  anldee  and  shoulders 

nr  awollen.  tender  and  painful. 

May  12,  the  temperature  chart  begins.  Roth  knees  are 
inflamed.    The  heart**  action  is  rapid  and  forcible,  then 

mitral  systolic   murmur.      Slh  yen   salient. 

7.  the  joints  are  aoi  much  inflamed,  but  the  pal 

is  doing  badly,  there  ifl  I  double  friction  sound  over  the  front 
of  the  heart.    Shi  spven  alkalies  in  large  da 

She  continued  to  have  high  temperature,  to  lose  Beah  and 
strength,  became  deiirioua,  and  finally  died  on  Bfs  appar- 

ently from  the  rheumatism  alone, 


Cast    XL    Figure  3.     Virulent   form 

m&U$m%  death   on   twenty-fifth  day.     Male.  n  old. 

April   12,  he  began  to  have  a  severe  attach  of  articular 

rheumatism  with  marked  inflammation  of  the  Urge  joints.    The 
temperature   chart    begins  on    that   ilay.      lie   was  with 

large  dos<  ilicylate  of  soda. 
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April  24.  llumioglobin.  H4  per  cent.,  ml  cells.  3,000,000, 
white  cells  1S.92U. 

April  itt.    I  first  saw  falsa.     He  was  Chen  very  ill  and  badly 

Mmed,  dry  tongue,  delirious,  the  joints  still  inflamed  hut  not 

ninth  swollen.    There  were  no  physical  signs  over  the  heart  or 

lungs,    Tin-  liver  was;  large  and  cirrhotic.    I  thought  he  would 

probably  die. 

May  1.  Hemoglobin  58  per  cent,  red  cells  3480,000,  white 
-ells.  17,215, 

May  2,  I  saw  him  the  second  time.  The  inflammation  of 
the  joints  had  subsided,  but  he  was  doing  badly  in  every 
other  way. 

May  7  he  died 

^-^lCh/' Chronic  rheumatism. 

Lesions.— A  chronic  inflammation  beginning  in  the  synovial 
membrane  of  one  or  more  joints.  The  inflamed  membrane  be* 
comes  dense  and  thick,  the  fluid  within  the  synovial  sac  09  usually 
scanty  and  grumous,  sometimes  abundant  and  serous.  The  in- 
flammation may  extend  to  the  eapenlee  and  liga ate  of  the 

joints,   the   nrtirul.tr  cartilages,    and   the   boil 

As  ci implicating  lesions  we  iind  chronic  endocarditis,  chr 
endarteritis,  pulmonary  emphysema  and  bronchitis,  and  chronic 
nephritis. 

Causes, — Th*'  disease  belongs  to  adult  life  and  t<.  old  i 
h  n  especially  common  among  the  poor  ong  persona  who 

axe  constantly  exposed  to  all  sorts  ol  weather.    In  some  pen 
the  of  the  chronic  rheumatism   is  varied  by  attacks  of 

acute  rheumatism. 

-The  symptom*  are  principally   the  toca] 
toms  of  the  inflamed   joints.     But  from  time  to  time  there  may 
be  a  little  rise  of  temperature,  and,  after  a  while,  digestive  dis- 
turbances, loss  of  nutrition,  and  the  symptoms  belonging 
Complicating  lesions  are  developed. 

The  inflammation  begins  in  one  or  more  joints,  often  those 
of  the  hands  and  feet,  continuing  in  these  joints  and  then 
gradually  extends  to  others,  until  in  the  worst  arly  all 

the  joints  in  the  body  are  involved.     The  affected  joints 
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tender  and  painful,  swollen,  sometimes  fluctuating,  sometimes 
stiff,  sometimes  creaking.  The  course  of  the  inflammation  is 
slow,  with  remissions  and  exacerbations. 

The  patients  vary  as  to  the  position  and  number  of  the 
joints  inflamed,  and  as  to  the  extent  of  the  changes  in  the  joints. 

The  prognosis  is  always  bad,  but  yet  in  some  patients  the 
disease  never  cripples  them  completely. 

The  only_-fifficien£-.  treatment  consists  in  the  use  of  the 
natural  mineral  waters  taken  internally  and  as  baths.  'The  best 
waters  seem  to  be  those  of  Sharon,  Richfield,  Virginia,  North 
Carolina,  Arkansas,  Wiesbaden  and  Aix-les-Bains. 

Case  I. — Acute  articular  rheumatism,  ordinary  mild  case. 

Case  II. — Acute  articular  rheumatism,  protracted. 

Case  III. — Acute  articular  rheumatism,  aspiration  of  knee 
joints. 

Case  IV. — Acute  articular  rheumatism  with  pericarditis, 
endocarditis  and  pleurisy  with  effusion. 

Case  V. — Acute  articular  rheumatism  with  well  marked  in- 
flammation of  the  joints,  but  very  little  fever. 

Case  VI. — Arthritis  after  rheumatism. 

Case  VII. — Arthritis  after  rheumatism. 

Case  VIII.— Arthritis  after  rheumatism. 

Case  IX. — Figure  1.  Acute  articular  rheumatism,  virulent 
form,  death  on  the  fifth  day. 

Case  X. — Figure  2.  Acute  articular  rheumatism,  virulent 
form. 

Case  XT. — Figure  3.  Acute  articular  rheumatism,  virulent 
form. 


THE  IRREOILAH  FEVERS  OF  NEW  YORK 


We  sec  in  New  York  a  Large  number  of  sick  persons  in 
whom  a  rise  <>f  temperature  is  the  principal  symptom. 

In   a  Considerable   number   of  these   cases   then  COg- 

nizable  definite  cause  for  the  fever  so  we  may  call  such 
regular  ten  • 

I'mler  this  head  eoine: 

1.  Typhoid  fever.  This  is  always  present  in  New  York,  It* 
the  infection  is  severe  the  course  of  the  disease  is  fairly  typical. 
li*  the  infection  is  mild  the  disease  runs  a  more  or  Less  irregular 
course.     But  vM  ili«-  diagnosis  eau  usually  be  made. 

Malarial  fever  of  the  tertian  form  with  regular 
paroxysms  id'  chills,  Sever  and  sweating  is  not  uncommon,  espe- 
cially in  the  northern  portions  of  Manhattan  [aland  If  is  t<»  be 
noted,  however,  that  Mood  taken  from  the  skin  often  fails  to  nJihw 

the  presence  of  malarial  organisms 

&.  Influenza.  Some  rise  of  temperature  belongs  to  all  the 
cases  of  influenza  hut  is  regularly  associated  with  headache  or- 
otic of  the  accompanying  inflammations.  There  arc  cases,  how* 
ever,  in  which  a  fever  Lasting  for  one,  two  or  three  weeks  is  the 
only  symptom. 

4.  In  the  simple  anaemia  <d"  young  women  and  in  pernicious 
anemia  a  rise  of  temperature  in  the  afternoon  is  regularly 
present  As  a  rule  the  more  profound  the  anasmia  the  higher 
is  the  temperature. 

5.  Sepsis.  When  we  say  a  person  is  septic  we  mean  that  he 
is  poisoned  with  the  toxin  of  one  of  the  pathogenic  ba« 

The  ordinary  bacteria  arc:  streptococci,  pneum >eci,  staphylo- 


THE    fRHEGULAH   FEVERS  OP   NEW    YORK. 


637 


oocoij  gonoeoeci.  and  tin*  bacillus  eoli  eommums.  With  sin'li 
poisoning  there  can  be  any  vari  I  rer,  of  even  no 

at  all.  And  yet  when  we  M  B  imnperalmv  curve  running 
sharply  up  and  down  from  i>7  to  105  ,  Or  more,  with  chills  be- 
fore  t  hf  rise  of  temperature  it  regularly  mgana  sepsis.  The 
Dumber  of  leucocytes  is  sometimes  increased,  sometimes  not. 

6.  Tuberculosis,  Nearly  all  tubercular  inflammations  are 
.it tended  with  a  rise  of  temperature,  The  height  of  the  tempera- 
ture is  in  proportion  to  the  virulence  of  the  infection  rather 
than  to  the  extent  of  the  inflammation.  The  eases  with  a  small 
tubercular  focus  and  fever  as  the  principal  evidence  of  the  in- 
fection are  sometimes  puzzling. 

7.  Syphilis.  Attention  has,  recently  been  eaUed  to  con- 
tinued fever  as  a  late  symptom  of  syphilis.    Some  of  the  cases 

led  are  straightforward,  others  will  hardly  hear  criticism, 

8.  Endocarditis.    It  is  now  well  known  that  then'  are  fit 

of  endocarditis  without  disturbances  of  circulation,  but  with 

as  the  prominent   symptom.     If  the  fever  continues  for 

months  with  very  Tew  beart  symptoms  the  eases  may  be    very 

;|v. 

9.  Ptomaine  poisoning  with  its  attendent  fever  is  of  short 

duration  and  eaailj  made  out. 

On  the  other  hand  we  also  see  a  number  of  sick  persons  in 
whom  a  rise  of  temperature  is  the  principal  symptom,  but  we 
are  unable  to  determine  the  cause. 

These  we  call  eases  of  irregular  fever.  Under  this  head 
come : 

1.  Irregular  fevers  which  suggest  the  idea  id*  malarial 
poisoning: 

Fevers  which  run  a  short  eoune  of  from  one  to  four 
weeks. 

The  fever  is  an  afternoon   fever  of  from  !*!>     to   102°,  ex- 
ceptionally 105*  to  107*.    The  morning  temperature  appro. 
the  normal. 

The  patients  have  more  <>r  lees  headache  and  feeling  of  ill- 
ness so  thai  they  are  more  comfortable  in  bed  than  out  of  it.  but 
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yet  they  do  not  look  wry  sick.    There  is  loss  of  appetite  and  there 
may  be  disturbances  of  the  stomach  and  bowels.     The  spleen  is 
not  enlarged,  nor  are  there  any  physical  signs.    The  blood  J 
ihanges  except  those  of  a  moderate  secondary  amentia. 
Quinine  by  itself  has  no  effect  On  t1 
All  of  the  patients  recover.    In  some  the  fever  simply  runs 
its  course,  in  BODM  anemic  and  quinine  together  seem  to  control 
it,  some  do  not  get  well  until  they  are  taken  out  of  New  York. 

Case  I.    Figure  1.    Irregular  fever  of  Rttu  days  'Jurat 

tnbUng  malaria,    Male,  28  years  old,  on  the  evening  of  Octo- 
ber 27th  had  a  chill,  followed  by  fei 

October  28,  the  temperature  chart  begins     ll**  haa  no  symp* 
toms  except   the  fever,  I               ippetite  and  general  mal.; 

Oct,  29.    His  condition  is  the  same. 

Oct.  30.     He  feels  better,  can  cat  and  goes  out  in  an  auto- 
mobile. 

Oct,  31.     Urine  1.005,  do  albumen  ur  casts.     He  is  gi\ 
anenie,  quinine  and  aeetanilid  together. 

\ov.  1.     He  is  distinctly  better. 

Nov.  4.    lie  is  well  and  remained  so. 
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Case  II.   Irregular  few  atonal  typt  for  itr<  »!<}■<  i>ihf 

[ale,  4r»  years  old,  Nov.  21,  1902. 
For  10  days  be  lias  been  feeling  miserable  with  an  afternoon 
.-mi)  headache.  1 1  * »  has  taken  large  doses  of  quinine  without 
any  benefit 

Mr  now  looks  sh-k,  but  ii"t  much  prostrated;  temperature 

al    12  M.,  101°. 

Nov,  25.  !!♦*  came  back  to  the  office,  not  improved;  after- 
noon  temperatures,  100*  to  102       Il<  was  given  arsenic,  quinine 

acetanllid  together. 

Nov.  29.    The  fever  continues,  he  is  no  better. 

Dec.  1.  The  lungs,  heart,  liver  and  spleen  are  normal. 
Chine,  a  trace  of  albumen  and  a  t  tnular  oasts.    Widal  re- 

action negative,  no  malarial  organisms  in  the  blood. 

Dee.  3.    The  afternoon  tomperatun  l  102°. 

Dec.  9.    lb1  is  well  and  remained  so. 


Cass  IN.     Figure  2.    Irregular  f\  tembUng  malaria, 

Pern  v   12,  L908, 

sin*  lias  Lived  for, some  time  at  Von!  d  baa  jusl  moved 

to  Nen  York.  For  the  past  three  months  she  has  had  irregular 
chills  and  fever.  The  attacks  have  varied  in  severity,  duration 
and  frequency,  but  have  never  lasted  more  than  two  days  She 
has  taken  quinine. 

Qw  ago  she  had  a  chiil  is  the  nigh!  followed  ] 

she  went  to  bed  and  wras  better  after  two  d. 

Nov.  1 1,  she  had  a  chill  followed  by  fever,  she  feels  miserable 
most  ime. 

»V.    12.     She   is  well  nourished,   h.  in  nil  per  cent.. 

m«  malarial  organisms,  she  is  given  arsenic,  quinine  and  iron 
in  combination. 

Nov.  14     The  temperature  cttarl   begins.    The  Lungs  and 
bearl  are  normal,  ihe  liver  and  spleen  are  not  enlarged.    Or 
1.018,  no  albumen  or  eai 

Nov.  16.    She  begins  to  feel  better. 

21,    She  feels  well,  hemoglobin  70  per  cent 

After  December  7th  there  was  no  more  fever.     It   will  be 
D   that  before   that    time   the   afternoon    temperatures   hardly 

reached  100°  and  yet  during  all  that  time  every  afterno 

more  or  less  miserable. 

!><<•.  i,     Heemoglobin  66  per  cent  fiveu  iron  alone. 

Dec.  9,    she  continues  to  grow  stronger    bo  that  she  cin 
do  shopping  without  fatigue. 


Cask   IV.     1 
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!>'•<•.   22.     She   now    feels   perfectly    well  and  strong*  ha»nio- 
globin  70  per  rent.,  all   medicines  stopped. 

This  is  a  good  example  of  the  patients  who  first  haw  distinct 

malaria]  paroxysms  Followed  by  a  continuous  afternoon  Fever, 

which  may  hist  for  Beveral  weeks.  Although  the  morning  tem- 
peratures are  normal  and  the  afternoon  temperatures  not  over 
km  1  ,  the  patients  continue  to  feel  miserable  until  the  fever  faae 
entirely  gone 

Cam  i\'.    Figure  3.    Irregular  ol  />//><  with' 

out  d  >>le  cause,  recovery      Female,  12  years  old,  about 

May  15th  hegau  to  have  irregular  fever  with  paius  in  the  lead 
[ay  IT.     The  drain   Of  one   ear  was   incised   and    nothing 

found. 

May  19.    The  temperature  chart  begins. 

1.      The    mastoid    ef   the  if    was    opened    and 

nothing  bund. 

sie'  took  large  doses  of  quinine  most  of  &e  time   without 
result. 

le  did  not  ai  any  time  even  mth  the  highest  temperat 
took  septic  or  seriously  ill. 

On  June  10th  she  was  put  trs  and  taken  In  Canada. 

After  four  days  in  camp  sin*  had  no  more  fewr.  was  well  and 
remained  so, 


(b)     Irregular  fevers  of  long  duration.     I  have  seen  I 
in  children  ami  adults,  in  persons  Living  In  many  different  parts 
of  the  city.    The  morning  temperatures  are  normal.    The  after- 
noon ami  evening  temperatures  are  from  99Q  to  100°.  and  the 
puke  is  then  fuller  than  at  other  times, 

In  tin-  morning  the  patients  feel  well,  adults  attend    to 

their  business,  children  go  to  school  or  play. 

In   the  afternoon   they  feel   depress,  d   and   miserable,   they 
have  do  appetite  for  their  evening  meal,  they  do  not  sleep 
during  the  tirst  part  of  the  night.     The  symptoms  are  so  im.leti- 
0  puzzle  imih  the  patients  and  the  physicians*     For 
■  v  two  weeks  the  patients  often  think  they  are  merely 
run  down      But  when  tor  two  or  three  months  they  find  that 
afternoon    brings   its    1  they    heroine  discouraged. 

There  is  no  limit  to  tin-  duration  of  this  afternoon  fever.    fi 
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continue  steadily  for  months,  it  may  stop  tths  and  i  hen 

begin  again;  it  may  come  back  winter  after  winter.    Mam 
sons  only  have  it  while  they  bw  in  N  n  few  art 

when  ih<\  go  to  the  country.    It  is  \  ricious.    It  is  pos- 

sible lo  have  it  one  winter  ami  never  again,  or  for  two  or  more 
winter*  and  then  it  will  stop  and  wl  return. 

Drags  have  no  effect  at  all  on  this  fever.    Either  it  stopt 
itself,  or  because  the  patient  changes  his  residence  to  another 
pari  of  New  York,  or  leaves  Hi.-  city  altogether. 

ii.     Irregular  fevers  with  a  distinct  septic  curve  of  t 
perature,  hut  no  discoverable  focus  during  Life,    in  some  of 
eases  a  purulenl  foens  is  discovered  a  Hop  death,    othci 
ami  m>  forns  is  ever  made  out 

l  put  these  cai  use  clinically  they  run    the 

same  online.     Whither  there  is  really  ri  form  of  sepsis  without 
a  purulent  focus  I  do  not  know 

TIp  last  Tor  a  long  while — many  weeks.     Tl 

usually  seen  by  a  number  of  physicians  and  various  • 
are  made,    it  has  seemed  to  nae  that  it  is  not  generally  under- 
stood thai    this  enrve  of  temperature  regulai 

whether  we  ean  find  the  focus  or  not- 


I !  Figure  4     Septic  jenr  for  23 

stin  ufiifi,}  empyema,  which  was  not  dis*  until  tin 

Female,  47  veins  old,  June  89,  1898- 

She  then  had  the  ordinary  symptoms  of  rheumatoid 
thritis. 

July  8.    The  temperature  began  to  rise  in  the  afl 

July  18,    There  was  some  pain  in  the  left,  cheat,  but   no 
physical  silhis, 

November.     She  began   lo  have  a  cough,   with   occasional 
bloody  sputum,  no  physical  signs. 

Jan.   11,   1899.     She  had  an   abscess  in   the  left    li- ■• 
cough  was  worse  and  the    sputum    nunc    profuse,    no    tub 
bacilli. 

During  all  the  lon<r  time  she  was  in  the  hospital  no  < 
able  to  get  any  physical  se_rns  or  to  make  a  di 
worse  and  better  with  the  risrs  and  falls  of  temperature 
lost  flesh  ami  strength  and  died  Feb,  26,  1899< 
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Autopsy.    The  body  was  emaciated. 

Near  the  root  of  the  left  lung  is  a  small  sacculated  empy- 
ema, around  this  a  thin  layer  of  lung  is  necrotic.  Both  lungs 
are  emphysematous  and  the  bronchi  contain  muco-pus. 

The  heart  is  normal,  except  for  an  adherent  pericardium. 

The  stomach  and  upper  part  of  the  duodenum  are  dilated. 

The  liver,  spleen  and  kidneys  are  normal. 


Cask  VI.  Figure  5.  Death  from  sepsis  with  purulent  in- 
flammation of  the  middle  ear  and  right  shoulder.  Male,  40 
years  old,  March  19,  1900. 

Seven  days  ago  he  began  with  chill,  headache^rostration, 
no  vomiting. 

Five  days  ago  he  became  delirious. 

Two  days  ago  another  chill  and  pain  in  the  right  leg.' 

Now,  the  tongue  is  brown  and  dry,  the  abdomen  is  tympani- 
tic, the  man  is  delirious  and  septic. 

March  20.  A  chill  for  ten  minutes  in  the  afternoon,  de- 
lirium continues. 
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March  22.     T! tridenoes  of  general  - 

right  lag  is  BWoll 

March  23.     The  right  shoulder  is  swollen  and  tender, 

March  30.    He  died,  thoroughly  septic. 

Autopsy,     The  brain  and  its  membranes  were  normal. 

The  left  middle  ear  contained  p 

The  right  shoulder  joint  contained  pus. 

The  hinga  were  emphysematous. 

The  heart,  kidneys,  liver  and  stomach  were  normal. 

In  this  case  the  sepsis  was  entirely  out  of  proportion 
ear  lesion. 


i:\I1.    Figure  6.      In  fever  of  septic  tgi 

to  July  15.  possibly  due  to  an  a 
Km,    Male,  4S  years  old. 

About    May  1  began  to  have  the  fever,   which  is  seen  in 
the  chaj  o  other  symptoms  except  a  gradual  loss 

of  flesh  and  strength.    <Ui  many  days  tin1  ri  'ire 

were  preceded  by  chills, 

liv  was  seen  by  a  number  of  physicians.     No  one  could  find 
evidence  of  any  local  disease    There  was  no  inc 

a,   mm  malarial  organisms.       A    variety  of  diagnoses   w 

made.      I   S;iu    him   on    May   24,      I   could   001  "it  any  I 

dance  of  a  local  lesion  in  any  pari  of  the  body,  Although  he 
was  feeble  and  emaciated  he  did  not  look  so  very  badly.  I 
thought  he  i  (faring  from  septic  poisoning  without  h  dis- 

coverable  focus  and  ad?  v.  do  medicine,  but  to  begin  to 

'inn  and  get  him  out 

This  was  d<me  and  in  about  a  week  he  was 
to  be  moved  to  b  hotel  » t i  the  suburbs,    There  In*  continued  to 
gain  flesh  and  strength  in  spite  of  the  continuance  of  the  fen 

Finally  from  July  15th  to  18th  he  pa*  ay  from 

the  rectum  8  to  12  stools  co  ocipally  of  pus.     Ai 

that  he  had  no  more  fever  and  gained  rapidly, 

I  heard  a  year  later  that  he  was  quite  well  and  attending 
to  his  business. 


i    VTTT.     Figure  7      Irregular  fever  of 
ration,  to  ptic  typ\ .  no  t.     Female, 

5   is: »T. 

She  was  perfectly  well  until  16  days  ago.  Then  sic 
to  have  abdominal  pain  low  down  on  the  right  side.  T 
day  she  had  a  severe  chill,   followed  by   fever.     The  pain   has 
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continued,  the  bowels  have  been   loose.   there   has   been  a  cough 
with   ltne  u -purulent  sputum.      Wo   heada-  taxis,   hffimop- 

tyses,  night  sweats  or  vaginal  dischar 

\<»u  sh»-  complains  of  pains  all  over  the  body  end  weakness. 
The  tongue  is  he.ivily  coated,  moderate  dyspnea  Lfolominnl 

tenderness   in  the   right   iliac    region,    modem  .nites,   no 

eruption,  urine  1.010,  a  1  i 1 1 1  ■  -  albumen,  many  pus  cells.     There 
arc  no  physical  signs  over  the  chest  or  abdomen.    She    looks 

seriously  iLL 

Dee.  7     t  !  i .  re  are  no  tubercle  bacilli  in  the  sputum, 

De  t  chill,  followed  by  sweating     No  ma- 

J  organisms  are  found  in  the  blood. 
dan,  18.    Throi  f  left  femoral  vein. 

About  tlie  ii5th  day  slu*  began  to  improve  and  go1  entirely 
well. 


-i.    IX      Figure  8.     lrr$fftttat   ft  Wp*  (or 

eigkty-fivi  day  Hale,  -  old,  Jan.  28,  1901. 

igo  he  caught  eold 
Eleven  days  ago  be  woke  up  in  the  early  Enorning  with  a 

seven-  chill  and  sharp  pain   in  the  upper  part   of  the  Ml 

that  tini**  he  has  been  in  bed,  growing  weaker  with  per- 
sistent cough  and  pain  b  the  Left  chest, 

Now.  the  tongue  is  brown,  dry  and  coats  « t ion 

is  rapid,  shallow   and    lahored.     The  sbdon  normal.      Both 

and  the  left  shoulder  are  still  nful.    The  . 

frequent  with  scanty  rusty  sputum,    lie  is  very  weak,  pulse 
88,  breathing  44.    Trine  )  ec  of  albumen,  m 

of  the  right  lung  without  ehang  voice 

or  breathing,  no  physical  signs  over  the  heart.  li\  pleen, 

Jan.  29.    Tongue  dry  and  brown,  no  cough  >>r  sputum,  no 

pain  in  the  cheat,  bjBmogiohin  BO  per  cent  .  r^<\  »  4,000, 

white  <  W0. 

a    Tongue   moist    and    coated,    feels    better    and 
stronger,  abdomen  a  little  distend 

Feh.  3,    Tonsjne  brown  and  dry,  s  good  deal  of  pain  in  the 

shoulders  end   Hght   arm. 

Feb.  7.     The  tongue  continues  dry.   i  -rtewhat  apa- 

he  has  a  good  deal  of  pain  in  the  shoulders  and 
toglobin  "  cells  4.7-  irhite  cells  II 

lb*  d«(es  not  improve. 

Feb.  ii.    The  tongue  is  clean  end 
but  looks  sick. 


646  THE  IRREGULAR  FEVERS  OF  NEW    YORK. 

Feb.  20.     He  is  beginning  to  improve  and  is  a  little  hungry. 

Feb.  27.     He  sits  up  in  bed. 

Feb.  28.     He  sits  up  out  of  bed. 

March  12.  He  is  steadily  improving,  haemoglobin  75  per 
cent,  red  cells  3,861,000,  white*  cells  6,000. 

March  14.  Urine  1.016,  a  good  deal  of  albumen,  many 
pus  cells  and  granular  casts. 

March  19.  Urine  1.016,  trace  of  albumen,  pus  cells,  no 
tubercle  bacilli.     He  continues  to  gain  flesh  and  strength. 

March  23.  Haemoglobin  75  per  cent,  red  cells  4,400,000, 
white  cells  14,200. 

April  1.  He  is  out  of  bed,  the  urine  contains  very  few  pus 
cells. 

April  24.     He  is  well  and  in  very  good  condition. 

3.  There  are  long  irregular  fevers  with  marked  cerebral 
symptoms  that  may  terminate  in  death  or  recovery  and  yet  there 
is  no  meningitis.  Some  of  the  best  examples  of  this  form  I-  have 
seen  in  consultation  and  have  no  histories. 

Case  X.  Irregular  fever  with  cerebral  symptoms  for  six- 
teen days,  death,  no  lesions.  Female.  20  vears  old,  March  29, 
1882. 

Ten  days  ago  she  began  to  have  chills,  loss  of  appetite, 
nausea  and  vomiting. 

The  next  day  the  face,  arms  and  legs  were  covered  with  a 
rash,  severe  headache  and  photophobia,  the  bowels  have  not 
moved  for  three  days. 

Now.  the  tongue  is  dry,  the  left  pupil  larger  than  the  right ; 
headache;  red.  tender,  elevated  patches  on  the  arms,  legs  and 
face.  Urine  1.02").  a  trace  of  albumen.  Temperature  103°.  pulse 
100. 

March  30.     Temperature  103°  to  103c.  pulse  96  to  116. 

March  31.  Temperature  101°  to  102°.  pulse  100.  She 
cries  out,  makes  faces  and  is  unable  to  swallow. 

June  1.     Temperature  101°  to  99c.  pulse  96  to  88. 

June  2.     Temperature  102°  to  100°.  pulse  96. 

June  3.  Temperature  9.V\  skin  cold,  pupils  dilated;  she 
died. 

Autopsy .-  -The  pia  mater  looks  a  little  dry,  but  shows  no 
inflammatory  lesions,  the  brain  is  normal. 

The  spinal  cord  and  its  membranes  are  normal. 
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The  lungs  are  congested. 
The  heart  is  normal. 
The  liver  is  large  and  congested. 
The  spleen  is  of  medium  size  and  soft. 
The  pyloric  end  of    the    stomach    is    thickly    coated    with 
mucus. 

The  solitary  glands  of  the  ileum  are  a  little  swollen.  i 

The  mesenteric  glands  are  not  swollen. 

The  kidneys  are  normal.  i 

The  uterus  and  its  appendages  are  normal.' 

Case  XL     Figure!).     Inryular  fcvvr  with  marked  vcrvhrol 
symptoms,  rtcovcry.     Female.  25  years  old,  Oct.  25.  1900. 

Four  days  ago  she  began  to  feel  chilly  and  feverish,  vomited, 
felt  sick  and  went  to  bed.  ! 

Now.  pale,  tongue  coated  and  moist,  restless  and  nervous,  1 

no   physical   signs,   urine    1.080,   trace  of   albumen,   pulse   148, 
breathing  40. 

Oct.  28.     Active  noisy  delirium  .with  delusions  and  sleep- 
lessness. | 

Oct.  2o\     The  sleeplessness  and  active  delirium  have  con-  \ 

tinned  in  spite  of  bromide,  morphine  and  hyoscine;  the  tongue  J 

is  dry ;  she  looks  as  if  she  had  some  infectious  disease,  pulse  120 
to  180.  breathing  24  to  82.  | 

Oct.  29.     For  the  first  time  begins  to  sleep  and  is  no  longer  I 

delirious.  j 

Oct.  81.     I hemoglobin   100  per  cent,    red    cells    5,288,000,  i 

white  cells  9,200;  no  widal  reaction.   She  still  has  hallucinations, 
the,  tongue  has  become  moist. 

Nov.  8.     She  is  still  irrational,  but  is  quiet. 

Xov.  11.     She  is  now  quiet  and  rational,  pulse  SO  to  108. 
hemoglobin  9(5  per  cent.,  red  cells  5,040.000.  white  cells  9,800.  \ 

After  this  she  steadily  improved  and  by  Xov.  28d  was  entirely 
well.     I  was  unable  to  make  a  diagnosis.  1 


4.  From  time  to  time  we  see  young  women,  only  moderately  ! 

anamiic.  who  for  mouths  run  an  afternoon  temperature  of  about 
100 \  They  are  anxious  cases,  for  a  miliary  tuberculosis  without 
physical  signs  is  always  possible.     But  it  is  possible  to  follow  i 

these  patients  for  so  long  a  time  as  to  render  it  probable  that  no 
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tuberculosis  was  ever  present.     So  we  have  to  put  these  cases 
under  the  head  of  irregular  fever  without  discoverable  cause. 

5.  There  are  short  fevers  that  resemble  influenza  and  yet 
seem  to  be  different  from  it. 

Case  XII.  Figure  10.  Irregular  fever  resembling  in- 
fluenza.   Female,  5  years  old. 

March  13.  She  came  home  from  dancing  school  and  felt 
sick  and  feverish. 

March  17.  She  had  some  pharyngitis  and  looked  as  if  she 
had  typhoid  fever.     She  was  given  three  tubs  a  day  at  99°. 

After  this  the  temperature  fell  and  the  child  improved  until 
March  20,  when  she  was  well.  It  was  a  month  before  she  was 
all  right  again. 

Case  XIII.  Figure  11.  Irregular  fever  resembling  in- 
fluenza.   Female,  30  years  old,  Oct.  10,  1900. 

Six  days  ago  she  began  to  feel  chilly,  feverish,  with  head- 
ache, body  pains  and  enough  prostration  to  go  to  bed.  She  also 
had  nausea  and  repeated  vomiting. 

Oct.  10.  She  had  a  severe  chill,  followed  by  fever  and 
profuse  sweating.  She  has  had  a  little  cough  with  muco-purulent 
sputum. 

Now,  her  face  is  flushed,  tongue  coated  and  moist,  urine 
1.022,  a  little  albumen  and  a  few  granular  casts. 

Oct.  11.  She  slept  very  little,  vomited  occasionally,  no 
malarial  organisms  were  found  in  the  blood. 

After  this  she  gradually  improved  and  by  October  19th 
was  quite  well. 

6.  Irregular  fevers  of  uncertain  character.  Under  this 
head  I  can  simply  describe  a  few  of  the  cases  of  severe  con- 
tinued fever  for  which  I  was  unable  to  account. 

Case  XIV.  Figure  12.  Severe  continued  fever  of  uncer- 
tain origin.    Male.  27  years  old.  hospital  interne. 

Ten  years  ago  he  acquired  a  gonorrhoea  which  was  not  en- 
tirely well  until  the  end  of  ten  months.  After  this  there  was  no 
stricture  and  no  return  of  the  discharge,  but  if  he  drank  to  exr 
cess  there  was  irritability  of  the  neck  of  the  bladder. 

At  the  end  of  June  for  a  week  he  drank  a  good  deal. 
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July  1  he  went  hack  to  work  with  irritability  of  the  i 
of  the  bladder.    For  this  he  was  given  a  deep  Injection  of  nitrate 
of  silver.    Tins  caused  much  pain  and  be  had  t<>  go  to  bed,  but 
fever.     H>  the  ^\u\  of  July  there  was  no  mom 
irritability  of  the  bladder. 

August  1   b  went   hack  to  work,  but  ROOD   fell 

with  a  temperature  Of  l<Hi    in  1 1  ■  •  •  morning  and  10L):  in  the 
noon,  until  August  24.  when  the  temperature  chart  begins.    The 
urine  contained  b  fen  pus  cells,  but  do  ejonococci  were  Found  at 

any  1 1 

Aug.  31,     An    inflamed   inguinal  gland  was  cut    oat      It 
showed  do  t-hanges  but  those  of  simple  inflammation.     Leuco- 
,M    widal  reaction  negative, 
pt   5.    Night  sweats,  Leucocytes  14,400. 
Sept  5.    Three  grains  of  calomel  caused  laliyation. 

pt  7.     i  woe  headache  with 

photophobia,  which  continued  day  and  night  and  could  not  he 

pt  15.    I  saw  him  for  the  first  time.    Bu  condition  was 

thai  of  I  man  who  was  very  bi  'isoned  as  morn 

likely  to  die  titan  to  recover.    I  thoughl  Ins  only  chain 

!  him  and  take  him  awaj  from  the  hospital 

II.'  waa  given  scraped  beef  and  sat  up  in  a  chair 
for  a  short  time. 

Sept.  21.     He  was  carried  out   into  th-  AJtho 

be  still  has  headache  and  fever  be  u  distinctly  better 

Sept.  30.     n>-  we*  taken  to  Ins  home  in  atry      \ 

that  he  had  no  more  and  continued  ]  The 

temperature  continued  at  99    to  100    for  thr--.-  weeks. 

Nov.  1.     Be  seemed  to  be  entirely  well. 

Dec.    1.      He   went    hark    to   !h<-    hospital    and    KX  i    to 

feel  sick  with  rnoon  fever. 

Jan.  1.    He  had  to  for 

months.    Ih*  did  not  go  back  to  the  heap 
F<n  iinee  be  rfeetly  welL 


\v.    Figure  13,    trregtu 
and  after  tr  gireph  tor*  throat     Male,  old.  Jan. 

18,  1898, 

Bight  days  ago  be  began  to  have  a  dry  cough  with  pain  in 
the  throat.  iV\  dacha,  abdominal  pain  and  diarrhoa      The 

throat  has  continued  to  be  very  painful. 

Now.  there  are  t"  fake  membrane  over  the  pharynx 
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Cultures  from  the  throat  gh  streptoooeoL 

The  throat  is  clean 
The  man  continues  to  be  ill  with  dry  tonj 


and  tonsils.    There  are  sibilant  and  sonorous  breath:  the 

lower  lobes  of  both  lungs,    drine  1.013,  no  albumen  or  at 
Jai  Mo  diphtheria  bacilli  were  found  in  culturi 

the  throat    The  throat  is  better,  but  the  man  com  .  be 

sick, 

Jan.  2$ 
Ja- 

Feb 
delirium. 

Fell.  !>.    Be  is  better  and  hungry. 

March  3.    He  is  well 

The  point  of  Interest   in  this  case  was  the  long  «»iintinii;r 
of  the  fever  after  \\w  throat  was  well 

XVI.     Figure  14.     frrefftdor  fever  for  which  a< 

m,  satisfactory  explanation^  r>>m^rif     Mali  ana  old. 

Feb.  In,  1900. 

About  17  days  ago,  poaure,  he  began  to  have  prostra- 

Hon,  general  pains,  headache,  vomiting,  chilhnesa,  fever  and  had 
td  stop  work. 

Fur  the  first  week  he  n  morning  and  v. 

in  the  evening,    Ho  frit  dizzy,  n  I  with  <>  vomit- 

ing, two  or  three  chills  in  each  twenty-four  hours 

During  the  second  week  h<<  managed  to  work  in  the  morn- 
ing, but  was  weak  and  miserable  in  th<*  afternoons. 

Mow,  !  is  flushed,  tongue  eoated.    There  are  no  phy- 

sical siims  over  the  eheai  and  abdomen,  haemoglobin  90  per  cent., 
red  eeUfi  '»m»,  white  cella  12,000,  no  malarial 

were  found  on  repeated  examinations.     lie  continued  with  do 
symptoms  but   the  irregular  fever  and  prostration  until  V 
22,  when  he  was  evidently  getting  better 

March  L    He  seemed  to  be  entirely  well. 

W'll      FHgure  15.     Irregular  fever,  death,  a 
Female,  L8  years  old,  Nov,  38,  1882, 

Several  years  ago  she  had  an  attack  of  chores  which  lasted 
two  months,  since  thai  time  her  health  has  noi  >od. 

Two  yean  ago  she  had  several  attacks  of  rh«  mil 

\nw  site  tWls  weak  and  miserable,  pulse  128,  breathing  28, 
.  loud  systolic  murmur  at  the  apex  of  the  heart,  urine  1.020,  no 
albumen.    She  looked  feeble,  bul  noi  very  ill. 

Dec.  11.    She  began  to  menstruate  with  marked  hysi 
symptoms.     The  next  day  she  lost  control  of  the  bladder   and 
rectum. 
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She .continued  to  look  like  al  trirl.  but  gradually 

grew  weaker  ami  more  stupid,  with  a  dry  touj 

On  January  tfth.  without  other  symptoms,  the  temperature 
suddenly  began  to  rise  and  in  a  tew  bonr 

Autopsy*  The  brain  and  its  membranes  showed  no  changes 
except  ;i  moderate  congestion  of  tin.*  pia  mater,  Minute  exami- 
nation <>t"  the  pia  matei  showed  do  Lesions, 

In  the  lungs  the  large  and  medium  sized  bronchi  contained 

iniicii  -pus. 

The  mitral  valve  waa  thickened,  moderately  stenoaed  and 
insufficient. 

There  were  u<»  TOgetations  or  ronghneai 

The  liver  was  congested. 

The  spleen  and  kidneys  were  DormaL 

The  stomach,  small  intestines,  uterus  and  ovaries  showed 
no  lesions, 
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Will.    Figure  16.    Irreyuhr 
atkf  <u(t<>i>stj.    Male,  <>s  years  old,  Jan.  17.  L8! 
For  years  he  has  had  attacks  of  bronchitis  and  asthn 
h.-is  also  had  several  attacks  of  acute  g 

In  May.  1898,  he  began  to  have  dj  >n  exertion  and 

a  feeling  ade. 

In  October  he  began  to  have  a  sough  with  mueo-puruleni 

Sputum  and  daily  attacks  of  asth; 

n    November  ~>th  the  asthma  has  not  been  troub 
Now,   be  complains  chiefly  of  rough  and 
arteries  are  not  contracted,  physical  signs  of  emphysema  with 
suhrrcpitniit  rales,  good  and  regular  heart  action,  urine  1.030, 
no  albumen,  casts  or  BUga* 

Jan.  18  to  20.    Then  was  nausea  and  vomiting 

J4.     Vomiting  and  diarrhoea,  he  is  getting  more  ft 
2.     The  diarrhoea    continues,    Irv  is    somewhat     I 


Jan. 
Feb. 

Feb. 


11.     lie   jg  delirim, 

lie  looked  to  me  throughout  as  it'   he   had   chronic   ae] 

The  House  Staff  thought  he  had  typhoid  fever. 

Feo,  16.     He 

Autopsy. ~  There  were  patches  of  fresh  fibrin  on  the  pleura. 
The  bronchi  contained  mueo-pua.    The  lung*  wen-  emphya 
tons,  but  not  d  or  cBcleiuatons. 

The  left  ventricle  of  the  heart  is  a  Little  dilated,  the  mu- 
lar  fibres  are  degenerated.    The  wall  of  the  anterior  coronary 
artery  is  thickened, 

The  aorta  through  Lta  entire  length  shows  patches  of  old 
thickening,  some  of  which  are  covered  by  thin,  fresh  thrombi 

The  liver  is  small,  in  the  condition  of  chronic  congestion. 

The  spleen   is  normal. 

The  mucous  membrane  of  the  stomach  is  intensely  congested. 

The  small  intestine  is  normal. 

The  kidneys,  bladder  and   prostate  show    no  Leak 


Case  t, — Figure  1.     [rregular  fever  resembling  malaria 

se  IT. — Irregular  fever  resembling  malaria. 
Case  III. — Figure  2     Irregular  fever  resembling  malaria. 
Case  [V. — Figure  3,     Irregular  fever. 
Case  V.    -Figure  4.    Septic  fever  for  234  days  with  ■  small 
sacculated  empyema  which  was  not  discovered  until  the  aut 
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Case  VI. — Figure  5.  Septic  fever  with  purulent  inflamma- 
tion of  the  middle  ear  and  right  shoulder. 

Case  VII. — Figure  6.  Irregular  fever  of  septic  type  last- 
ing from  May  5th  to  July  15th,  possibly  due  to  an  abscess  near 
the  rectum. 

Case  VIII. — Figure  7.  Irregular  fever  of  septic  type  for 
80  days,  recovery. 

Case  IX. — Figure  8.  Irregular  fever  of  septic  type  for  85 
days,  recovery. 

Case  X. — Irregular  fever  with  cerebral  symptoms,  death. 

Case  XL — Figure  9.  Irregular  fever  with  cerebral  symp- 
toms, recovery. 

Case  XII. — Figure  10.  Irregular  fever  resembling  in- 
fluenza. 

Case  XIII. — Figure  11.  Irregular  fever  resembling  in- 
fluenza. 

Case  XIV. — Figure  12.  Severe  continued  fever  of  uncer- 
tain origin. 

Case  XV. — Figure  ltt.  Irregular  fever  for  50  days  with 
iinil  after  a  streptococcus  sore  throat. 

Case  XVI. — Figure  14.     Irregular  fever. 

Case  XVII. — Figure  15.     Irregular  fever. 

Ca.se  XVIII. — Figure  lfi.     Irregular  fever. 
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THE  LARGE  INTESTINE, 


The  large  intestine  extends  from  the  termination  of  the 
ileum  to  the  anus.  It  is  divided  into  the  caecum,  the  ascending 
colon,  the  transverse  colon,  the  descending  colon,  and  the 
rectum. 

Its  wall  is  composed  of  a  peritoneal  coat,  a  connective-tissue 
coat,  and  a  glandular  coat.  The  glandular  coat  is  composed  of 
tubules  lined  with  cylindrical  epithelium,  which  are  separated 
from  each  other  by  connective  tissue  abundantly  supplied  with 
blood-vessels.  In  the  wall  of  the  intestine  are  imbedded  numer- 
ous small  lymphatic  glands.  It  is  important  to  remember  the 
relations  of  the  colon  to  the  vermiform  appendix,  the  liver,  and 
the  stomach. 

The  portions  of  the  food  which  have  not  been  absorbed  in 
the  small  intestine  pass  through  the  ileocecal  valve  into  the 
ea'cum  and  then  downward  through  the  colon  to  the  rectum. 
We  have  very  little  exact  knowledge  as  to  the  changes  which 
take  place  in  the  food  after  it  passes  into  the  colon.  As  it  comes 
from  the  small  intestine  it  is  in  a  semi-fluid  condition.  As  it 
passes  through  the  colon,  water  is  absorbed  from  it.  so  that  by 
the  time  it.  reaches  the  rectum  the  ficces  arc  comparatively  dry 
and  solid.  The  normal  condition  of  the  fa*ces,  therefore,  in  the 
ascending  colon  is  semi-fluid,  in  the  rectum  nearly  solid. 

It  seems  to  be  evident  that  the  mucous  membrane  of  the 
colon  also  excretes  solid  matters  and  gases  and  that  in  adults 
a  variety  of  changes  take  place  in  the  fecal  matter. 

Our  actual  knowledge  at  the  present  time  seems  to  amount 
to  this: 
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1.  Wliii fever  of  fond  is  left  over  from  the  small  intestine 
;*s  Into  the  colon  in  i  semidlm 

2.  Tn  a  p« -rfi'ctly  normal  adult  this  semi-fluid  matter  loses 
a  certain  amount  of  fluid,  lias  added  to  it  some  excrement  it  ious 
substances  and  is  then  paned  as  ^« did  faeces. 

3.  In  ordinary  civilized  life  the  contents  of  the  large 
intestine  often  behaves  differently. 

Th<*\    may  beeome  too  hard  and  dry. 
(b)     They  may  undergo  a  variety  of  putrei'a«-t  ivt*  changes* 
They  may  act  as  irritants  and  cause  the  exudation  of 
serum  or  an  increased  production  of  mucous. 

4.  Whether  poiaonom  mbtitwod*  ean  be  absorbed  from 
the  colon  and  produce  auto-intoxication  is  possible,  but  is  not 
certain, 

09  Tin:  <  ulon. 

The  most  important  functional  disturbances  of  the  targe  in- 
testine are  : 

I     i»siipation. 
Diarrhoea. 
Flatulence. 
Piin. 

CONSTIPATION, 


In  a  healthy  adult  there  should  be  a  movement  from  the 
bowels  once  m  each  twenty-four  hours.  The  faeces  should  be 
formed,  of  natural  consistence  and  color.  In  some  individuals 
the  regular  interval  is  shorter,  in  some  it  is  rather  longer,  the 
character  of  the  fseces  remaining  normal.  If  the  bowels  cease  to 
move  regularly,  and  the  fecal  matters  accumulate  in  the  colon, 
the  patient  becomes  liable  to  a  variety  of  disorders 

It  is  hardly  possible  to  describe  all  the  varieties  of  con- 
stipation. I  can  only  enumerate  some  of  the  ordinary  forms. 

1.     There  is  a  very  large  class  of  cases  in  which  the  consti- 
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jiation  is  entirely  due  to  the  mental  condition  of  fcl 

They  believe  that  if  the  bowek  do  nut  move  every  day  that  r 

rious  matter,    Every  pain  or  abnormal  sensation  the 
is  referred  bo  the  constipation.    The  more  laxatives,  cathav 
or  enemata  theg  art,  the  worse  of!  they  are, 

There  is  only  one  cure  for  these  patients  and  that  is  to  e 
vmi'i'  thrni  that  they  must  leave  their  bowels  entirely  alone  a 
lei  them  move  when  they  idy. 

2.    Theiv  are  a  moderate  numb  >"s  in  which  ther 

a  decided  effect  on  the  health  from  the  insufficient  action  of 
bowels.     The  prominent  sympto  headache,  vertig 

linal  pain  and  loss  of  nutrition 

There  is  m  one  role  for  the  management  of  these  patients, 
but  many  of  them  ean  be  eared 

Cask  I.     Chronic   constipation    with    abdominal  pai)i 
loss  of  d  strength,  cured,     Male,  39  years  old,   April 

7,  18C 

He  lived  in  one  of  the  small  towns  of  New  tate  and 

was  a  newspaper  editor. 

About   four  \ vars  ago  he  began  to  be  troubled  with  COD 

pation  and  occasional  severe  attacks  of  pain  in  the  abdom- 
There  was  no  nausea  or  vomiting  and  the  appetite  was  good. 

January.  1S82.  he  was  in  bed  for  four  weeks  with  severe 
pain  in  the  epigastrium  and  prostration  and  lias  been  miserable 

since.     In  order  to  avoid  the  pain  h  iduaily  left  off 

one  article  tJ*  Food  after  another,  until  for  the  lasi  six  weeks 

he  has  only  taken   milk  and   ^rannm. 

Now  he  is  much  emaciated,  feeble  and  listless,  the  eyes 
sunken,  the  face  haggard.  Urine  1.020,  no  albumen  or  sugar. 
The  ascending  and  feranavera Ion  are  large  and  plashy. 

The  stomach  washes  out  dean. 

April  12.    lie  is  beginning  to  impro 

April  17,  He  is  stronger,  there  is  no  pain,  he  has  one  soft 
movement  every  day. 

After  this  he  improved  steadily  until  Oct.  2,  when  the  p 
and  must ipation  returned. 

Dec,  14  he  came  bark  to  New  York  for  treatment. 

From  January,  1883,  till  1906,  he  has  continued  to  be  well 
without  medicine. 

There  was  nothing  special  about  the  treatment.     The  diet 


Tilt:  FUNCTIONAL  DISTUBBANf  \\E  COLON. 

was  made  as   libera]   as  possible  and  ordinary   laxatives   • 
judiciously  used. 

Cases  like  the  above  are  often  seen;  they  require  caret' a\ 
management^  but  can  of  ton  be  entirely  cored, 

In  a  considerable  number  <>f  cases  of  chronic  gastritis 
there  is  constipation;  as  the  gastritis  improves  the  constipation 

ppears. 

4.     Th» DStlpation  may  be  due  to  general  bad  health  or 

anc  i  the  treatment  has  u>  be  directed  principally  to  the 

relief  of  these  conditions. 

6.    The  character  of  the  food,  th«  ber  and  quantity 

of  the  drinking  wafer,  the  absence  of  sufficient  exerc  the 

mode  of  life,  all  have  their  effect  in  producing  constipation, 

&      There  is  |  very  enrious  set  of  eases  in  whh-h  tin    | 

seem  to  be  constipated,  but  really  the  colon  contains  very  little 
fecal  matter  for  them  to  uret  rid  of. 

This  condition  is  moel  Common  in  elderly  ladies,  1ml  I  1: 

lean  it  in  young  people, 

Cass  If.     I nsufjn i<  nf  production 
without  any  nt  of  th 

old.  >   of  well-to-do  people  and   living  under   very  good 

mi  ions. 
Jan.  6.  1890,  he  ha. I  ad  of  influenza  with  nausea, 

headache  and  Carer. 

After  three  weeks  be  wiis  better  and  able  to  go  ont  of  doors. 

Feh.  "I  he  find  ;•  serund  attaek  of  influenza  D  'han 

the  Brit,  With  great  repugnance  to  food,  nausea,  headache  and 

pleasneaa,     This  lasted  until  March  4,  when  he  began  slowly 

to  improve, 

A  pi  il    \2  he  was  EDOVed   to  the  cmintry.      lie  improved,  but 

the  bowels  were  sluggish,  and  although  he  took  many  eathartie* 
they  only  moved  every  four  or  six  days. 

June  14  he  was  moved  t<>  the  seashore. 

In  July  he  eould  gel  about  and  play  tennis.  Prom  March 
his  temperature  bad  been  about  94°,  now  it  got  up  to  98.6 

July  28  be  irajB  cailghl  in  a  squall  *  had 

to    work    hard.      Tins    was    followed    hy    heada.he.    nausea    and 

vomit 

From  August  I  to  September  27  he  had  do  at  from 
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the  how «4s,  although  be  took  many  cathartics.     He  then    pJ 
a  small  quantity  of  bard  teces. 

Then  the  bowels  did  not  move  again  until  October  10,  when 
he  passed  some  hard  forces.    He  w  I  quant 

of  bread,  butter,  milk.  eggs,  meal  and  vegetables,    lie  could  tro 
about,  i'Ht  had  headacb  nausea  and  occasional 

vomiting, 

Nov.  5.     He  had  a  small,  hard  )it. 

Nov.  6.     He  came  to  New  York.     I  found  him  thin,  pale, 
languid,    headachy,    sleepless    and    irritable.      The    intea 

ted  lu  be  empty,     I  thought  that  his  bowels  had  not  been 
moving,  because  there  was  so  little  fecal  matter  to  eom< 

He  in  sand  v. 

to  be  divided  into  four  meals,   for  <  hours.     One   hoi 

Pore  each  meal  eight  ounces  of  hot  water  containing  ai 

of  magnesium  sulphate  and  10  drops  of  dilute  sulphuric  acid. 
He  also  had  general  massage  and  was  to  one 

hour  a  day.     This  plan    was   carried   out    and   on   Nov.    14   he 
home,  where  the  same  system  was  pursu 

Nuv.  24.    He  had  a  small,  hard  movement  from  the  ho 

Dec.  2.     He  came  back  to  New  York,     lie  had  gained  two 
pounds  in   weight,  there  was  no  more  vomiting,  his  color  wi 
better,  he  was  s1  ranger, 

lie  was  ordered  1%  pounds  of  i"  in  three  as 

wiches,  the  fourth  meal  to  consist  of  bread  and  honey,  or  baked 
apples  and  cream,  the  hot   water   was  continued   without    the 
magnesium  sulphate,  hut  with  the  sulphuric  acid.    Every 
bog  he  was  given  an  enema  of  8  ounces  of  olive  oil,  he 
hold  this  for  half  an  hour  and  then  go  to  the  water  closet.     He 
drives  out  in  the  afternoon, 

Dec.  28.     He  has  trained  two  pounds  more  in  weight.  th< 
abdomen  is  fuller,  nearly  every  day  he  passes  some  faeces.     J 
beef  is  increased  to  2  pounds. 

Jan.  4,  at  8  A.  It,  bread  and  milk. 

At  £.30.  oil  enema. 

At  11  A.  M.  the  stoma  eh  is  washed  out. 

At  1  P.  M.,  chops  and  bread. 

At  6  P,  M.,  milk,  cream  and  bread. 

Jan   13,    Me  rides  on  horseb&efe  every  day.    He  takes  a  pill 
of  rhubarb  and  eoloeymh  at  night. 

March  3.    His  bowels  move  nearly  every  day,  he  is  in  every- 
way stronger  and   better,   but   any   change  in  his 
TOiiritiug      Ii   was  necessary  to  continue  the  regulation  of  his 
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food   and   mode   of   life,   all   medMlMfl    were    gradually    discon- 
tinned  and  by  July,  18!>:*%  he  was  a  strong,  healthy  boy, 

7     Tin -.-..  ;in.  fii,.  of  tMIM1  and  women  who 

always  have  to  take  laxatives  or  enemata  and  never  really  get 
out  oi  the  habit. 


l  A  1 1 iiii|»  of  hard  fecal  matter  retained  tn  the  colon  and 
in-Hating  it  may  cause  repeated  and  continued  vomiting.  In 
elderly  persona  tl  *ng  of 

genera]   depn  tomfort    tasting    I  >ra3   days. 

Then  they  begin  to  vomit  and  oonthrae  to  d«>  so  as  if  they  bad 
an  acute  gastritis.    But  if  the  I  a  bard  lump 

eau  be  Mi  in  some  pari  of  the  colon.     If  tins  is  re- 
moved  by  laxatives  and  irrigations  the  vomihi 

In  young  and  middle-aged  adults  tion  may 

prolonged  for  many  days,  and  the  fecal  matters  aeeumul; 

taeending  and  taawrene  porta  the  colon.    When  this 

is  th<  riniisly  ill.     Tluv 

i  bed  with  severe  sJ  i  pain,  an  anxious  face,  some 

isinn  of  the  abdomen,  and  a  considerable  rise  of  tempera- 
ture, M;in>  of  them  look  rat  peritonitis.  In 
some  tt(  them  the  teeal  tumor  .an  be  felt  Tie-  caaea  vary  as 
to  the  relative  prominence  of  the  fever,  ox  the  feea]  tumor,  as 

symptoms. 

As  i  rale,  by  the  use  of  calomel,  castor  oil,  and  enemata, 
tin*  colon  can  be  cmpl ted  and  the  patient 

^e     III.       /.  of    faces    Simula f mg    peritonitis. 

Femali  old,  Jan    16 

Sh.«  has  always  been  constipated,  usually  having  a  move- 
ment at  intervals  of  from  two  to  seven  days. 

Three  weeks  ago  si  unw  pain  in  the  lower  part 

of  the  abdomen  and  the  bowels  bave  oot  moved  at  all  during 
that  time. 

For  the  past  week  there  have  been  nausea  am  onal 

vomiting     Now  she  is  well  nourished,  the  i  oated,  tern- 
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perature  108°,  pulse  100,  breathing  24.     There  is  a  good  deal 
nf  puiii  and  tenderness  over  the  abdomen,  but  no  tumor. 

she  was  given  10  grains  of  calomel  that  night,  followed  by 
an  ounce  of  castor  oil  the  next  morning. 

ii.  17.    Three  movements  from  the  bowels,  temperature 
N    to  100°. 

Jan,  is.    The  i  soutinue  to  move,  temperature  9£ 

She  is  given  a  pill  of  aloes  and  stryehnh 

Feb.  10.    Tin  i.nuris  have  moved  every  day:  she  is  well 


l     -j,  i\'.     Heteniion  o  pmptoflts  Mfe    those 

of  peritonitis;  recovery.    Male,  27  years  old,  Feb.  25,  1> 

Before  the  present  attack  his  health  had  been  good  and  his 
bowels  were  moved  regularly  every  two  d 

Four  <i  aeked  with  a  'hill,  fever,  head- 

►,  pain  and  tenderness  over  the  abdomen.     T  oms 

have  continued  with  frequent  chills  and   no  movement   from 
the  bowels. 

Now  the  tongue  is  coated  and  dry,  temperature  104°,  pulse 
100,  breathing  34,  well  marked  tenderness  in  the  right  iliac 
He  was  given  calomel,  followed  by  castor  oil. 

Feb.  26.    He  had  a  large  movement  from  the  bowels. 

Feb  27.    Temperature  100    to  102°,  less  abdominal  tender- 
igne  dry,  no  movemenl  from  bowels* 

Feb.  28.    Feels  better,  bowels  moved. 

March  1.     Temperature  normal,  given  castor  oil. 

March  2.    Two  Large  movements;  feels  betfc 

March  0.    Has  had  no  movemenl  fortwi  ture 

103°,  was  given  oaagneaium  sulphate. 

March  VI    He  bad  three  large  movements, 

After  this  he  was  well. 

3.     Retention  of  feees  simulating  diarrlura. 

The  rectum  or  the  entire  colon  may  become  filled  m 
tended  with  fecal  matter  and  yei  the  patients  have  rliarrh 

In  the  mild  the  condition  is  not  constant,  bui 

from  time  to  time.     The  patient  fails  to  have  an  operation  of 
the  bowels  for  several  days.     He  feels  dull,  languid,  loses  his 
appetite  has  headache,  is  troubled  with  flatulence  and 
fort  able  feelings   in  the  abdomen,  which    may   even   amount 
colic.    After  a  few  days  there  is  a  slight  diarrhoea,    The  passa. 
are  small,  painful,  and  do  not  give  a  feeling  of  relief.    The  i 
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tietit  is,  at  the  same  time,  very  much  prostrated,  vomits  his  food, 
and  may  even  take  to  his  bed.  It'  yon  an  galled  to  attend  these 
patients  after  the  diarrhora  baa  begun,  11  is  irer^  im]  that 

you  should  reoogsisfl  the  true  nature  of  the  ease.  The  adminis- 
tration tit' any  pre  pa  rat  inn  of  opium,  or  of  any  drug  which  merely 
checks  {he  diarrhtea,  onh  do  and  prolongs  the  sufferings 

of  the  patient.  A  mild  laxative,  mi  the  other  hand,  will  very 
promptly  relieve  all  the  symptoms.  The  ordinary  dinner  pill 
is  one  of  the  beat  preparations  for  this  purpose,  &nemata  of 
castor  nil,  and  olive'  oil  mixed  together  an  able. 

In  th<-  more  severe  caeca  the  symptoms  eome  on  gradually. 

The  patient  is  at  ttrst  only  a  li i  1  r  I ■  -  COnstfpatod;  the  ho  wets  im 

ry   few  days,  either  of  th  I  Or  with  an  enema,  or  with 

some  laxative.     And  yet  during  this  time  the  large   mtestih 
not  really  emptied)  Imt  I  at  accumulation  of  t'teee.s 

in  the  rectum.    The  constipation  h  jradnafly  more  pro- 

nounced, and  the  patient  finds  that  enematfl  and  mild  laxai 
no  longer  give  him  a  movement    Then  lie  may  use  more  active 

purgatives,  whieh  produce  a  uumher  «»f  fluid  stools,  end 

n«»t  empty  the  large  intestine  of  the  hardened  fasces,  whieh  are 

still  aeeiimulati  tin'  pati-  09    from  had  to  WOT 

alternating  between  constipation  and  diarrhoea,  always  oneotn- 
fartable,  often  with  rery  seven  pain  in  the  abdomen,  losing 

Strength  rapidly.     If  the  COnditi  I    relieved.  |  person  i 

he  so  redlMed  in  this  «  i  to  die  Without  any  other  disease 

thai cistipation. 

The  lirst  pnmt  in  the  treatment  is  to  introduee  v., in-  linger 
into  the  rertum  }\m\  ascertain  whether  Of  Q01  it  is  tilled  with 
hardened  it'  if  is.  the  toeea  mm  d  not  with  the 

finger  or  BOme  eonvenienl  instrument,  and  then  the  rertum 
should  be  washed  out   repeatedly  until  it   is  entirely    emptied. 

After  this  the  patient  must  he  constantly  wat«hed  and 
examined  from  time  to  tune  to  ascertain  that  the  beeea  are  not 
aeeqmnlating  again.    The  diet  musl  I  lated  and  lax;i 

given. 
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se  V.     Retention  of  ■   death. 

Mate,  47  years  old,  Nov.  9,  1 

Three  weeks  ago  he  began  to  have  diarrhoea  and  pain   in 
his  abdomen,  the  diarrhoea  was  profuse  and  has  continued. 

Now  lie  is  thin  and  feeble,  with  pains  in  his  abdomen,  and 
diarrhoea. 

Nov.  13.     The  diarrhoea  stopped. 

Nov,  17.    The  diarrhcea  was  profuse,  the  puis,    feeble, 
extremities  cold. 

Nov.  20.     lie  di<<l. 

Autopsy.  —  There  u  e  old  opacities  of  the  pis  mater 

and  the  >-  rum  beneath  it  was  increased  in  quantity.  The  Lungs 
were  emphysematous  (edematous,  the  bronchi  congested  and 
coated  with  muco-pus. 

The  heart,  liver  and  stomach  were  normal. 

The  spleen  was  large  and  soft. 

The  kidneys  were  normal. 

The  colon  for  its  entire  length  was  much  distended  n 
pasty  feces.    There  obstruction  anywhere.    The  mucous 

membrane  of  the  caput  eoli  was  thickened  and  roughent 

The  lov\»r  end  of  the  small  intestine  was  distended  With 
pasty  faces.  The  mucous  membrane  was  thickened  and 
roughened. 

cam.  VI.    Retention  oj  f&ces  rimulatin  ith. 

Mali  us  ,,id.  Sept,  20,  188L 

A  \er\   stupid  man,  who  only  said  that  he  had  diarrh 
He  was  in  the   hospital    for  several   days.   was   treated    for 
dually    failed   and  died, 

Autopsy.— The  brain  was  ool  examined. 

The  heart  was  nonnal. 

The  liii-  emphysema^ 

The  liver  and  spleen  were  normal 

The  pelvis  and  calyces  of  the  Left  kidney  were  dilated  ami 
the  kidney  atrophied.  The  right  kidney  was  large  and  showed 
the  lesions  of  chronic  nephril 

The  entire  length  of  the  colon  was  dilated  and  filled  with 
hard  feces.  There  was  m>  obstruction.  In  tin1  Lower  half  of 
the  colon  the  mucous  membrane  was  blackened  and  eroded  with 
small,  superficial  old 

4.  There  are  cases  of  retention  of  feces  that  may  readily 
he    mistaken    for    typhoid    fever.      The    patients    hi  n  r, 

diarrhoea,  a  <\r\   tongue  and  cerebral  symptoms. 


Till;    HNTTK.N  W.    MOTURBA* 

I   with   diarrh&a,  al> 
pain,  thhmthi  <ntd  fever,  resembling  tffpl  v'\-  "• 

25  years  old,  Feb.  17.  1 £ 
Tv,  §  ago,  after  feelin  and  miserable  Cor  three 

d  with  pain  in  the  abdomen,  diarrhoea, 
r  and  delirium    The  pain  in  the  abdomen  and 
diarrhoea  continued. 

Now   the  tongue  is  brown  and  dry.  alb  apor  and 

;ni,  temperature  LOS  .  pulse  116,  breathing  30.    In  the 

right  iliac  fossa  these  »s  a  hard  tumor  the  size  of  a  man's  fist. 

Feb.  18.    Temperature  101    to  102  .  delirium  and  stupor; 

as  given  castor  ml. 

Feb    in.    Temperature  98*  to  102  ,  the  bowels  moved  well. 
Feb.  21.    Temperature  OT  ,  be  is  still  stupid    The  bowels 
continue  to  bi  I  with  caatoi 

March  l.     The  tumor  m  the  right   iliac  fossa  has  entirely 

speared. 

tfareh  18.    He  is  well, 

DIARRH03A. 

A  person  is  said  to  bare  diarrhoea  if  he  baa  loose  feeai  or 
watery  evacuations  from  the  bowels  h  ge  e£  natural 

consistence,    Tier  isiderable  variety  in  the  compositio 

snefe  abnorat I 

bave  the  sppe,  ml  oolor  of  normal 

feces,  but  contain  more  water,  s<«  that  they  are  semi-fluid. 

stools  may  be  small  <»r  \;a 

(b»  They  are  of  the  consistence  of  semi-fluid  fa-res,  but  the 
eoior  is  w  brown,  or  black,     These  stools  may  be  sma'l, 

or  hn 

They  are  principally  d   <d"  fluid.     With   this 

Quid  the  feral  matter  I  pretty  smoothly,  or  is  suspended 

in  fragments.    These  stools  are  apt  to  be  large. 

d     Mitre  or  teas  mucus  ma>  be  mixed  with  the  stools. 

Buch  changes  in  the  eompoattion  <d'  th 
be  due  to 

Enereased    rapidity   in   the   passage  of  the  fecal     n 
from  the  M  downward,  m  thai  there  <•  fertile 
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absorption  of  the  Huid  Emm  the  ud  the  formation  of 

natural  stool  in  the  rectum,     The  patients  pass  fa^es  such 
they  ought  to  be  in  tin-  ascending  colon,  but  not  as  thqj 
to  be  in  the  rectum. 

Changes  in  the  functions  of  the  glandular  coal  of 
colon  which  prevent  it  from  absorbing  water,   Tie  hen  re- 

main for  a  sufficient  length  of  time  in  the  colon,  but  they 
nut  made  solid  by  the  absorption  of  water  from  them. 

(c)  The  character  of  the  food  and  drink  taken  by  (he  in 
vidual. 

(d)  A  disturbance  of  the  natural  growth 

isms  in  the  feces,  or  the  addition  of  organisms  which  •!<•  nof  be> 
lotiir  there. 

idii km  of  serum  or  mucus  to  th*"1 
!Fhe  absence  of  bile  from  the  feces. 

For  the  treatment  of  the  different  forms  of  diarrhea,  tin 
fore,  we  would  naturally 

Regulation  of  the  diet. 

Drugs  which  affect  the  muscular  coat  and  fthi 
ooal  of  I  hi*  colon. 

Drugs  which  control  the  growth  of  micro-organic 

Drugs  which  control  the  production  of  bile. 

Causes. — Apart  from  diarrhoeas  which  are  due  to  inflamma- 
tions or  new  growths  of  the  colon,  we  find  tfa mdition  p 

duced  by  a  variety  of  causes. 

Mental  emotions  often  produce  a  transitory  diarrhoea,  \vl 
requires  no  treatment 

Extremes  of  heat  and  cohl  may  cans.'  a  diarrhoea  for  w  1 
ary  to  put  the  patient  to  bed,  with  a 
and  the  use  of  a  little  opium. 

Partly  decayed  fruits  and  vegetabl  indigested  pieces 

of  food  in  the  intestine,  often  set  up  a  diarrhoea.  When  ih 
the  case  it  lb  necessary  first  to  iiive  a  purgative  to  remove 
irritative  substances,  and  afterward  to  use  opium. 

Drinking-water  which  contains  an 
organic  substances  is  a  frequenl  source  of  diarrhoea 
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suns    being    especially    snsceptihlr    to    this    sminr    of    irni 

A  good  formula  for  the  simple  loaaezieas  of  the  bowels  which 

is  produced  in  sj>  many  \\,-i ys   tfl  : 


R 


err. 

r.   ii 


Morphia  Sulphal 

Pulvo  Gabebsa  ... 
snroth  Beta-naphtbol 
Hake  one  i 
A  capenle  is  to  be  taken  after  each  looaa  passage. 

[  employ  the  term  "Morning  Diarrhcea"  to  designate  the 
disease  of  a  group  of  patients  who.  either  continuously 
intervale,  have,  during  the  monung  hours,  one  ok  m 
passages  from  the  bowels  composed  of  fa*]  matter  and  of  I 

Lesions. — As  tin*  rendition  is  aol  a  fatal  on*-  m  have 
judge  of  the  probable  condition  of  the  colon  from  tie*  aymptoms. 
The  targe  quantity  of  fluid  in  th-   dii  indicates  e  oao 

siderable  exudation  of  Bermzi  from  the  bfood-veasels  of  the 
colon.     The  i  I    proocnce   of   amoiu  denotes  a  morbid 

change  in  the  functions  of  the  mucus-producing  gla&da.  The 
complete  change  in  the  character  of  the  movements,  which  in 
some  on  within  I  our  bonn,  would  seem  to 

show  that!  there  are  no  structural  changes  in  the  roion,  while,  on 
the  other  hand,  tin-  persistence  of  the  diarrhoea  in  some  cases 
points  to  the  existence  of  b  productive  inflammatimi. 

Etiology.— Thv  dis<  ■« m  in  New  rork  in  a  larg*  nnm- 

i..-r  of  per  i  have  ewM  been  able 

any  satisfactory  reasons  for  its  occurrence* 

Th*  ])titrrhfiti.—Th* discharges  from  the  bowels  ana  of  large 
size,  or  brownish  color,  and  composed  of  fluid  mixed  with  frag- 
ments of  feeal  matter.  Their  odor  is  oft*  The  dis- 
charges come  with  i  rush,  and  are  often  accompanied  by  the 
escape  nf  wind.    In  the  more  severe  flnaos  there  is  also  from  time 

to  tune  a  discharge  of  mucus.     The  pa?  or  are 

preceded  by  colicky  pan 

Vm  L  The  simplest  ras  Chose  in  which  t> 
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is  onlj  one  loose  movemenl  every  raoi  st.    This 

may  goon  continuously  month  after  month,  and  year  aft 
Or  there  may  be  intervals  of  formed  passages,  or  ipation. 

There  are  no  disturbances  of  tli  I  health.    Most   of   the 

do  not  seek  far  medical  advice, 

_     Much  more    uncomfortable    is  the  condition   of   ti 
patients  who,  instead  of  erne  looee  movement  after  br< 
have  several  such  movements.    Thia  condition  also  mi  one 

for  years,  or  ma}  only  occur  from  time  to  time.    These  p 
are  liable  to  a  number  of  additional  symptoms,    fa  some  of  th 
then  rell-marked  Peeling  of  exhaustion  after  the  pi 

The  exhaustion  is  s<>  great  that  the  patients  are  good  for  noth 
all  the  morning,  and  H  is  m»t  until  the  afternoon  that  they  are 
able  io  attend  bo  work  or  business.    In 

before  tin*  passages  are  very  troublesome,    The  patients  gel  tip 
every  morning  with  the  knowledge  that  after  breakfast  they  will 
have  to  go  to  the  water  closet  a  number  of  times,  and  in  additi 
will  have  to  suffer  more  or  less  pain.    Instead  of  the  colicky  pains 
there  may  i»e  a  tlx**ii  pain  referred  almost  constantly  1 
■  me  part  of  the  colon.    This  pain  Is  bo  severe  and  s  at  that 

n  may  lead  to  the  suspicion  of  cancer,  or  of  appendicitis. 

Mental  and  nervoos  disturbances  are  associated  with  room- 
ing diarrhoea  in  two  entirely  different  ways.    First,  there   is  a 
nervous  condition  caused  by  the  diarrhoea,  and  which  disa]  | 
when  the  diarrhoea  is  cored,    The  condition  is  that  of  apprehen- 
sion, of  fear.     The  fear  may  be  of  cancer,  of  peritonitis,  of 
appendicitis,  or  of  some  other  definite  danger,  or  it  may  only 
flu-  feeling  of  fear  withotri  any  special  object.    Second,  ther« 
b  nervous  condition  which  is  not  caused  by  the  diarrhoea,    hut 
which  makes  the  diarrhoea  uuwh  worse,    It  is  an  irritability  be- 
longing to  the  individual,  of  such  a  1  r  that  miv  anxiety, 
or  trouble,  or  fatigue,  will  brin*  on    the    di  Tn    SOU 
patients  the  treatment  of  the  diarrhoea  is  rendered  hopeless  by 
the  frequent  relapses  due  entirely  to  such  a  ner  idition. 

3.     As  the  disease  becomes  more  marked  the  loose  passages 
occur  earlier  in  the  morning.     The  patients  wake  up  at   four, 
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o'clock  in  the  morning  with  the  feeling  of  an  impend- 
ing movement  <■!*  the  bowels.    Then  they  go  cm  to  I  eral 
loose    movements*   both    before   breakfast,  ami    after.     The  ex- 
haustion and  discomfort  of  the  patients  are  very  tunc 
by  ibis  early  occurrence  of  the  dianlm 

4.  In  some  patients  there  is  added  after  a  time  a  sort  of 
relation  between  the  rtomsch  and  colon  of  such  a  ehai  hat» 
whenever  Food  is  taken  into  tin-  stomach  there  is  ■  mi 

from  the  bowels.     This  is  very  annoying,  for  the  patients  are 
obliged  suddenly  i<>  leave  the  table  during  the  course  "f  <••, 
meal 

5.  Tli-  nnal  presence  of  considerable  mucus  in  the 
discharges  belongs  to  the  cases  which  Last  tin'  Longest  and  are  the 
bard             ire. 

Trtatni*  tif .—If  the   disease  occurs    in    women,    before 
ginning   :m\    medical   treatment    it   is   important  to  red 

any  lacerations  <>f  the  perineum  <>r  the  cervix,  displacements  of 
the  uterus,  or  disease  of  the  Fallopian  tnbea  which  may  ex 
The  methods  of  treatment  which  are  ordinarily  employed  u 

i.    Chanffi  of  CKmat$.—Tbe  effects  of  this  are  often  • 
satisfactory   and   in   the   milder  eas.  prompt      A    per 

who  has  a  morning  diarrho-a  for  months  may  leave  New  York 

in  the  a  and  the  next  morning  begin  to  have  Conned 

-ages.     Unfortunately  a  return  to  the  city   may   be   followed 

by  a  return  of  the  diarrhea*.    In  the  more  seven1  cases  a  pro- 
longed residence  in  a  dry  inland  climate  may  efTeel  a  CHI 

2.  Diet  -The  plans  of  diel  usually  followed  are:  0,  An  ex- 
clusive diet  of  milk;  b,  an  exclusive  did  of  beef  and  hot  watt 

I  diet  composed  of  milk  and  meat  alone;  d,  a  diet  from  which 

only  the  BUgan  and  itarches  are  excluded. 

As  regarda  the  sfieeta  of  treatment  by  diet  we  find:  that 
some  patients  are  em  me  are  benefited  tor  a  time;  in  some 

there  is  no  effeCi  at  all,  some,  gel  worse, 

3,  In  ;i  small  nun  BSCS  the  diarrho-a  can  be  fuml 
by  daily  lavage  of  tbe  stomach* 

l      Drugs* — A"  a  rule,  the  nnmbetr  of  the  passages  can  be 
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checked  for  a  moderate  length  of  time  by  the  preparat 
opium.    The  improvement  only  taste  while  the  opium  is  tak 
and  ii  is  evident  that  the  ose  of  this  drug  ought  not  to  be  con- 
tinued for  ;my  length  of  time. 

The  most  useful  drugs  are  castor  oil,  salol.  resorcin  and 
belladonna, 

FLATULENCE. 


This  word  is  used  to  designate  accumulations  of  air  and 
gas  hi  the  stomach  and  intestines. 

Of  the  gaaea  iu  tin*  stomach  a  part  consists  of  air  swallowed 
with  due  food,  part  <>f  carbonk  acid  diffused  from  the  wall  of 
Mir-  stomach,  partly  oi  regurgitated  Prom  tin*  Intestine. 

in  the  colon  sulphuretted  and  carburetted  bydroQ  the 

s  most  constantly  present.  They  are  believed  to  he  formed 
chiefly  by  changes  in  the  teces,  hut  may  also  be  diffused  from 

the  wall  of  the  gut 

Concerning  the  nature  and  causes  of  the  large  dilatat 
of  tin*  colon  which  occnr  in  hysteria  and  the  infectious  diseases^ 
we  need  no1  speak  at  present. 

We  are  interested  in  tin-  ordinary  of  gas 

which  cause  feelings  of  pain,  distension,  oppx  and  a  great 

many  abnormal  sensations.    There  is  notion  i  in 

ordinary  practice  than  the  patients  who  complain  of  ;■  great 

variety   nf   pains   end    abnormal   sensations    in   any    purl    of    the 
and  ascribe  it  all  to  gas  in  the  intestine. 

As  a  matter  of  fact  most  of  these  patients  have  no  more 
in  their  stomach  and  intestines  than  belongs  to  their  age.   If  you 
attempt  to  treat  the  flatulence  ss  Buch  they  are  mure  likely  to 
get   worse  than  better. 

If,  on  the  other  hand,  the  flatulence  is  left  to  itself  and  the 
attempt  is  made  to  improve  the  habits  and  general  health  of  the 
patient,  cures  are  not  difficult. 
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a/  Colic. 

This  name  is  given  to  attacks  uf  pain  due  to  spasmodic  0OH- 
iniriiuu  of  Hie  muscular  coat  of  (he  eolan, 

Such  attacks  may  be  due  to  the  presence  in  the  intestine  of 

irritating  pieces  ol   food,  Of  focal   matter.     In  some  persons  the 

colon  seems  t"  be  mucfa  mote  irritable  than  it  is  in  others,  10 

thai  attacks  of  colic  are  easily  produced- 

S)f,»f»tnms. —  Thv  attacks  are  apt  to  conn*  nn  suddenly,  witli 

pain  as  the  first  symptom,  and,  in  the  mild  eases,  the  mp- 

tOBL  The  pain  is  referred  to  some  part  of  the  colon,  or  to  any 
pari  of  the  abdomen.  Besidee  the  pain,  there  may  be  retraction, 
tenderncflB  on  pressure,  distension  or  hardness  of  the  abdominal 
wall,  nausea  and  vomiting,  a  skin  old  and  bathed  in  perspira- 
tion, rapid  and  feeble  heart-act ion,  and  a  rise  of  temperature. 

The  attacks  vary  greatly  as  to  their  severity  and  duration. 
The  mild  attacks  last  half  an  hour.  0*  a  few  hours,  I  he  pain  is 
ihe  only  symptom,   and    it  t    that  1  he   |  ttOt 

seriously  ill.  The  ■avers  attacks  last  for  days,  with  nausea  and 
vomiting,  a  good  deal  of  tenderness  as  well  as  pain  over  the 
•  ■"Ion.  prostration,  and  sometimes  a  febrile  movement,  so  that 
I  lie  patient  may  look  very  badly.  The  same  patient  may  have 
"lie  attach  of  solie,  or  several  It  may  be  very  difficult  to  dis- 
tinguish intestinal  colic  from  biliary  colic  without  jauinl 

Treatment.— Th&  object  of  treatment  is  to  relax  the  muscular 
md  to  remove  irritating  substances  from  the  intestine. 

To   relax   the   mnseular  spasm    we   use   hypodermic   injections  of 
r phi ne  and  belladonna,  hot    ban.  t    the  abdomen, 

and  hoi  DCBOata.     To  remove  the  irritating  Suhstanoefl 

castor  oil  <>r  some  other  purgative. 
In  some  persons  the  predispoaitioz]  to  attacks  of  intestinal 
colic  exists  in  an  unusual  degree.    These  peraane  will  go  <>n  \ 

alter  year  with  repeated  attacks,  M  first  at  intervals  of  months 
I  hen  at  shorter  intervals,   until   finally    the   attacks  may  occur 
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I  flay.   These  i>;iti<'ni>  also  usually  suffer  from  Aatulej 
< -unsi 'i|>;i(inn.    When  it  takes  this  protracted  Form  intestinal  a 

mes  a  serious  matter     The  patients  lose  flesh  and  sfcrenjj 
tin  y  are  unable  to  work,  the  'in  gets  them  into  the  habit 

of  curing  opium. 

Of  these  protracted  cases  some  are  easily  relieved  by  treat- 
ment, othen  j  troublesome     It  may  be  Deceasary  to  put 

them  for  a  tii d  an  exclusive  diet  of  scraped  beef,  or  it  m 

be  sufficient  to  exclude  milk,  tea.  coffee,  beer,  soup,  and  most  «>f 
the  fruits  and  vegetables.     The  bowels  must  be  kept  open  and 
sufficient  exercise  insisted  on  as  soon  as  the  patient  can  b 
Opittm  must  only  he  used  at  the  time  of  an  acute  attack;  it  must 
not  be  continued  tor  an>  length  of  time.    The  drugs  w 
to  be  of  the  most  service  are:  belladonna,  ipecac,  mix  \ 
cannabis  inctica,  and  sodium  sulpho-earbols 

Continuous  pain  hi.  Ihi  Cdfan* — There  are  persons  who  for 
weeks  or  months  suffer  from  pain  in  some  part  of  the  colon  either 
with  or  without  intercurrent  attache!  of  colic. 

The  portions  of  the  colon  to  which  the  pain  is  usually 

fernd  are  the  caput  coli.  the  colon, under  the  liver,  and  fo- 
under lie*  stomach.     The  pain  varies  in  its  severity,  hut  may  ha 
very  bad  and  may  radiate  in  different  directions.    It  is  a  nearly 
continuous  pain  with  exj  No  ph  .an  be 

made  out  exeept  in  .some  rases  a  dilatation  of  the  caput  coli. 

In  making  the  diagnoeie  one  has  to  be  refnl  to  ex- 

clude appendicitis,  eancer  <d"  the  colon,  calculi  in  the  gall-blad 

and  cystic  duct,  movable  kidneys,  gastric  pain,  and  aneurism  of 
the  abdominal  aorta. 

Treatment.— This  pain  is  not  cured  by  diet,  nor  by  opium, 
nor  by  antiseptics.  The  treatment  is  empirical  The  most  useful 
drugs  ar«k  eombi nations  of  nux  vomica  with  sodium  bromide,  or 
sodium  BUlpho-carbolate ;  belladonna  and  cannabis  indica,  or 
small  doses  of  eastor  oil.  or  asafoetida. 

I.      THE    INFLAMMATIONS   OF   THE   LABQE   INTESTINES 

These  inflammations  are  commonly  spoken  of  by  the  na 
of  colitis  or  dysentery.    The  most  complete  account  of  these  iu- 
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rlanimations  is  tin*  volume  treating  of  the  Alvine  Fluxes  in  the 
''Medical  History  of  the  War  of  the  Rebellion,"  by  Dr,  J    .1 
Woodward 

He  says  that  it  is  convenient  to  embrace  under  the  nam< 
saute  dysentery  all  the  various  forms  of  acute  alvine  flux,  whether 
mild  or  severe,  in  which  tenesmus  is  a  prominent  symptom.    He 
divides  dysentery  into  two  mam  groups:  catarrhal  dyi  and 

diphl  heritic  dysentery. 

He  says  also  that  the  phenomena  of  diarrhcea  and  dysentery 
result  from  various  degrees  of  irritation  or  inflammation  of  the 
mucous  membrane  of  the  alimentary  canal.  The  causes  of 
diarrhu-a  and  dysentery  are,  therefore,  to  be  found  in  the  condi- 
tions capable  of  producing  irritation  or  inflammation  of  this 
mucous  membrane. 

I  think  it  may  be  safety  said  that,  in  the  United  States, 
nmst  physicians  mean  by  dtairiim — looae  bowels  due  to  irrita- 
tion id'  ilu1  Large  Of  small  intestine;  by  dysentery — acute  inflam- 
mations of  the  colon  with  small,  frequent,  painful  passages  of 
blood  and  mucus. 

I I  has  long  been  noticed  that  m  tropical  countries  i]y><  ntcry 
is  especially  Frequent  and  fatal.  Within  a  few  years  it  has 
been  determined  that  most  of  t  Ma  an  due  t<>  infection 
either  with  a  specific  amoeba,  or  a  specific  bacillus. 

Since  WOB  a  g  i]  of  work  has  been  done  to  demon* 

strata  that  ihr  different  varieties  of  bacillus  dysenteric  are  the 
cause  of  acute  endemic,  epidemic,  sporadic  and  institutional 
dy»  11  over  the  world  and  also  of  the  summer  diarrhcra 

Of  infanta,     Acting  on  the  belief  that  there  is  a  dis<  sen- 

i>ry — due  to  B  specific  bacillus,  attempts  have  been   mad< 
produce  a  curative  serum  by  immunizing  animals 

If    would  be  very  satisfactory  to  know  that  all  the  inflam- 
mations of  the  colon  are  due  to  the  bacillus  djsenterue, 
that   they   can   b<-   satisfactorily    treated    by   I    serum       My   ex- 
perience is  Koeal    aonfined  to  Mew  York  and  the  adjacent  coun- 
try, with  occasional  imported  eases  of  tropical  dysentery. 

It  has  seemed  to  me  thai  then  is  no  question  that  the 
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tropiOBl  cases  of  eoiilis  are  due  to  infection  with  either  bacillus 
dyaenteriA,  or  amcBba  dysenteric. 

of  the  ordinary  forma  of  colitis  Been  in  New  York  a  certain 
number  behave  as  if  caused  lj»y  pathogenic  micro-organisms.  I 
do  not  think  they  are  all  caused  by  the  same  orgar.  >>me 

of  them  hav<*  all  the  characters  of  Bti  us  inf» 

In  New  York,  while  the  disci  -t  as  prevalent  as  it  was 

twenty  years  ago,  ye1    the  variety  of  eases  is  considerable,  so 
that  in  the  course  of  ye;ir>  mie  rn  number  of  cases  of  in- 

tfaimiiation  of  the  colon  which  differ  widely  from  each  other. 

In  the  small  lowns  near  New  York  there  are  from  time  to 
turn-  epidemics  in  which  a  large  number  of  people  are  a 
at  the  same  time. 

I.    The  most  common  of  all  the  forms  of  eolitia  and  the 
with  which  every  physician  is  familiar  is  that  in  which  then?  are 
HO  structural  changes  in  the  wall  of  the  colon,  nothing  but  con- 
gestion,  an  -d   production   of  mucus,   an  exudation   of 
serum,  sometimes  considerable  bleeding. 

For  practical  purposes  it  la  i essai  tde  this  class  of 

cases  into  two  varieties:  one  characterized  by  ooi 

lug  am)  the  increased  production  of  mucus,  the  other  by  the  large 

exudation  of  serum. 


1.     Colitts  with  Ooi  ""/  ""  1m  raised  Production  of 

as. 

The  inflammation  begin  trly  in  the  rectum  and  either 
remains  confined  to  this  part  of  the  rectum,  or  extends  upward. 
But  in  children  a  large  part  of  the  colon  and  the  lower  end  of 
the  ileum  may  be  inflamed  from  the  first.  The  glandular  and 
connective  tissue  coats  are  more  or  less  swollen,  co?'  and 

infiltrated  with  serum  and  a  few  Leucocytes,  There  is  an  in- 
creased production  of  mucus,  which  mats  the  innei  of 
the  colon  and  is  passed  by  the  patient  There  is  often  a  moder- 
ate bleeding  from  ihe  surface  of  the  inflamed  nun  me. 
In  epidemics  of  eolitia  the  bleeding  may  b< nsideraUe.     The 
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epithelial  cells  which  line  the  glandular  tubules  are  distended 
with  mucus,  the  superficial  cells  desquamate  and  are  mixed  with 
tli*-  mucus.  The  Military  lymph  nodes  in  the  wall  of  the  intestine 
are  often  swollen.  In  children  there  may  also  be  an  infiltration 
<>f  the  glandular  coat  with  pus  eel  Is  and  necrosis  of  the  swollen 
lymph  nodes  with  the  formation  of  little  ulcers. 

It  is  the  popular  bdiftf  just  now  Unit  some  f«>rin  nf  the 
dysentery  bacillus  is  the  cause  of  all  cases  of  acute  catarrhal 
rolitis.  Tin'  Shiga  bacillus,  the  Plexner  bacillus  and  some  otfien 
bgve  been  frequently  found  in  the  stools.  It  seems  to  me,  how- 
ever, that  while  the  epidemics  of  colitis  are  probably  due  to 
knbm  pathogenic  micro-organism,  the  sporadic  eases  may  be  due 
to  a  variety  uf  irritants.  In  New  Yflifc  continued  hot  w< 
seems  to  be  a  real  cause  of  inflammation  of  the  skin,  the  stomach 
aud  the  colon. 

If  the  inflammation  is  confined  to  the  lower  end  of  tie-  colon 
it  regularly  n  .-mt>.^  within  a  week  and  tin*  patient     >■■■ 

covers.  The  principal  symptoms  are  the  local  ones  >  pain  in  the 
rectum,  an  irritability  of  its  mucous  membrane,  which  makes  it 
try  to  discharge  everything  in  contact  with  it,  and  the  frequent 

Ige  of  small  quantities  nf  Mood  and  mucus.    But  little  fecal 
matter  is  discharged.     In  addition   there  is  a  moderate  rji 
temperature,  with  more  or  less  prostration  T  the  pal 

do  not  go  to  bed,  some  do  not  even  stop  work. 

however,  the  inflammation  not  only  invohree  the  rectum, 
but  extends  up  into  the  colon,  the  p  riously  ill. 

espeeially  if  they  are  young  children.    The  quantity  of  mucus 
discharged  from  (he  bowels  i>  considerable,  and  very  little  fecal 
[•  is  passed  tor  one  or  two  A-  the  inflammation  sub- 

sides the  quantity  of  mm-  uei  and  that  of  fecal  matter 

increases.  In  Umbo  patients  the  temperature  is  higher,  the  dura- 
tion of  the  disease  longer,  and  the  prostration  greater.  Adults 
regularly  recover,  but  children  often  die. 

In  epidemics  the   qumitity  of  blood  discharged  from  the 
bowel  may  be  considerable,  there  is  a  small  number  *e  and 
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tropical  cases  of  colitis  are  due  to  infection  with  either  bacillus 
dysrnteriffi,  or  amoeba  dysentcria?. 

Of  the  ordinary  tonus  of  colitis  seen  in  New  York  a  certain 
number  behave  as  if  caused  by  pathogenic  micro-organisms.  I 
do  not  think  they  are  all  Caused  by  the  same  organisms,  some 
of  them  have  all  the  characters  of  streptococcus  infections. 

Tn  Nmv  York,  while  the  ts  not  as  prevalent  as  it  was 

twenty   >var>  ago.   yet   the   variety  of  cases   18  Considerable,  so 

that  in  the  course  oft  yean  one  maj  iee  b  number  of  eases  of  in- 
flammation of  the  colon  which  differ  widely  from  eaeh  other. 

In  the  small  towns  near  New   York  there  are  from  tin 
time  epidemic*  in  which  a  largo  number  of  people  are  attacked 
.at  the  same  time. 

I.  The  most  common  of  all  11c  forms  of  .-otitis  and  the  one 
with  which  every  physician  (a  familiar  is  that  in  which  there  arc 
no  structural  changes  in  the  wall  of  the  colon,  nothing  but  con- 
gestion.- an  increased  production  of  aniens,  an  exudation  of 
serum,  sometimes  considerable  bleeding. 

For  practical  purposes  it  is  necessary  to  divide  this  class  of 
eases  into  two  varieties:  one  characterized  by  congestion,  bleed- 
ing ami  the  increased  production  of  mucus,  the  other  by  the  large 
exudation  of  serum. 


1.    Coliti*  with  I  lion  and  an  Increased  Production  of 

Mucus. 

The  inflammation  begins  regularly  in  the  rectum  and  either 
remains  confined  to  this  pari  of  the  rectum,  or  extends  upward. 
But  in  children  a  large  part  of  the  colon  and  the  lower  end  of 
the  ileum  may  be  inflamed  from  the  first.  The  glandular  and 
connective  tissue  coats  are  more  or  less  swollen,  congested  and 
infiltrated  with  serum  and  a  few  leucocytes.  There  is  an  in- 
creased production  of  mucus,  which  -oats  the  inner  surf.-i 
the  colon  and  is  passed  by  the  patient.  There  is  often  a  moder- 
ate bleeding  from  the  surface  of  the  inflamed  mucous  membrane. 
In  epidemics  of  colitis  the  bl<  be  considerable.     The 


THE    JM-I   \\[  V  I     THE    UARGi:    I 


epithelial  cells  which  line  the  glandular  tubules  are  distended 
with  mucus,  the  superficial  cells  desquamate  and  are  mixed  with 

iit-us  The  solitary  lymph  nodes  in  the  wall  of  the  intestine 
are  often  swollen.  In  ehildren  there  may  also  be  an  in  titration 
of  the  glandular  coat  with  pus  cells  and  B80EOH8  of  the  swollen 
lymph  nodes  w  ith  the  formation  of  little  ulcers. 

It  is  the  popular  belief  just  now  that  some  form  of  the 
dysentary  bacillus  is  the  euuse  of  all  cases  of  acute  catarrhal 
colitis,  The  Shiga  bacillus,  the  Flexner  bacillus  and  some  others 
have  been  frequently  found  in  the  stools.    It  seems  to  me,  how- 

that  while  the  epidemics  of  colitis  are  probably  due  to 
some  pathogenic  niiero-organism.  the  sporadic  eases  may  be  due 
to  a  variety  of  irritants.  In  New  York  continued  hot  weather 
seems  to  be  a  real  cause  of  inflammation  of  the  skin,  the  stomach 
and  the  colon. 

If  the  inflammation  is  confined  to  the  lower  end  of  the  colon 

-nlarly  runs  its  course  within  a  week  and  the  patient  re- 
covers. The  principal  symptoms  are  the  local  ones :  pain  in  the 
rectum,  an  irritability  of  its  mucous  membrane,  which  makes  it 
try  to  discharge  everything  in  contact  with  it,  and  the  frequent 
passage  of  small  quantities  of  Irtood  and  mucus.  But  little  fecal 
matter  is  discharged.  In  addition  there  is  a  moderate  rii 
temperature,  with  more  or  less  prostration.  Some  of  the  patients 
do  not  go  to  bed,  some  do  not  even  stop  work. 

If.  however,  the  intiammation  not  only  involves  the  rectum. 
eta  up  into  the  colon,  the  patient*  an  more  seriously  ill. 
especially  if  they  are  young  children.    The  quant  uicus 

discharged  from  the  bowels  ia  considerable,  and  very  little 

r  js  passed  for  On!  Of  two  weeU.  As  the  intiammation  sub- 
sides the  quantity  of  tnueiu  decreases  ;tmi  that  of  fecal  matter 
increases.  In  these  patients  the  temperature  is  higher,  the  dura- 
tion  of  the  disease  longer,  and  the  prostration  greater.  Adults 
regularly  recover,  but  children  often  die. 

In  epidemics  the  quantity  of  blood  discharged  from  the 
bowel  may  be  considerable,  there  is  a  small  number  of  Bevew  and 
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even  fatal  eases,  but  they  ran  their  course  within  one  or  two 

weeks. 


Case  VlII      J  ■      s      Female.  8  yean  oM. 

Tuesday  afternoon.     Temperature   103  .   Batista,   pain  and 
tenderness  over  the  appendix. 

Tuesday  night     Temperature  104°,  a  good  deal  of  abdom- 
inis] pain.  eighteen  |TflnffflgfW  of  serum  and  mucus. 

Wednesday  morning,    Temperature  100  .  no  pain,  ten  pas- 
sages  containing  blood  and  mucus  in  the  twelve  hoi. 

Thursday  morning.     Temperature  99°,  no  pain,  feels  well, 
three   passages  conaining  mucus   in    the   night,   eight    pass; 
in  the  day. 

Friday  morning.     No  p  in  the  night 

Saturday  morning.  She  h&fl  had  formed  movements,  contain- 
ing some  mucus  in  the  twenty-four  hours,  has  no  pain,  is  hun 
and  feels  well.    After  that  she  was  well. 

The  treatment  was  rest  in  hod,  a  milk  diet  and  small  «l 
of  heta-naphthol  bismuth  with  codeia. 

Cask  IX.    Acuti    (Mi&rrhal   colitis.     Male,   35   years   old, 
April  26, 

In  the  morning  at  3  o'clock  he  began  to  b 
movements,  composed  principally  of  blood  with  a  little  mu 
There  were  seven  passages  with  abdominal  pain  and  fceneom 
moderate  prostration. 

Temperature  98*,  puke  62,  eolou  full  of  gas. 

He  was  put  to  bed.  given  hot  recta]  irrigations  and  m 
doses  of  morphine,  eubehs  and  bismuth. 

April  27.     He   had   a   formed   movement,   and  after   that 
was  well. 

The  treatment  of  these  patients  is  usually  satisfactory.  They 
must  Fie  kepi  in  bed  on  a  diel  of  milk  or  gruel  until  the  colitis 
baa  entirely  subsided.  Small  doses  of  opium  with  one  of  the 
preparations  of  bismuth  and  irrigation  of  the  rectum  with  in- 
fusions of  flaxseed  are  good  treatment  If  ther 
tiou  of  fecal  matter  in  the  colon  castor  oil  or  sulphate  of  mi 
nesia  are  the  best  laxatives. 
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J     A<  »t>   <  "iths  with  <t  Uinjij  mutation  of  serum. 

These  eases  are  not  to  be  confounded  with  the  eases  which 
I  have  described  elsewhere  under  the  name  of  "morning  diar- 
rluea."  The  condition  is  an  inflammatory  one,  and  not  a  func- 
tional disturbance  of  the  intestine,  they  differ  also  from  the 
of  ptomaine  poisoning. 

The  di»  Loi  a  fatal  one,  and  I  have  never  had  the  op- 

portunity ol  seeing  the  colon  of  one  of  these  patients.  The  char- 
acter of  the  symptom*  is  such  as  to  make  one  believe  that  the  in- 
fi;niiiii;nioii  involves  the  upper  part  of  the  colon,  and  that  the 
exudation  of  serum  into  the  cavity  of  tin  gut  is  the  principal 
feature  of  flw  morbid  pro* 

This  form  of  colitis  is  especially  common  wh<  n,  during  (fee 

summer,  tliere  is  a  continuous  hot   weather.     Cases  are 

owever,  at  all  times  of  the  year.    How  far  water  or  milk 

or  f 1  may  be  responsible  for  an 'attack  11  is  difficult  to  say. 

In  tome  persons  there  is  a  well-marked  predisposition  to  this 
form  of  colitis,  so  tluit  they  suffer  bom  attacks  summer  after 
summer. 

Thr  patients  have  al  first  p  feeling  of  discomfort  in  the  ah* 
domes  or  colicky  pains,  a  moderate  amount,  of  prostration,  and 
sometimes  nausea.  Then  there  is  the  feeling  of  the  necessity 
for  emptying  the  bowels.  The  patients  go  to  the  water  closet,  ait 
down,  H"  sphincter  opens,  and  a  large  quantity  of  fluid  runs  out 
without  ;m\  effort  of  expulsion.    The  fluid  consists  of  fluid  fee 

and  Enncus.  The  quantity  ol  each  discharge  is  consider- 
able, sometimes  as  much  as  two  quarts.  There  may  also  be 
nausea   and  vomit 

There  are  s  number  of  such  discharges  during  each  fcwenty- 
r  hours  The  patients  are  not  always  confined  to  bed,  but 
they  are  weak  and  miserable.  As  a  rule,  there  is  little  febrile 
movement,  but  the  temperature  may  run  from  101°  to  103°. 
Such  an  attack  may  only  last  (Off  B  few  days,  or  it  may  eontinue 
for  weeks  or  months,  the  gastritis  also  may  eontinue, 

Trtninn  >tt,—\  large  Dumber  of  the  oasei  get  well  under  a 
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variety  of  treatments,  or  even  without  any  medication  at  all;  but, 
OH  the  Miliar  hund,  there  is  a  considerable  number  of  eases  in 
which  the  disease  continues  in  spite  of  treatment.  Every  v 
I  see  several  patients  in  whom  the  colitis  has  continued  for 
months  in  spite  of  treatment  by  dietT  opium,  bismuth,  and  the 
intestinal  antiseptics 

And  yet  all  of  these  G&86a  ran  be  cured  if  sufficient  pains  is 
taken.  The  diet  and  mode  of  life  must  be  regulated  to  suit  each 
patient  The  old  drugs — opinm.  castor  oil,  belladonna,  bismuth, 
■Biol,  resnrcin,  etc.  answer  the  purpose. 

The  point  of  importance  is  to  select  the  drugs  or  combination 
of  drug's  suitable  to  each  cos 

Cam  X.  A<ni>  catarrhal  colitis  with  serum.  Male.  35 
years  old,  Dec.  4. 

Yesterday,  without  any  indiscretion  in  fond  or  drink,  he 
w.is  taken  with  pain  in  the  abdomen,  chilly  feelings,  vomiting, 
and  had  fourteen  large,  serous  passages  in  the  twenty- four  hours; 
temperature  99°. 

Be  was  put  to  bad  and  given  eodeia,  salol  and  castor  oil  in 
small  doses. 

Dec,  5.     lie  was  better. 

Dec.  6.     He  was  well. 


Case  XL     Acute  catarrhal  colitis  with  strum.     Male,  43 
years  old,  July  5. 

Nine  days  ago,  after  suffering  from  the  heat  and  drinking 

■  ■1  deal  of  ice  water,  he  began  to  have  nausea  and  vomiting. 
crampfl  in  the  abdomen  and  profuse  watery  diarrhoea,  ii 
to  twenty  stools  a  day. 

Now.  temperature  101°,  pulse  108,  breathing  30.    He  t 
weak   and  miserable,   with   the   profuse,   wati 
timiing, 

The  next,  day  he  left  the  hospital  unimproved 
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The  acute  catarrhal  inflammations  of  tfee  colon  may  be  Col 

lowed   In    chronic  ones,  or  these  may   be  of  subacute  or  chronic 
type  from  th<-  outset.    Chronic  catarrhal  inflammation  follows 

one  of  two  types: 

1.  The  rases  in  which  the  only  anatomical  change  seems  to> 
be  an  increased  product  inn  nf  mucus.  Whether  this  is  an  inflam- 
matory condition,  or  ;»  disturbance  of  function  of  the  glands  of 
the  colon  I  do  not  know.  It  is  of  very  ordinary  00GurreoC6  ill 
MfiW  York  especially  in  women. 

It  is  seen  in  all  grades  of  severity.  The  mueus  is  passed  h\ 
itself,  nr  mixed  with  the  f  trees.  Tie  quantity  of  mucus  is  small 
or  considerable.  It  is  passed  before,  with  or  after  the  faeces,  ac- 
cording to  the  position  of  the  part  of  the  colon  that  i^  diseased* 
The  faeces  themselves  are  formed,  or  fluid. 

In  the  simplest  cases  there  are  no  symptoms.  The  patients 
at  some  tima  diacover  they  an-  paining  mueus.  that  is  all. 

Next  in  order  come  (he  patients  in  whom  the  only  symp- 
toms are  abdominal  pains  and  loss  nf  nutrition. 

Then  COme  the  large  number  of  eases  with  all  sorts  of  dis- 
turbances of  the  functions  of  the  stomach,  intestines  and  liver, 
loss  of  nutrition  and  an  endless  variety  of  nervous  phenomena. 

Tin*  treatment   w  sometimes  satisfactory,  somethm 
much  the  reverse*    lie*  general  raanag  ad  diet  count  for 

a  great  deal.    Reel  in  gulated  exercise,  change  of  climate 

and  mode  of  life  according  to  the  condition  of  the  patient  are 
to  be  attended  to. 

Rectal   irrigations  may   he  of  very  great  service. 

of  the  drugs:  resorcin.  castor  oil,  belladonna,  ipecac  cubebs, 
bismuth  are  some  of  the  best. 

40  J 

with 
cone 


Case  XII.     Cli  ti&tk  W&K   mm  us.     Male,  physi<  ; 

40  years  old. 

Pre  he  has  had   several   loose  fecal   movemer 

with  a  discharge  of  uncus  Following  the  feces,  every  day.  This 
condition,  in  apite  of  treatment,  hai  aed  without  impi 
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i      Mr  has  lost  a  good  deft!  of  strength  and  soine  Beak     He 
■n  Balol  with  castor  oil,  and  bismuth,  rhubarb  and  ip> 
on  alternate  days. 

After  two  weeks  there  was  moderate  improvena 

The  castor  oil  with  sain]  was  replaced  by  i  nd  sul- 

phoearbolate  of  soda.  After  this  be  improved  steadily  until 
after  three  weeks  he  had  regularly  one  formed  fecal  passage, 
without  mucin,  every  day.    lie  also  fell  weW  and  stroi 

The  <urc  was  permanent. 

<  \se  XIII.     Alternating  constipation  and  diarrhcra,   with 
larffi  discharges  of  mucus.    Female,  30  years  old,  Oct  1    19< 

She  has  always  been  constipated.     Two  years 
stipation  began  to  alternate  with  periods  of  diarrhoea,  I 
began  to  pass  considerable  quantities  of  mueufi.     The  mil. 
in  strings,  it  followed  tin-  movements  or  was  passed  by  itself, 
The  attacks  of  diarrhoea  were  accompanied  with  abdominal  p 
Hainlence  and  nausea.    They  have  become  gradually  worse,  the 
last  one  kept  her  in  bed  for  two  weeks. 

Sin-  has  been  variously  treated  without  improvement. 

She  was  -jivm  resorcin  and  snlpho-carholate  of  soda. 

Nov.  1.     She  is  much  better,  no  more  attacks  of  diarrl 
and   les-i   ml,< 

December  3d    sh>  .  llt  no  diarrhoea,  no  nmcua. 

She  was  still  well  a  year  later. 

There  seems  to  be  no  very  sharp  dividing  line  between  the 

bad  eases  of  this  kind  of  '"litis  and  the  ailed   Dft 

hranmis  enteritis. 


old. 


Cass  XIV.    Chronic  colitis  with  mucus.     Kale, 


In  December,  1905,  began  to  ha  era!  abdominal  i 

of  varying  severity,  hut  occurring  everj  day,  the  abdom 
somewhat  distended,   he  had    formed   movements  al    irregular 

intervals. 

Tw<>  weeks  later  he  passed  a   piece  of  mucus  about 
inches  square.     After  that  he  passed  considerable  quantities  of 
mucus  every  day.    The  mucus  was  passed  before  the  stools 

by  itself,     lie  continued  to  have  more  or  le>s  abdominal   p 
He  was  treated  in  a  variety  of  ways,  but   without   impi 

ment. 

March  18,  1906.  he  came  to  me. 


CHRONIC    CAT  \KKII  \l.    roUTIS. 


r,7!> 


Mr  was  i > 1 1 1  on  castor  oil  and  aalol  by  the  mouth,  rectal 
irrigation  with  ehloride  of  zim-  Rod  :i  liberal  diet 

March  25,  There  was  no  more  pain  Of  mucus.  Ho  feit 
very  well  and  went  home  with  Instructions  to  continue  the  Mil"! 
and  castor  oil  and  irrigate  ih«'  rectum  every  other  da 

April  26.     lie  came  back   with  some  return  of  the  mums, 

to  pain,  lit*  was  ordered  to  continue  the  irrigations  and  to 
alternate  the  salol  and  nil  with  small  dases  of  belladonna,  ipecac 
and  rhubarb,  lie  improved  so  that  by  the  and  of  May  he  gave 
up  the  irrigations. 

Since   then  there  lias   been   no  pain  or  mucus  and   he   baa 

been  very  well  op  to  the  present  nun-.  Oeeober  18,  1906, 

MEMBRANOUS   ENTERITIS. 


This  is  one  of  the  most  curious  and  perplexing  affections  of 
the  colon.     It  seems  to  be  a  form  of  infiainniafion  and  yet  does 
have  like  other  inflammations.    It  is  of  not  uncommon  oc- 
currence, but  autopsies  are  rare  and  when  we  get  them  they  tell 

it  little. 

It  ocean  natch  mure  frequently  in  women  than  in  men,  and 
is  a  disease  of  adult  Ufa  it  \a  especially  common  in  women  who 
have  disease  of  the  uterus*  the  ovaries.  ..r  the  Fallopian  tubes. 

The  striking  feature  of  the  disease  is  that  the  patients  dis 

ge  from  the  bowels  shreds,  ribbons,  or  tubes  composed  of 
fibrin  and  mucus.  In  all  the  other  forms  of  colitis  mucus  is  dis- 
charged by  itself,  but  in  this  form  the  dischargee  aw  rendered 
quite  different  by  the  mixture  of  fibrin  with  the  mucus. 

Then*  is  considerable  variety  :ts  to  the  persistence  and  the 
if  the  symptoms. 

1.  There  are  patients  who  suffer  from  gastric  disturbances, 
abdominal  pain,  loss  of  nutrition  and  a  variety  of  nervous  phe- 
nomena. If  they  are  women,  they  often  have  disease  of  the  uterus, 
ovaries,  or  tubes.  The  bowels  are  sometimes  constipated,  some- 
tfmee  loose.  Prom  time  to  time  they  pass  shreds,  ribbon 
tubes  composed  of  mucus  and  fibrin.    They  may  continue  in  this 

tor  months  and  years  and  khan  recover. 


CHH  I'ARRIIAL    COI 


2.  There  are  patients  m  whom  the  disease  manifests  itself 
by  att;i  ii  occur  at  intervals.  B<  the  attacks  their 
health  is  fairly  good.  From  tame  to  time  they  suffer  for  one  or 
more  days  from  abdominal  pain,  large  diarrhceal  p;t 

the  discharge  <»f  large  quantities  of  niueus  and  fibrin.     These 
patients  also  often  recover. 

3.  There  are  the  bad  cases  in  which  the  disease  continues. 
The  stomach  is  always  irritable,  with  nausea  and  vomiting.  The 
bowels  arc  never  natural,  but  either  constipated  or  loose.  The 
mucus  oad  fibrin  an1  discharged  in  large  quantities  every  d 
These  patients  become  fixtremelj  and  emaciated  and  may 
die  from  the  dis< 

Trait  in*  ///.—In  the  ordinary  casos  we  regulate  the  diet  and 
mode  of  life,  employ  such  treatment  as  will  relieve  the  gastric 
dyspepsia,  the  constipation,  or  the  disease  of  tie 
or  tubes.    For  the  condition  of  the  bowels  we  employ  irrigations, 
castor  oil.  ipecac,  and  other  drugs. 

In  the  had  cases  good  results  are  reported  from  opening  the 
caput  coli  and  keeping  open  an  artificial  anus  for  some  months. 
%  Chronic  estarrkat  cotiHs  with  change  s  m  th  wall  of  th< 

The  inflammation  is  confined  to  the  rectum,  or  extends  up- 
ward and  involves  a  considerable  part  of  the  colon.  There  is 
constantly  an  increased  production  of  mucus.  The  glandular 
COat  alone,  or  all  the  coats  of  the  colon  are  thickened  by  a  growth 
.  «•  tissue.  There  may  also  be  little  polypoid  out- 
growths  composed  of  connective  tissue  and  hypertrophied 
tubules.  It  is  found,  however,  in  some  of  the  fatal  cases  that 
the  changes  in  the  wall  of  the  colon  are  not  as  profound 
would  have  expected  from  the  symptoms, 

The  patients  go  on  for  months  oi  quent  small 

passages  <>f  blood  and  mucus  and  more  or  less  discharge  of  loose 
fecal  matter.  Unless  the  inflammation  is  confined  to  the  rectum 
they  seldom  recover,  although  they  often  improve  for  a  time. 
There  is  a  progressive  loss  of  fiesh  and  strength. 

The  treatment  is  apt  to  be  unsatisfacti  STot    much 


CHTWSWC    CATARRHAL    I  Ml 

accomplish ed  by  the  regulation  of  the  diet  or  the  use  of  drugs. 
Irrigations  do  something.  Prolonged  residence  in  a  dry  inland 
climate  is  sometimes  of  great  ben 


€ase  XV,  eh  run  a  catarrhal  colitis,  death.  Male.  4ti  years 
old,  Jan.  3,  1890. 

Seven  years  ago  he  began  to  have  diarrhcea,  sometimes  with 
blood  in  tin-  Stook.  The  diarrhoea  has  continued  steadily  through 
all  this  time  and  be  ha*  gradually  losl  8eah  and  strength.  Re 
is  now  emaciated  and  feeble,  temperature  09*,  urine  normal, 
twelve  loose  passages  daily. 

lie  continued  to  get  steadily  weaker,  and  died  on  Peb.  6. 

Auiops't,  The  heart,  lungs,  liver,  spleen  and  small  intestine 
were  normal. 

The  colon  was  somewhat   thickened   foff  its  entire  long 
hut  more  so  in  the  rectum.     Then-  was  u  growth  of 

small  celled  connective  tisane,  which  separated  the  tubules  of 
the  glandular  eoat  and  m  snnir  places  had  entirely  obliterated 
them. 


Cask  xyi.    fjkr&me  catarrhal  Hale  87  v ears  old, 

March  26,  is 

In  1864  be  had  an  attack  of  dy»  bated 

three  months,     Fran  this  he  Peoorered  entirely  and  remained 
well  until   a.URIiatj    1881.     Then  h<  lirsi.  an   un- 

natural appetite,  then  pain  in  the  epigastrium,  then  diarrhoea. 

After  thre<  n  to  pas-  mucus  and  hree 

months   blood.      There    were    from    nine   to    1  nail    fluid 

passages  ■  day  without  tenemnna.    Temperature  i*.v7j. 

The   diarrheas    continued    unchecked,    be    test    9eah 
strength  and  died  April  2, 

Autopsy.    The  brain  was  not  examined 

The  heart  mis  small. 

The  upper  pari  of  the  tower  lobe  of  the  left  long  was 
hepatued. 

The  liver,  spleen  and  hi  ere  normal 

The  itomach  showed  the  changes  of  ahronl<  'is. 

The  small  intestine  was  normal. 

For  the  entire  length  of  the  colon  its  mm is  was 

thickened  with  superficial  aleei  mall  polypoid  ri 
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onym&.    Catarrhal  eolitta  >-vy. 

The  anatomical  characters  of  this  form  of  oolitu  are:  an  m- 
creaaed  production  of  mucus,  an  exudation  <»f  serum,  an  emigra- 
tion of  white  blood-cells,  a  growth  of  new  connective  tissue  in 
the  gin n( hilar  coat  ami  the  OOQZied  iv«  tissue  eoatj  and  small  ai 
of  aeCTOaifl  of  the  glandular 

The  inflammation  prefer!  the  upper  part  of  the  colon,  but 
it  may  involve  its  entire  length  or  be  confined  to  its  lower  third. 

The  gross  appearance  of  the  colon  is  that  of  congestion  of 

mucous  membrane,  with  perhaps  a  coating  of  mucus — the 
ordinary  appearance  of  an  acute  catarrhal  inflammation;  but  if 
we  took  more  closely  we  §ee  that  in  addition  there  are  numer- 
small,  supcrticial  uleers,  many  of  them  so  small  that  they  cannot 
he  seen  with  the  naked  eye.  In  the  old  and  severe  eases,  how- 
ever, instead  <d  these  small  uleers  we  find  a  destruction  of  large 
a  re,  is  of  the  glandular  coat. 

The  morbid  changes  belong  to  the  glandular  coat,  but  may 
extern!  to  the  superficial  layers  of  the  connective  tissue  coat. 
The  destruction  of  the  glandular    coat    is    effected  iple 

necrosis  or  by  an  infiltration  with  pus-cells,  The  ulcers  do  i 
have  overhanging  edges.  Between  the  ulcers  some  of  the  I 
show  necrosis  of  their  epithelium,  while  some  are  obliterate^  by 
the  growth  of  cells  between  them.  The  tissue  between  the 
tubules  is  thickened  by  a  growth  of  connective-tissue  cells,  or  by 
an  infiltration  with  pus-cells,  or  by  both.  There  may  also  be  a 
moderate  infiltration  of  the  supcrticial  layers  of  the  connective' 
tissue  coat   with  pus-eells  and  connective -i  Us. 

1  have  never  been  able  to  make  out  the  causation  of  this 
form  id*  colitis.  It  is  not  infrequent  in  New  York.  It  is  seen 
both  in  hospital  and  private  practice,  li  occurs  at  all  seasons 
of  the  year.  Whether  it  is  caused  by  impure  water  or  milk  or 
food  I  do  not  know.  The  faeces  show  tie'  usual  variety  of  micro- 
organisms, but  the  general  features  of  the  disease  are  those  of  a 
streptococcus  infection. 


I'Kom.'CTlVE    \St*    NKCROTIC    COLITIS. 
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The  invasion  of  the  disease  is  sudden  or  gradual.  If  it  ifl 
sudden,  the  patients  are  attacked  with  vomiting,  frequent  p;is 
sages,  abdominal  pains,  prostration,  and  a  rise  of  temperature. 
The  first  passages  are  diarrho'al — large  and  small  and  composed 
of  feral  matter,  serum,  and  omens;  or  cfysent&rie  mall,  pain- 
ful, and  composed  of  mucus  and  blood.  The  dysenteric  passages 
do  not  continue;  they  belong  to  the  fast  days  of  the  disease.  The 
prostration  is  considerable;  the  patients  look  sicker  than  tin  \ 

do  with  an  ordinary  catarrhal  eolilis.     Sometimes  tlmi. 
a  sort  of  shock  given  by  the  invasion  of  the  disease ■  tin-  patients 
may  have  attacki  of  syncope.    The  regular  duration  id*  the  scute 
eases  is  three  weeks. 

If   the    invasion    is   gradual,   the   patients   begin    with    what 
seems  to  be  an  ordinary  diarrlnea      three  to  live  loose  heal  move- 

ments  a  day.  with  more  or  less  eoiieky  pain  or  eonstant  abdominal 
pain.    There  is  at  first  m>  rise  of  temperature,    The   patients 

gradually  lose  Hesh  and  strength,  bul  it  may  be  Severn  1  weeks 
before  they  go  to  bed.  And  yet  it  is  a  matter  of  mucli  importanee 
that  the  character  of  llie  colitis  should  be  recognized  and  the 
patients  put  to  bed  during  this  early  stage  of  the  digi 

As  the  disease  goes  on  the  passages  continue  to  be  frequent 

and  of  considerable  size.    They  are  composed  of  fluid   I 
serum,  mucus,  and  often  blood.    The  mucus  is  present  in 

siderable  quantities;  it  is  diffuse  or  in  the  form  of  nodules.     If 
the  patients  improve,  the  fecal  matter  increases  in  quantity  and 
becomes  more  consistent,  while  the  quantity  of  serum,  m 
and  blood  diminishes.     The  abdominal  pain,  whether  colicky  or 

eonstant,  continues.    There  is  no  appetite    In  *es  nausea 

and  vomiting  are  rety  troublesome  symptoms.    There  is  usually 

a  rise  of  temperature  in  the  afternoon,  even  in  the  ehronic 
The  patients  steadily  lose  Seat  and  strength.    Of  the  eases  whieh 
r  some  run   their  OOttlie   within   four  weeks  and  recover 
entirely,  and  yet  while  the  d<-  going  on  the  patient 

enough  to  cause  mneh  anxiety. 

In  the  fatal  eases  I  have  seen  the  disease  prove  fatal  in  seven 
days,  but  that  was  in  a  person  already  exhausted  by  privation 
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and  exposure.  The  rule  is  that  the  disease  continues  for  a  num- 
ber of  montha  before  the  patients  die.  Occasionally  we  see  such 
a  colitis  In  its  early  stages  in  persona  who  die  from  pneumonia. 
The  prognosis  is  serious.  A  moderate  number  die  from  the  dis- 
ease, and  in  a  very  considerable  Dumber  the  disease  is  protra* 
for  months. 

The  most  important  time  tor  the  treatment  of  this  form  ol 
colitis  is  during  the  early  stages  of  the  disease.  It  is  in  the 
patients  who  are  neglected  at  first  that  we  eee  the  protracted 
forms  of  the  disease, 

No  matter  how  mild  the  invasion  of  the  disease  is,  the 
patieuts  should  at  once  be  put  to  bed  and  on  a  diet  composed 
principally  of  milk,  and  this  management  must  be  kept  up  until 
all  evidences  of  acute  inflammation  have  disappeared. 

In  the  chronic  cases,  on  the  other  hand,  it  is  important  that 
the  patients  should  get  out  of  doors  and  eat  a  sufficient  quantity 
ami  variety  of  food.  As  a  rule,  these  patients  do  best  in  a  dry, 
elevated,  inland  climate. 

During  the  earlier  stages  of  the  disease  irrigations  of  the 
rectum  arc  of  service,  and  even  in  the  chronic  cases  such  irriga- 
tions may  be  used  with  advantage  from  time  to  time. 

As  regards  medication,  it  has  seemed  to  me  that  I  have  ob- 
tained the  best  results,  both  in  the  acute  and  chronic  cases,  by 
the  use  of  combinations  of  opium,  salol,  and  castor  oil;  but  I  mint 
admit  that  these  remedies  sometimes  fail,  and  that  I  see  patients 
recover  under  other  plans  of  treatment. 


kSE  XVII.     Productive  a>'<(  torty  $t< 

death  from  lobar  pneumonia.    Male,  19  years  old,  Jan.  17, 

Eleven  days  ago  a  chill  followed  by  vomiting  and  diarrl 
Three  days  later  he  began  to  cough  with  muco-purulent  Sputum 
and  pain  in  the  left  chest.  Tie  continued  to  have  From  four  to 
seven  stools  daily. 

Now,  temperature  106°,  pulse  98,  breathing  28,  sober 
tant  and  coai-se  rales  over  both  lungs,  over  the  left  lower  lobe 
ilnlness   and   bronchial   breathing.      He   became  steadily    worse 
temperature  high,  pulse  more  rapid,  delirium,  frequent  yellow, 
watcrv  stools  Without  blood  or  mUi 
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Jan.  25  he  cfied. 

Autopsy.     Only  the  colon  was  examined 

The  rectum  contained  yellow,  pasty  fieces,  the  rest  of  the 
{•olon  was  empty. 

The   lower  third   of  the  colon  '  "d   and   studded 

wit h  very  minute  ulcers.  These  are  formed  by  necrosis  of  the 
glandular  coat.  Between  them  the  glandular  coat  is  infiltrated 
with  cells. 

Case  XVIII.  Productive  and  necrotic  colitis,  terminal 
pneumonia.     Male,  54  years  old.  Sept,  26,  1884. 

One  mouth  ago  he  begfts  to  have  crampfl  in  the  abdomen 
andt  after  two  days,  from  eighteen  to  twenty  stools  daily;  some 
of  the  stools  contained  blood  and  mucus.  lie  was  treated  with- 
out any  improvement. 

Now  he  has  from  twelve  to  twenty  loose,  watery  and  fecal 
passages  daily,  pain  in  the  abdomen;  temperature  97.8°. 

Oct.  1*    He  had  two  formed  stools.     In  tl  noon  the 

temperature  rose  to  !(>:>  ,  he  Ix^jnue  delirious,  with  the  physical 
signs  of  consolidation  of  the  lower  lobe  of  the  right  lung. 

He  died  the  same  evening. 

Autopsy,     The  brain  was  not  examined. 

Tin*  lower  lobe  of  the  right  lung  was  in  the  condition  of 
red  hepatization. 

The  liver,  spleen  and  stomach  were  normal. 

The  kidneys  showed  the  lesions  of  ehronic  nephritis. 

For  the  entire  length  of  the  colon  its  wall  is  soft,  and  rotten. 
The  mucous  membrane  is  thickly  studded  with  small  and  Urg?, 
flat  superficial  nleers  involving  only  the  glandular  coat.  The 
remaining  glandular  coat  and  the  connective  tissue  coat  are  in* 
filtrated  with  round  cells. 


Case  XIX.     Purulent  and  necrotic  colitis.    Male.  34  years 
old.  June  28,  1879. 

A  targe,  fine  looking  manT  who  said  his  health  had  always 
been  good. 

Two  weeks  ago  he  began  to  have  three  to  five  loose  fecal 
jes  a  day.  wit  Smut  blood  or  mucus.     There  was  occasional 
vomiting  and  pain  in  the  upper  part  of  the  abdomen. 

DW  he  has  pain   in  the  liypoimstrium.  three  to  five  Ifl 
fecal  paaaagee  daily,  constant  nausea,  occasional  vomiting;  tem- 
perature 108*  pulse  118,  breathing  SO,  urine  1.026,  no  albumen, 
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do  physical  signs  over  the  heart  or  lungs.    He  is  feeble,  but  not 
emaciated 

He  continued  in  the  same  condition,  three  to  five  loose  fecal 
passages  without  blood  or  mucus  daily,  constant  nausea  and 
vomiting;  temperature  99°  to  10:3°,  gradual  emaciation. 

Aug.  5.    There  were  several  large,  bloody  passages. 

Aug.  1&     Hfl  WW  found  dead  in  bed. 
opsy.    The  body  was  emaciated. 

The  brain  was  not  examined. 

The  lungs,  heart  and  liver  were  normal. 

The  spleen  was  small  and  soft. 

The  kidneys  were  a  little  increased  in  size,  the  cortex  pale, 
the  surface  smooth. 

The  lower  part  of  the  small  intestine  was  congested,  the 
solitary  and  agminated  glands  were  a  Little  swollen. 

The  colon  for  18  inches  above  the  anus  was  normal.  Above 
this  the  glandular  coat  had  almost  entirely  disappeared,  leaving 
the  museulnr  coat  bare  with  little  patches  of  mucous  membrane 
still  adhering. 

Where  tin-  mucous  membrane  was  left  it  was  densely  in  til 
trated  with  pus  cells.     The  whole  wall  of  the  gut  was  split  up 
and  infiltrated  with  pus  cells  and  small,  polygonal  cells. 


<\\si    XX.     Figure   l.     /  i    and   ntcm&ic  eolith; 

fc,    Female,  j,  July  is,  1900, 

iir   mto  tin-  hospital  with  tie*  ordinary  symptoms  nf 
emphysema  and  increased  arterial  tension 

She  was  discharged  on  July  22. 

Aug.  1,  1900,  she  came  back  to  the  hospital  with  temperature 
102°,  pulse  120.  breathing  36,  nauseated,  six  loose  brownish 
passages  from  the  bowels  mixed  with  mucus  and  blood. 

Any.  2.  Nauseated,  skin  hot  and  dry,  tongue  coated,  colicky 
pains,  watery  stools  with  blood  and  mucus. 

Aug.  6.  The  nausea  has  continued,  with  two  to  four  pan* 
sages  of  thin  fluid  and  blood. 

tag.  11  She  has  continued  to  have  from  four  to  six  brown, 
watery  stools,  with  very  little  blood.  She  is  getting  steadily 
weaker  and  is  now  delirious.  She  continued  to  have  the  same 
passages  from  the  bowels  and  died  Aul:.  14. 

Autopty.     The  longs  were  emphysematous. 

The  hear!  was  normal,  except  for  a  little  thickening  of  the 
coronary  arteries. 

The  liver  was  cirrhotic. 
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PRODUCTIVE   AND   NECROTIC   COLITIS. 


The  whole  length   of  the   colon   was  studded   with  small, 
round,  dean-Cut  ulcers. 

The  kidneys  showed  the  Lesions  of  chronic  nephritis.    . 


Cask  XXI  Figure  -.  Prodadim  and  xerotic  colitis;  re- 
covery.   Girl,  9  years  old,  living  in  West  Seventy-second  street. 

In  September  her  mother  had  an  ordinary  attack  of 
catarrhal  colitis  lasting  for  a  week. 

On  October  25  the  girl  felt  chilly  and  her  temperature 
went  up  to  104c ;  that  night  the  bowels  were  loose,  with  toHcty 
pains. 

Dei  26.  The  temperature  char!  begins,  she  had  each  day 
four  siunll.  loose  fecal  passa- 

Oct.  29.  I  saw  her  for  the  first  timeT  the  abdomen  was  dis- 
tended with  gas.  She  was  treated  with  hot  rectal  irrigation 
and  a  combination  of  morphine,  aeetanilid  and  eubebs. 

Nov.  1,  She  had  ten  small  passages  of  fecal  matter  and 
minus,  the  tongue  was  dry,  she  looked  seriously  ill.  She  was 
given  Bm&U  dotes  of  salol  and  castor  oil. 

Nov  :\.  She  had  sixteen  small  passages  of  fecal  matter 
and  mucus. 

Nov.  5.    The  stools  were  involuntary,  she  was  deliri 

Nov.  8.  She  began  to  cough,  there  were  five  stools  in  the 
twenty-four  hours. 

Nov,  8.    There  were  the  physical  signs  of  conaolidatSos 
the  lower  lobe  of  the  right  lung;  only  two  stools. 

Nov.  U,    The  pneumonia  is  resolving,  only  one  loose  stool. 

Nov.  14.     She  had  her  first  formed  stool  without  mucus. 

Nov.  16,     One  formed  Stool,  all  medicine  was  stopped. 

Nov.  19.    She  was  given  solid  food, 

Nov.  28.  She  began  to  ail  up,  Her  convalescence  was  un- 
interrupted. 


Cask    XXII.     Productivi    and    necrotic   colitis  of  m 

months  duration,  death.    Male,  35  years  old,  Dec.  '»,  1S85. 

six  months  ago  tie  had  an  attack  of  rheumatism,  from  which 
he  recovered. 

Five  months  ago  he  began  to  have  pains  in  the  abdomen  and 
loose  stools,  with  tenesmus  and  blood. 

Now  he  is  pale  and  emaciated,  o?dema  of  feet  and  legs;  tem- 
perature 98°,  frequent  Stools  of  fluid  feecea  and  mucus. 

Dec.  15.    ITe  continues  to  have  nine  to  fifteen  stools  daily, 
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Cask  XXI.     Lakce  Intestine.    I 
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ND  Necrotic  Colitis.     Rkcu\kky. 


CROUPOUS    UUIJTIS. 


he  also  has  a  cough  with  bloody  sputum,  pain  in  the  left  chest, 
dulness  and  snh-erepitant.  rales  over  the  lower  lobe  of  the  left 
lung, 

He  continued  to  haw  freqoenl  Eooae  stools,  to  eongh,  to  lose 
flesh  and  strength,  and  died  on  Feb.  5,  1886. 
r>psy.     The  brain  was  nut   examined. 
Both  lungs  were  eoaphyaematODB,  the  bronchi   were  congested 
and  contained  mneo-pna,    In  the  lower  lobe  ol  the  left  lung 
there  was  a  considerable  area  of  bronchopneumonia. 

The  head  was  normal, 

The  liver  was  small  and  covered  with  old  adhesions,  but 
Otherwise  nnrm&l. 

The  spleen   was  large  and  firm. 

The  kidneys  Looked   normal. 

The  eolnn  to  the  naked  eye  showed  but  little  evidence  of 
disease.  The  surface  of  the  mueoill  membrane  was  not  coated 
with  mnenfl  or  fibrin,  no  nlcen  nmld  he  seen,  the  wall  of  the 
gut  was  not  appreciably  thiekenei 

Minute  examination  showed  a  very  considerable  growth  of 
cells  between  the  tubules  of  the  glandular  coat.  In  many  places 
there  were  small  areas  of  necrosis  forming  minute,  superficial 

rs.     The  lymphatic  glands  were  unchanged. 


IV.     CROUPOUS  COLITIS. 


There  is  a  form  of  colitis  characterized  bv  lunation 

of  an  exudation  bom  the  btood-veeaela,  which  forme  fibrin,  with 
neerarie.    This    is   eommonly  called   oronpom   or  diphtheritic 

dysentery. 

The  inflammation  regularly  begins  in  the  rectum.  It  may 
remain  confined  to  this  part  of  the  colon,  or  it  may  extend  up- 
ward and  involve  the  whole  length  of  the  colon  and  even  the 
lower  part  of  the  small  intestine 

The  irritants  whieh  cans.'  the  colitis  seen  to  act,  according 
to  their  virulence  upon  the  glandnlai  Boat  alone,  or  upon  the 
QOnnec  me  eoari  alaOj  or  upon  the  whole  thickness  of  the 

wall  of  the  colon-     In  the  majority  of  eases  the  inflammatory 
pVOdueed  not  uniformly,  but  in  patches. 
In  the  milder  eases,  therefore,  we  find  the  inner  siu 
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the  colon  studded  hero  and  there  with  little  patches  of    fa 
membrane;    Vertical  sections  of  the  wall  of  the  colon  at  tl 
points  show  a  layer  of  fibrin  and  pus.  necrosis  of  the  super! 
portions  ««r   tin'  glandular  --<►;» t ,   and  a   httle  infiltration    of   the 
glandular  coat  with  fibrin  and  pi 

In  the  more  severe  cases  the  lawyer  of  fibrin  on  the  inner  sur- 
face of  fch loo  ta  thicker,  large  infiltraticraa  of  fibrin  are  found 

in  the  connective- tissue  coat,  and  even  the  muscular  and  p 
toaeal  coats  are  involved  in  the  exudation.  The  necrosis  invoi 
the  whole  thickness  of  the  wall  <>i'  the  colon. 

The  dead  tis-  oghfl  away  and  leaves  ulcers  o 

ing  number,  size  and  depth, 

In   Ww   York,  this  form  of  eolitis  I  to  the    autumn 

months.     NM   infrequently  people  bring  it  back  to  town     with 
them  from  the  country.    In  such   cases  ihere  may  be   a    lusi 
of  contaminated  drinking-water.     The  behavior  of  the   inflam 

tm  is  that  of  one  caused  by  the  presence  of  path, 
teria,  and  such  bacteria  can  be  demonstrated  in  the  fa  |  in 

the  wall  of  the  colon.    Bui  it  is  nol  to  be  forgotten  that  icl< 
anatomioal  changes  are  produced  bj   poisoning  with  eorr 

sublimate,  sn  that  it   is  possible  thai    sueh  a  Qolitlfi  tpo- 

duced  by  other  irritants  than  bacteriti 

Twenty  years  ago  croupous  colitis  was  one  of  the    regit 
autumn  dis<  the  country  about   New  York.     Often 

same  persons  would  have  the  disease  every  autumn.    It  was 
of  the  urdin,  iee  of  death  in  old  persona.    As  more  care  has 

been  taken  about  the  contamination  of  drinl  r  and 

disposal  of   fecal   matter  the  disease  has  become  less  and 
common. 

Symptoms.— The  patients  have  numerous  small,  painful  pas- 
sages of  blood  and  mucus      If  the  inflammation  ext< 
the  rectum,  they  also  pass  large  quantities  of  brownish   flu 
There  is  nearly  constant,  rectal  pain,  irritability,  and  tern 
There  may  also  be  colicky  pains  and  strangury.     Many  of  th«* 
patients  vomit,  especially  at  the  beginning  of  the 
is  regularly  a  well-marked  febrile  movement  tlim 
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ease,  but  in  some  of  the  bad  cases  the  temperature  is  low  through- 
out. In  the  severe  cases  the  prostration  is  marked,  the  heart  \s 
action  is  rapid  and  feeble,  delirium  and  stupor  are  developed 
The  disease  lasts  from  one  to  six  weeks 

Prognosis.— The  proguosis  is  serious  on  account  of  the  severe 
character  of  the  lesion,  the  genera!  poisoning  of  the  patient 
and  the  permanent  changes  left  in  the  wall  of  the  intestine  I  f 
the  whole  length  <>f  the  solos  is  involved,  the  patients  rarely  get 
well     If  the  ulcers  .,».    targe  and  deep,  although  the  patient  re- 

n  from  the  inflammation,  he  is  left  with  a  colon  so  badly 
damaged  that  he  is  always  an  invalid. 

All  the  patients  are  to  be  put  to  bed  and  kept  on  a  fluid  6 

Host  of  them  require  some  preparation  of  opium  to  keep  them 
comfortable.     Many  of  them  need   alcoholic  stimulants.     It  is 

important  to  distinguish  whether  die  inflammation  is  confined 
to  I  lie  rectum  or  whether  it  extends  higher  up.  If  it  is  confined 
to  the  rectum,  it  can  he  treated  hv  irrigation  alone;  if  it  involves 
a  larger  part  of  the  colon,  drags  must  be  given  in  addition  to  Hi* 
irrigation.  Two  quarts  of  an  aqueous  solution  of  corrosive  subli- 
mate,  1  to  10,000,  has  given  me  t  he  best  results  as  an  irrigation, 
tpecac,  in  20-gram  doses  once  or  twiee  a  day,  seems  to  be  the 

most  efficient  drug,  I  have  also  seen  good  results,  however,  from 
the  early  use  of  salol  in  5-graio  doaefi  every  hour. 


X'XTII.  Croupous  i "litis  of  short  duration;  death. 
Male,  :>:<  years  old,  Oct  26,  1884. 

Pour  days  ago  be  was  attacked  with  vomiting,  diarrhna. 
with  green  and  miens  stools,  and  severe  rectal  pain. 

Now  he  is  emaciated,  temperature  98°  to  103°,  ten  to  twenty 
small,  mucous  stools  daily. 

Get.  29.    Temperature  !><♦    to  100°. 

After  this  the  temperature  was  below  98°.  The  same  small, 
frequent,  mucous  stools  continued.     II «    grew  weaker,  and  died 

mber  3, 

Autopsy.     The  brain  was  not  examined. 

The  heart  was  normal. 

The  lungs  were  congested  and  OftdematonjL 

The  Stomach,  liver,  spleen  and  kidneys  were  normal. 
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Vur  Ms  entire  length  the  mucous  membrane  of  the  <»olon  * 

-■(I  and  OOftted  with  fibrin. 

Case  XXIV,     Cron  pleurisy 

ond  pericarditis,     Male,  37  years  old,  Sept.  1 

Two  ago  he  began   H>  feel  sirk,  with  TO  and 

frequent,  watery  stools. 

one  week  ago  he  began  to  have  frequent,  small,  painful 
passages  of  blood  and  mucus. 

Now  he  is  feeble  and  emaciated;  temperature  99°,  freipieui 
passages  of  mucus  and  greenish  fluid, 

Sept.  16.     The  passages  are  less  numerous,  but  the  mn 
no  better. 

Sept.  19.  He  is  worse,  with  dulness,  bronchial  voice  and 
brealhhm  over  the  lower  lobe  of  the  left   lung, 

Sept,  20  he  died. 

Autopsy,    The  brain  was  not  examined 

The  pulmonary  pleura  of  the  left  long  was  thickly  coated 
With  purulent  fibrin.  The  lower  lobe  was  in  the  condition  of 
commencing  red  hepatization. 

There  was  a  little  recent  fibrin  on  the  pericardium. 

The  liver  w.  firm  and  congeal 

The  stomach  ami  spleen  were  normal. 

The  kidneys  were  a  little  swollen. 

About.  12  inches  of  the  lower  end  of  the  bum 
congested  and  coated  with  fibrin, 

The  lower  two-thirds  of  the  colon  was  uniformly  coated  on 
the  inside  with  a  thick  layer  of  fibrin. 

The  mesenteric  glands  were  swollen* 


Si  XXV      ft  roupous  colitis;  /.     Male 

years  old. 

Aug.  26.     lie  was  taken  ill  with  frequent  painful,  bloody 
passages  from  the  bowela 

Sept.  8.     Six   passages  of  blood  and  mucus,  pain  and 
derness  over  the  abdomen,  tongue  dry  and  brown,  temperature 
101°.     lie   was  ordered  a  starch  and   laudanum   enema    after 
each  movement, 

Sept.  9.    Eight  passages,  temperature  100°;  he  was  ordered 
an  ounce  and  a  half  of  castor  oil. 

Sept.  10.    Six  passages,  temperature  100°  to  100.5° ;  he  was 
given  30  grains  of  ipecac  and  vomited  three  hours  Itl 

Sept.  11.     Six  p  temperature  101°,  pulse  feeble. 
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-pt.  12.  Six  passages,  no  more  blood,  tongue  dry,  tem- 
perature 100,5°. 

Sept.  13.  Seven  passages;  lie  was  again  given  «astor  oil  and 
ipecac;  this  time  he  did  not  vomit. 

Sept.  14.    Five  passages  containing  more  fecal  matter;  tem- 


perature 100' 
Sept.  15. 

vomit 

Sept.  16. 
Sept  17. 


He  was  again  given  oil  and  ipecac  and  did  not 


Four  passages,  temperature  lot"  to  102°. 
Four  passages,  the  enema t a  of  starch  and  lau- 
danum were  stopped.     He  was  gives  dilute   hydrochloric  Mid 
and  laudanum  every  three  hours. 

Bept  18.     Three  passages,  temperature  101°. 

Sept  22.  Four  passage*,  temperature  103  He  was  given 
muriate  of  quinine. 

Sept,  24.     Three  passages,  temperature  102°. 

Sept.  26.  Four  passages,  temperature  103°.  He  now  has 
some  appetite  for  food. 

Bept  2&     Tin passages,  temperature  LOS*  ;  the  hydro- 

chloric  acid  mid  opium  was  Stopped  and  he  wns  given  15  grains 
of  quinine  three  thins  fl  day. 

Bept  80  to  Oct  12.  Three  to  four  passages  a  day.  without 
blood  or  unions,  temperature  100  to  I'd  .  He  la  steadily  im- 
proving. 

Oct  18  to  Ooi  j4.  Two  t<»  three  paaaagaa  a  day,  tem- 
perature W*  to  100°.    He  is  well  enough  to  sit  up. 

Nov  G  I  Mir  inTtiKil  paaaage  B  day,  no  more  fever,  He 
is  well. 


Cask  XXV  (b),    S<  r, ,-,  <  colitk;  recovery.    Male, 

Sept.  7.  He  had  a  diarrhoea  that  lasted  for  a  week  and 
then  stopped. 

Sept.  15.  fie  began  to  have  pain  across  the  abdomen  and 
small  passages  of  serum  and  blood. 

Now,  temperature  99 "".  tongue  coated  and  dry;  small, 
bloody,  painful  passa-  ,    hour.     He  was  given  castor  oil, 

opium  and  ergot. 

Sept.  81,     Temperature  99°  to  100°;  the  small  bloody  pas- 
sages continue  unchecked;  tongue  dry      Re  looks  very  ill.     He 
petered  20  grains  of  ipeeae  and  a  hypodermic  nf  morphine 
every  day, 
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urhunluli i-    <<>;it    is    undermined,    and    ulcers    with    over 
edges  are  found  of  various  sizes  and  depth. 

Large  portions  of  the  whole  thickness  of  the 
the  eolbn   are  swollen  and  completely  necrotic.      The    par 
usually   do  not   live   long  enough   for  these   dead    portions    to 
slough  away, 

d      The  iiken  may  be  small  and  not  deep,  but  tl 
growth  of  connective  tissue  between  the  tuboi 
the  connective- tissue  e< 

The  inflammation  may  extend  from  the  colon   to   the   1 
-iul  nf  the  ileum. 

There  may  be  a  general  peritonitis,  either  with  or  without 

^ration.     There  may  h?  amoebic  abscesses  in  the  liver,  o< 
the  lower  lobe  of  the  right  lung.     It  may  that 

the  symptoms  of  the  abscess  of  the  Liver,  or  those  of  ih.     , 
of  the  lung  are  more  prominent  than  those  of  the  colitis. 

ins.  We  find  that  there  are  acute  cases  which  run 
a  mild  course;  acute  cases  which  run  a  severe  course;  sub-acute 
cases  which  are  either  mild  or  and  chronic  cases. 

In  the  mild  cases,  whether  acute.  Bub-aeute,  or  chronic,  the 
necrosis  is  uot  lar<re  and  the  Length  of  colon  involved  is  ttoi  great 
In  tl  >n  the  contrary,  ihere  is  much  necrosis  an  J 

a  considerable  part,  of  the  length  of  the  colon  is  involved 


1.     Thi  Ai  ut   MUd  Cm 

There  are  frequent  pass;  a  posed  of  fecal  mi  ocas 

and  blood.     The  fecal   matter  is   pasty  and  mixed   with   mm 
or  the  mucus  is  in  the  form  of  little  nodules      The  anttel 
most  easily  found  in  the  nodules  of  mucus.     Tl 
seriously  ill  but  the  temperature  is  irregular  and  uot  at  | 
time  very  high.     Nausea,  vomiting  and  colic  often 

present*    The  disease  runs  for  about  three  weeks  and  the  pate 
regularly  recover, 

Treatment,-  The  patients  should  have  regularly  ereiy 
a  large  irrigation  of  hoi   salt  and  water.     By  the  month   t 
fake  either  10  minims  of  castor  oil  with  10  minim*  (uiv  uJ 
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opium  and  1  ounce  of  brandy;  at  one-thirtieth  of  b  grai 
morphine  with  8  grains  of  oubebs  and  2  grains  of  Bubnitral 

bismuth  three  or  four  times  b  d 

Cask  XXVIII.     Acuii   wmabic  colitis;  recovery.    Male, 

J  .;ns  old. 

Was  with  the  army  at  Santiago;  white  there  he  was  not 
sick.  He  was  on  the  transport  coming  bo  Montauk  from  August. 
22  to  2S.  while  on  the  transport  he  began  to  have  frequent, 
large,  loose  fecal  stools,  without  blood. 

From  August  2fl  to  September  11  he  vraa  in  the  hospital  at 
Montauk. 

Ilts  temperature  ran  between  98°  and  100°. 

He  had  frequent  targe  and  small,  loose  fecal  movements, 
and  passed  a  good  deal  of  blood.  Active  amoeba  MnU  always 
be  found  in  the  stools. 

He  was  treated  with  rectal  irrigations  ol  Bait  and  water, 
and  small  doses  of  morphine.  Cubeba  and  bismuth. 

By  September  11  he  was  well. 

2.    Tin   Seven     [cub    Cm 
In  these  eaeee  the  lesion  involves  the  greater  pan  of  the 

length  of  the  colon,  the  necrosis  is  extensive,  there  may  be 
abaeesaefl  in  the  liver,  or  in  the  lung. 

The  patients  ire  very  seriously  ill  and  look  badly.  They 
Bean  to  be  sick  rather  from  the  extensive  changes  in  the  eolon 
than  from  an  infection.  There  seems  no  reason  to  believe  that 
the  amoeba  produce  a  toxin. 

The  temperature  is  vt'i-y  Irregular,  high  or  low  Nausea, 
vomiting  and  colicky  pains  are  often  present.  The  patients 
rapidly  lose  flesh  and  Strength, 

The  passages  are  composed  of  soft,  pasty  fecal  matter,  mixed 
with  mucus,  or  the  mucus  is  in  nodules-  there  may  also  be  blood. 
The    i  are    frequent,    sometimes    involuntary,    and    the 

quantity  of  fecal  matter  discharged  is  wry   large.     The  d 

gauss  death  In  a  few  days,  or  continue  for  several 

or  become  ehroni<\ 
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The  accompanying  abscesses  of  the  liter  Bud  the  lung  ad*l 

to  the  symptoms  ami  dangers  of  the  colitis. 

The  prognosis  is  unfavorable,  even  if  the  patients  seem   to 

recover,  the  gut  is  left  badly  damaged. 

The  treatment  is  the  same  as  for  the  mild  eases,  but  is 
unsatisfactory.  The  liver  abscesses  are  to  be  opened  as  soon  as 
discovered, 


Case  XXIX.  Acuft  amabic  colitis:  dtofik.  Female,  50 
years  old,  Dee.  15,  1894, 

One  week  ago  she  began  to  have  diarrhoea,  about  ten  move* 
inniis  a  day.  The  stooll  were  large  and  small,  composed  prin- 
cipally of  serum.    She  vomited  frequently. 

Now,  emaciated  and  feeble;  temperature  100°;  sonorous  and 
saberepitant  rales  over  both  Lungs,  four  watery  stools. 

Dee.  16.    Temperature  09*  ■  nine  stools. 

Dee.  18.     Temperature  102   \  died. 

Autopsy.  The  lungs  were  emphysematous,  the  bronchi  were 
congest ed  and  contained  miico-pus. 

The  left  ventricle  of  the  heart  waa  dilated  with  old  th 
ening  of  the  mitral  valve. 

The  spleen  was  large. 

The  kidneys  were  small  and  nodular.. 

The  liver  was  normal. 

The  lower  part  of  the  small  intestine  was  congeal 
studded  with  small  ulcers  not  belonging  to  the  lymphatic  glands.. 

The  whole  length  of  the  colon  was  studded  with  small  ulcers 
with  overhanging  edges,  involving  only  the  glandular  coat.  In 
other  places  large  areas  of  the  glandular  coat  were  destroyed. 
Tn  some  places  a  layer  of  fibrin  coated  the  bare  eonneetive- 
t  issue  eoat  There  was  an  extensive  cell  growth  in  the  conne*?- 
f ty.  tissue  coat  and  groups  of  amieba?. 


Case  WW  Acute  amabic  colitis;  death,  Male,  25  years 
old,  Nov.  21,  1900. 

Thirteen  days  ago,  three  days  after  landing  from  a  voyage 
from  Ireland,  he  was  suddenly  taken  ill  with  headache,  chilli- 
ness, vomiting,  diarrhoea  and  prostration,  lie  }jjis  continued  to 
have  frequent,  loos  tents,  with  cramps  and  tenesmus,  and 

to  become  sicker. 
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Now  his  tongue  is  red  and  dry,  temperature  102%  pulse  100, 
no  physical  signs  over  the  chest  or  abdomen. 

Nov.  23.  He  occasionally  vomited  green  fluid.  In  the 
>  -I'm ur  hours  he  had  six  stools,  composed  of  emeus,  scrum 
and  a  little  fecal  matter.  Be  emiiinued  to  have  temperatures 
from  98°  to  LOO  \  ftye  or  six  passages  every  day  of  mucus, 
serum  and  a  little  fecal  matter  with  latterly  a  little  blond,  lie 
vomited  nearly  every  day  and  became  steadily  thinner  and 
weaker.  The  treatment,  with  caster  oil,  opium  and  whisky  had 
no  effect. 

Dee.  2.    He  dfr 

Autopsy,    The  autopsy  was  incomplete. 

The  sntai]  intestine  was  normal. 

The  whole  Length  of  the  colon  was  studded  with  large,  de^p 

»bic  ulcers,  tin*  mucous  iifemhrane  between  was  swollen. 


(ASK  XXXI.      AmtebiC  COlif  9t8  Of  thi    lirrr.     Male.  27 

years  old,  Jan.   11.  1895, 

Ever  since  he  was  a  boy  he  has  had  attacks  of  diarrbcei, 
frequent  small  etoola  with  burning  and  tenesmus.  Between  the 
attacks  the  bowels  have  bees  constipated. 

Two  weeks  ago  he  bad  a  chill,  tell  Feverish,  with  pain  and 
griping  in  the  lower  part  of  the  abdomen,    since  then  he  baa 

had  diarrhoea,  at   first  three  Slot  BB   ui'Teasing.  until 

on  January  1<>.  he  had  twenty.    Three  days  ago  there  was  h!. 

in  the  stoola    Be  baa  vomited  every  day. 

Now,  temperature  100°  ■  the  stools  are  composed  of  yellow, 
fluid  teees,  studded  with  small  lumps  of  mucus.    He  is  too  i 
to  examine. 

Jan.  13,     Be  died. 

Autopsy.     The  bronchi  contained  mueo-pus  and  the  lunus 
(edematous. 

The  heart  was  normal. 

The  spleen  was  large. 

The  kidneys  wefti  la  rue  the  cortex  pale. 

The  rig'ht  lobe  of  the  liver  was  occupied  by  nn  abscess  con- 
taining a  quart  of  thick  pus 

The  stomaeh  was  distended  with  food. 

The  small  intestine  was  normal. 

For  the  entire  length  of  the  eolnn  the  mucous  membrane 
was  blackened  and  studded  with  small  ulcers.  The  changes 
were  very  extensive.  Where  there  was  any  glandular  coat  left 
there  was  a  growth  of  fibro-eellular  tissue  between  the  tubules 
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and  cells  in  the  ooanective-tiafftie  coat.    Necrosis  bad  involved  a 
large  p*rt  df  the  glandular  coal  and  the  superficial  portions  f>£ 
the  connective-tissue  ooat     There  were  some  of  the  ordin; 
ps  with  overhanging  edges,  but  for  the  aa  a 

diffuse  necrosis. 

Case  XXXI 1     Acvts  tm&bk  colitis,  ab 
and  iitmj.    Male,  51  years  old,  June  7.  1893. 

May  25.  He  began  to  have  1  cough  with  bloody  and  foul 
smelling  sputum  He  lost  flesh  and  strength  rapidly.  His 
bowels  were  constipated  until  ten  days  ago.  Then  he  began  to 
have  several  Loose,  watea  *ages  every  day  without  blood 

Of  pain. 

Now  lie  is  feeble  ami  emaciated;  three  1«m»s»*  movement! 
day  without  blood   or  mucilB;   cough,   with    i.  lantities 

brown,   foul  smelling  sputum;   temperature   100° ;  urine  con- 
tains sugar. 

He  pontintied  to  ihe  same  condition,  losing  flesh  and 
strength;  temperature  99°  to  101°. 

June  18.     He  died. 

Autopsy,    The  tower  surface  of  the  left  Inn 
to  the  diaphragm.   At  this  point  tin*  diaphragm  was  perforated. 
there  were  small  abscesses  m  the  lung  and  below  the  diaphragm. 

The  Left  ventricle  of  the  heart  was  a  little  dilated,  the  vah 
normal. 

The  liver  was  large,  an  abscess  in  the  left  lobe  2fy£  in<! 
in  diameter,  two  small  abscesses  in  the  right  lobe. 

The  kidneys  were  large  and  smooth. 

The  colon  for  its  entire  length  was  thickly  studded   with 
large  and  small  ulcers  and  sloughs.    The  most  noticeable  t 
was  the  necrosis,  which  extended  down  to  the  muscular  &x 
with   but   few  pus  cells,  no   fibrin   and  but   little   cell   growth. 
Amu-hie  Bonld  be  seen  in  the  floors  and  walls  of  the  ulcers. 

3.     The  Sub-ctcute  Cases, 


In  these  cases  there  is  at  first  simply  a  diarrhoea,  either 
fees]  or  watery,  with  gradual  loss  of  flesh.  After  a  time  mucus 
and  sometimes  blood  arv  added  to  the  discharges  and  the  stools 
become  larger. 
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The  mild  eases   maj    only  last  a    few  weeks  and  then  ap- 
parently ivhwc.  but  they  are  liable  to  the  anicebie  ah 
the  liv«  r      In  BOHJ€  d  the  liver  cases  tlm  history  of  the  colitis 
ie  BO  Bliorl   and  unimportant  that  it  is  easily  overlool 

But  one  such  mild  attach  may  be  followed  by  others  that 
lire  iridic  severe. 

In  the  severe  cases  the  diarrhoea  continues,  the  km  of  flesh 
and  strength  are  progressive  and,  either  with  or  without  abscess 
of  the  liver.  the  patients  finally  die.  It  differs  from  other  forms 
of  colitis  in  the  large  quantity  of  seim-Huid  feral  matter  that  is 
discharged  in  each  twenty- four  hours. 

Task  XXXIII.  Suh-uctifr  mnatbk  cotitit,  Male,  30  years 
old.  Feb.  17.  1884, 

Five  days  ago  lc  be^an  to  have  rramps  in  the  right  lei:, 
which  grew  worse,  until  on  February  h)  he  OOUld  hardly  walk. 
The  pain  involved  the  whole  of  the  lei:  and  w<t^  continuous. 
There  was  qq  swelling,  tenderness  or  redness. 

Feb.  17,  Since  admission  there  lias  been  DO  more  pain  in 
the  tag  and  then-  are  "<>  symptoms  except  a  feeal  diarrhoea  and 
,i  temperature  of  103°.  There  are  no  physical  signs  of  the  heart, 
lungs  or  abdomen. 

Feb  18  to  23.  Temperatures  99°  to  102°;  even  day  six  to 
twelve  loose,  feral  ]•  with  a  little  blood. 

Feb.  24  to  March  5.    Temperatures  99*  i«»  103  ;  the  stools 

aue  Frequent]  eontaixi  Ken  feeal  matter  and  more  blood. 

He  is  Bteadflj    losing  Seah  and  strength. 

March   6   to   IC     Tempera!  bo  101°;  the  diarrho- 1 

continues;   the  blood   now   appears   in   Hots   of  some   si/r.     The 

anterior  abdominal  wall  is  ftal  and  rigid,  with  some  tends 
Over  the  colon. 

He  went  on  in  the  same  way.  and  died  March  22, 

A.utop$y.    Only  the  abdooien  was  examined. 

Tlie  spleen  and  kidneys  were  normal. 

The  liver  was  fatty. 

The  small  intestine 

The  whole  Length  of  the  colon  w;is  studded  with  large  uloei^ 
aome  with  overhanging  e<  an    down  to  the  mus- 

cular coat,  with  little  membrane  between  them. 

Ther<  •  have  been  B  suppurative  and  necrotic  inflamma- 

tion of  the   connective-tissue   eoat    undermining   the    Lrlandnh»r 
coat. 
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abscess   of  tk% 
Male,  p.  21,  1- 

Ahout  twenty  months  ago  be  began  to  have  diarrhoea,  many 
large,   watery   passages  daily.     This  continued   for   about  nine 

•is;  In-  LOfil  much  flesh  and  strength. 

Then  be  seemed  bo  recover  entirely.    About  four  months 
ago  the  diarrhcee  returned,  with  loss  of  flesh  and  strenj 

For  tw«>  weeks  he  has  had  o  ng. 

Now    he   is  pale,  emaciated  and   feeble:  tempera  t 
pulse  1(14,  urine  1.015;  ti  LbumeZL 

The  liver  extends  down  to  the  umbiliona,  is  firm  and  smooth. 
The  stools  are  about  four  it  miposed  of   black ish,    m 

fluid,  fecal  matter  without  mucus. 

I  thought  in-  had  an  amoebic  colitis,  an  old  abscess  of  the 
liver  with  waxy  degt  nd  that  be 

from  the  rather  than  I  colon. 

Dee,  2.    He  died. 

Autopsy.     There   was  a   thrombus  in  the  left    pulnn- 
artery.     Then    were  miliary  tubercles  in  the  left   pnlmon 
pleura. 

Then-   was  a   little  old  thickening  of  the  mitral    valv- 
the  heart. 

The  spleen  was  waxy. 

The  kidneys  were  Large,  white,  wai 

Iu  the   right    lobe  <>l    the  liver  there  was  a   large   abscess, 
which  had  ruptured  downward  into  the  abdominal  cavity,  mak- 
ing a  saceulated  abscess  extending  downward  around  t)> 
kidney.     The  liver  tissue  was  waxy. 

The  stomach  was  dilated;  there  were  many  small,  super,  i 
ulcers  of  the  mucous  membra ne. 

The  pancreas  was  atrophied. 

The  mucous  membrane  of  the  small  intestine  was  congested. 

The   whole   len^tli    of    the   colon    was  studded    with    small 
ulcers. 

The  changes  in  the  colon  were  more  marked  than  one  would 
suppose  from   ils  gross  app<-.-i 

There  was  a  very  considerable  diffuse  growth  of  connective 
tissue  between  ih<*  glandular  tubules,    and    over    eonaid 
areas  the  tubules  had  disa 

There  was  a   rather  dense   thickening  of  the  connect 
tissue  coat. 

The  ulcers  were  small  and  not  deep,  but  with  overli 


There  were  amceba?  in  the  connective-tissue  coat. 
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There  ocHta  thai  I  un  unable  to  elaaaify     1 

give  the  histories  of  i  few  such  ease*. 

Case  XXXV     Chi  Wta  arila  km  ecol 

mot>(  mi  tils  Mai-  .  two  and  one-kali  years  old.  horn  and  living 
in  Briinsw  [ck,  I  toorgia. 

In  July,  1874,  he  gradually  became  ironflf  and  fretful, 
with  i  swollen  abdomen,     He  had  one  p  1  un- 

digested  food,  not  large  or  white.    Re  bad  tanl  but  irreg- 

ular rise  of  temperature.  The  Enovemeata  of  (ha  bowek  grad- 
ually 1  in  frequency  op  to  six  in  the  i  or  hours-. 
they  became  large  ami  white.  There  was  orniatam  thii^st  and 
hunger,  emaciation  and  swelling              ibdomen. 

November  27.  He  was  brought  to  N''x\  Fork,  f  found  him 
ihin  ami  feeble,  unable  to  walk,  constantly  \  the 

abdomen  much  swollen,  Them  were  ftve  movements  in  the 
twenty-four  hours.  Each  movement  was  white  and  pasty,  look- 
ing like  Bofl  faeces,  Mud  so  large  as  to  il  11  a  targe  ehai 

He  was  ordered  chops,  toast,  milk  and  cod  liver  oil. 

Up  to  December  8  there  was  no  improvement.  Then  he 
uas  puf  on  |  combination  of  arsenic,  hyoseyanus,  cubebe  and 
opium,  He  booh  began  to  improve  and  continued  to  do  so 
until  Januan  I,  when  the  opiua  >ed. 

He  continued  steadily  to  improve,  and  on  January  8  the 
mixture  waa  replaced  by  dilate  nrtro-muriatic  acid. 

Jan.  20,  1875.  He  is  now  strong  enough  to  walk.  The 
passages  are  smaller,  less  fraqnenl   and  becoming  yellow, 

By  March  1  he  was  well. 

He  continued  well  tor  two  when  he  was  killed  in  a 

railwfl 

(ask  XXXVI.     P  '    the  colon  and 

itomach.    Ma  old,  .inly  22,  I  - 

He  waa  habitually  intemperate  and  had  '  nree 

for  two  weeks  This  was  followed  for  two  weeks  by  erampf  and 
diarrhcea. 

July  20.     He  went  to  lied. 

Tl ramps    and    diarrhon    enntiniled     until    he    died,    on 

July  24. 

Autopsy.    Ten  hours  after  death, 

There  waa  8  diffuse  congestion  of  n  <  marked 

infiltration  <»f  pus  cells  between  the 

The  small  luteal  normal. 
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The  colon  for  its  entire  length  was  congested,   roughened 
and  ulcerated.     Where  th<-  tubules  were  left    tin*  be- 

en them  were  filled  with  pus  cells.    The  submucous  con 
tive  tissue  is  thickened  and  Infiltrated  with  pen  eel 

Casi:  XXXVII      Acuti   entera-colUis,  mtUttria.  te,  27 

years  old,  October  5. 

Two   weeks  ago  she    was  at:  ;th    \nmiting,    foil 

by  a  severe  chill  lasting  for  three  hours 
ing.    These  pan  geurred  ever;  day  For  nine  da;» 

Three  days  after  the  drat  attack  she  began  to  have  diarrhoea 
The  diarrhoea,  chills,  fever  and  tweeting  continued  up  to  the 
time  of  admission. 

She  continued  in  the   same   condition    until   she    di 
October  9. 

Autopsy.    The  brain,  heart  and  Lung 

The  liver  and  spleen  were  blackish,  with  malarial  pignienr. 

The  stomach  and  kidneys  were  normal. 

The  colon   throughout   was  con  frail    was   thick, 

and  bogg}  .  there  were  ulcers  of  the  gland nl 
was  fibrin  on  the  peritoneal  c 

In  the  lower  part  of  the  small  intestine  eral 

isolated  portions,  a  few   inches  long,   With   lesions  of  the   same 
character  as  those  in  the  colon. 

No  emboli  or  thrombi  could  be  found, 


<\si:   XXXVIII      A  without  per- 

foration    Mill.-,  old  January  20. 

Four  weeks  ago  he  began  to  have  diarrhea*,  bul  continual 
at  his  work  as  an  engineer  nntil  four  days  ago, 

Then  he  had  three  large  stools  of  blood,  and  faintr.l 

Jan.  22.     Tie  had  a  Large  stool  of  bi 

Jan.  2&     He  died. 

Autopsy,  There  was  a  little  fibrous  induration  and  a  small 
cavity  at  the  apex  of  the  ripht  In 

The  abdomei  aed  a  large  quantity  of  pun*  runt 

In  the  rectum  and  colon  there  were  many  Largi  ilar 

ulcera,   extending   down   to   the    peritoneal  per- 

foration. 

Tn  the  lower  pari  of  the  ileum  there  u  small  ulcers. 

The  mesenteric  glands  were  bwoII 

The  kid i.  advance 

The  liver  was  fatty. 
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Cask  XXXIX.    Necrotic,  probably  croupous  colitis,  large 

blitdnnj:  (h<tth.     Female,  35  years  old,  September  19, 

Two  weeks  ago  cramps  in  the  stomach  ami  vomiting.  The 
next  day  numerous  small  bloody  ponrftpn,  headache,  thirst. 

These  passages  continued  and  then  were  succeeded  by  dark. 
fluid,  partly  fecal  passages  without  blood.  Pulse  100,  tem- 
perature luo°. 

Sept.  22.  i  large  bleeding  Eras  the  bowels. 

She  continued  to  have  small,  dark,  partly   feeaJ    ; 
until  she  died  on  Sept.  28 

Autopsy,  The  heart  was  normal.  There  were  old  adhesions 
over  the  lungs. 

The  liver,  spleen  and  kidneys  W6TG  normal.    The  colon  for  its 

entire  length  shows  only  patches  of  mucous  membrane  left,  Hie 
glandular  coat  has  nearly  all  been  destroyed. 

Que  XL.  <  ohtis  with  abscesses  of  the  liver.  Male,  37 
years  old.    Oct.  1. 

(  foe  Week  ago  he  began  to  have  diarrhoea,  pain  in  the  ai> 
domes    and   nausea.      Now   he   is   emaeiated,    pain    in    the   right 
hvpurhoudrium.   Caoe  drawn   and   anxious,  skin   cold  and   - 
iug.  tongue  dry  and  brown.     He  has  fulness  and  tenderness 
i he  right  iliac  fossa,  numerous  dark,  foul,  fluid  passages,  pulse 
1<n>,  breathing  4iV  temperature  100*. 

The  brown,  fluid  passages  continued,  Bemparature  DS°  to  99\ 
he  looked  more  and  more  septic  and  died  Oct  4. 

Autopsy.     The     mitral  was     thickened       The     left 

pleural  cavity  was  one  third  full  of  serum,  the  right  pleural 
cavity  was  nearly  full  of  serum,  the  ri^ht  lung  was  compressed 
and  coated  with  fibrin. 

The  peritoneum  was  eoated  with  pus  and  fibrin.  The  spleen 
was  large  and  soft.  The  kidneys  were  of  medium  size  with 
adherent  capflttL 

The  liver  was  large.    T;  end  large  abscesses  with 

tiOUghing  walls  in  the  right  lobe.  The  corresponding  branches 
of  the  porta]  vein  were  filled  with  red  and  white  thrombi 

The  Caput  cell    was  dilated.     Its  wall    was  thick,   soft  and 
black,  with  several  large,  black  sloughs  of  the  entire 
of  the  wall.    Below  this  through  the  whole  length  of  the 
there  were  numerous  small  ulcers  as  if  of  the  Solitary  gland* 


C\si;   XLJ.     At  uff    punth  ttt  colitis. 
perfect  history. 


A  <  'hinaman  with  im- 
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Four  weeks  ago  he  i  ►nary,  who 

he  was  well     A  friend  says  that  he  was  sic 
weeks   with   dyap  and   oedema   of    tl 

days  before  death  lie  earns  into  the  hospital,  orine 
albumen,  granul  double  aorti  jaundi< 

fan  diarrhaBa,  tosmpegattw  N    to  LOO 

Aufopty.    There  w^.   three  pints  of  bloody  semsn   iu  tbc 
pent  .ny  and  a  fe\u  ounces  in  1 1 1 « -  pegi$ard 

cavities. 

The  stomach  and   small   intei 

The  colon  was  studded  with  >out  half  an 

inch  in  diaimt.  r      At  these  [mints  th  pUTtlleot 

infiltr.it mn  of  all  the  coats  of  the  colon 


I '  \ee  \U  I.    Puruli  Female 

20.  1895. 

Tun  years  ago  she  had  a  child;  she  has  □ 
since  that  time. 

Sixteen  months  ago  she  began  to  fa 
steadily  become  worse,  Gve  to  twelve  stools  daily,    large  and 
water]  with  some  aniens  but  no  hi 

When  she  cats  she  has  griping  pains  in  the  abder 
nans.  hut  not  mnefa  appetite.    She  has  lost  flesb 

and  strength,  but  was  up  and  about  until  a  month 
the  tongue  is  red.  glazed  and  clean,  temperature  100°,  pi 
she  is  feeble  and  emaciated.     Sim  has  4  I 
watery,   containing  but   little  fecal   matter,   sonic  small 
of   mucus,    riO   blOOd,      Tic    B1  (timed    the   sain 

came  weaker  and  died  X«»v  21. 

Autopsy.     Only  the  colon  w  i  no 

fecal  matter,     For  its  entire  length  it  Lool 
with  a  tl  r  of  fibrin,  no  sould  be  seen.       i 

examination  shows  that  the  mucous  membri 
pus  cells,  not  with  fibrin. 

The  glandular  coat  is  thickly  infiltrated  with  pus  r-ells,  iu 
some  pi  tending  into  nective-1 

There    are    many    small    erosions    of    the    glandul, 
where  the  tubules  arc  brn  mil  replaced  by 

There  is  also  a  growth  of  conned  jsue  cells  1  . 

glandular  tulmi 

X'LIII. 
male,  48  years  old.  Dec.  19,  1 

For  several  months  she  has  been  Losing  flesh. 
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Three  days  ago  she  began  to  ^Ofl  tnd  matter. 

Now  she  is  very  feeble,  temperature  960,  pulse  160.  vomits 
ooffee^ground  matter, 

Dec  20,  she  died 

Autopsy,  The  bronchi  were  congested  and  coated  with 
mucoua. 

The  mitral  valve  was  thiols  and  the  left  ventricle  of  the 
heart,  hypertrophied.     The  spleen  was  normal. 

The  kidneys  were  large,  congested  and  studded  with  small 
abscc- 

The  stomach  was  small,  eontained  brownish  fluid,  but  looked 
1 1.  The  liver  ihowed  the  brioDl  "»*  cirrhosis,  the  gall  blad- 
"h--r    was   distended    with    bile. 

The  pancreas  end  small  ini.  normal 

The   urinary  Madder   was  normal.     The  upper   part  of  the 
ited.     It  was  studded  with  areas  where 

tht  mucoua  membrane  was  black  and  iwoDasn,  In  these  areas 
the  blood  vessels  were  distended  with  blood,  the  glandular  coat 
was    a  the    ■  "iiner!  ive-tissne    GOOt    was    infiltrated    with 

lis. 

SI  X  LIV.     I  Female,  27  years  old,  May  ;  i  1 . 

Two  months  ago  her  ankles  were  swollen  ami  there  was  oc- 
tal vomiting.  She  began  at  that  time  to  have  a  number 
of  passages  0$  mOCTie,  SOD  mixed   with   Mood,  every  day. 

Ti  i  gradually  increased  in  number,  she  lost  flesh 

and  strength,  and  without  any  other  symptoms  died  00  June  10. 

Autopsy.     The  heart,  UmgB  and  liver  were  normal. 

The  kidneys  showed  the  teaione  of  enrooic  nephri 

The  spleen  wai  covered  with  old  adhesions. 

The  stomach  was  pale  and  coated  with  mucus. 

The  small  intestine  was  normal.     In  the  colon  for  its  entire 

b  there  were  large  superficial  ulcers.  The  connective  tis- 
sue and  muscular  coats  were  thickened.  In  the  lower  part  of  the 
colon    there    were   polypoid    thick  of   the   mucous   mem- 

bram  . 


Case  XLV.     (H*l  productive,  recent  punt}  Kf,     Fe- 

male, 30  years  old. 

She  was  admitted  bo  the  boepiJ  use  of  abortion  with 

a  temperature  of  101°.  She  bad  a  foul  discharge  from  the 
vagina  and  when  the  temperature  reached  108"  she  was  curet- 


She  stood  the     operation  badly,  but  after  12  hours  was 
pretty  good  condition. 

For  24   hours  after  this  the  temperature    was   subnoi 
then  it  goj  up  to  the  normal  but  did 

toe  operation  the  bowels  moved  once  a  day,  the  stools 
were  not  abnormal     An  enema  □  before  the  operation 

and  came  away  bfood  stained. 

For  four  days  before  death  she  had  from   ten    to   fifteen 
stools    a  day,     The  l  *  re  small  and  composed  of  bloody 

mucus. 

Autopsy.     The  cortex  of  the  bit  intensely 

spleen,  liwr  and  kidneys  w  je  and  soft. 

The  titer  it  its  appendages  and  the  peritoneum 

normal. 

Tho    lungi   were   congested   and  oedematous.       The    lowi 
half  of  the  colon  on  Li  surface  was  thrown  into  irregul 

elevations  of  considerable  thickness  and  of  §  -ir. 

Wrtieal  sections  show  that  the  glandular  coat    has  every- 
where disappeared. 

The  inner  edge  of  the  bare  connective  doi  ie  places 

infiltrated  with  pus  cells  and  coated  with  fibrin. 

The  elevations  arc  formed  of  a  new  formation  of  r.*> 
dense  connective  tissue 


(  ,\si>:  XL VI.    Old  colitis,  pi 
nrs  old,  May  16. 

The   patient  says  she   has   always  had   som<_«    weakness   of 
the  bowels,  having  slight  diarrb  cposure  to  «-«»M. 

that  she  has  never  been  sick. 

On  May  14-  she  ate  some  food  that  disagreed  with  her 
that  night  she  had  abdominal  pain  and  several  loose  pn- 

On  the  night  of  May  15  she  had  10  loose  passages. 

On  the  night  of  May  16  and  morning  of  the  17  she  had 
three  loose,  foul,  fecal  stools  without  pai  nus. 

After  May  19  the  diarrhoea  stopped  temporal 

100°    to  102  24,  temperature  102°,  tongue  dry.  delirious, 

rapid  pulse,  inciv  of  the  abdomen* 

In  the  evening  she  died. 

Autopsy.    The  peritoneal  ca  1  the  perito- 

neum did  not  look  imflnmed. 

In  the  small  intestine  the  solitary  nod  agminated   gb 
were  swollen.     The  descending  eoloi 
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extensive  ulceration  Involving  the  Ljlandular  and  connective-tis- 
sue coats.  At  the  junction  of  the  middle  and  lower  thirds  there 
were  two  perforations  of  the  peritoneal  coat,  each  about  one  quar- 
ter of  an  inch  in  diameter.  The  edges  were  adherent  to  the  an- 
terior abdominal  wall  with  a  little  recent  fibrin, 
The  other  viscera  were  normal. 


IXhMA  OF  THE  COLON. 


The  new  growth  usually  follows  the  type  of  colloid  can 
or  of  glandular  cancer  with  cylindrical  cells.  The  favorite  situ- 
ations arc  the  rectum  and  the  caput  eoli.  The  new  growth  sur- 
rounds the  gut  and  extends  longitudinally  for  one  or  two- 
inches;  less  frequently  it  involves  i  considerable  part  of  the 
length  of  the  colon.  The  growth  may  cause  a  stricture  of  the 
colon,  or  may  project  inward  in  soli  masses,  or  may  ulcerate.  It 
often  infiltrates  Ike  surrounding  tissues,  it  may  cause  a  local 
peritonitis,  or  the  ulceration  may  go  on  to  perforate  the  wall  of 
the  colon. 

Causes. — The  disease  occurs  regularly  in  per  r  thirty 

years  of  age. 

Symptomi.     If  the  growth  is  situated   il)   the  rectum  the 

rymptoms  are  constipation,  flatulence,  pain,  and  oonatrieted 
stools;  or  simply  a  number  of  small  fecal  passages  every  day. 
The  patients  complain  of  the  annoyance  of  having  to  defecate 
so  frequently  instead  of  having  a  single  large  movement.  In 
other  patients  there  is  at  first  a  diarrhoea,  the  passages  are  fluid. 
and  more  or  less  blood  arid  mie-us  are  sJflQ  At  first,  and 

even  for  a  number  of  months,  the  genera]  health  suffers 

little. 

the  disease  continues   the   local   symptom  Da  more 

marked,  and  the  patients  lose  tlcsb  and  strength  and  become 
Cachectic,    The  tumor  can  be  fell  in  the  r  is  a  hard  ring 

constricting  the  gut,  or  as  a  hard  diffuse  mass  about  the  gut, 
or  as  a  soft  tumor  projecting  inward.  As  the  disease  goes  on 
the  stricture  becomes  tighter  and  tighter;  or  ther  ralyaia 

of  the  sphincter  with  a  constant  flow  of  brown,  sanious  fluid. 
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ts  die  worn  out  with  tin  «>r  with   i 

tion  of  feees,  <«r  from  perforation  of  the  Intestine,    or   ti 
peritonitis. 

If  the  grow  lli  is  situated  in  the  caput  eoli  the  curly 
diagnosis  is  often  difficult,  Until  a  tumor  can  be  felt  ii 
IS  easy  bO  bfl  mistaken. 

The  first  symptom  may  be  only  attacks  of  abdominal  pain 
first  at  long  intervals  then  more  and  more  frequent 

Or  there  may  lie  flatulence,  alternating  diarrhea    and 
stipation,    nausea    and    vomiting, 

Ot  there  may  be  simple  loss  of  flesh  and  strength    wit 
any  local  symptoms. 

Or  the  symptoms  of  obstruction  are  prominent,  a  gradual 
distension  of  the  small  intestine  with  vomiting. 

The  patients  in  whom  there  are  no  marked  symj  until 

there  is  a  sudden,  complete  stoppage  of  the  bowels  nv 
misleading. 

The  only  treatment  is  surgical. 


Case  XLVIL     Colloid  cancer  of  thf  rsc!  the 

<oIo)i,  m  a  young  mnn.    Mali-.  19  years  old.  Feb.  10. 

Seven  months  ago  he  was  attacked  with  diarrhoea  and  \ 
itingt  about  ten  stools  a  day 

AI'iit  two  weeks  he  weni  to  work  again,  bu1  the  «i 
continued  and  after  two  months  he  was  obliged  to  stop  work. 
The  i  were  composed  of  mucus  and  blood  and  ware  pain* 

Porthepasl  two  months  the  :  have  been  involnntai 

For  the  past  two  weeks  there  have  been  from  ten  to  twenty 
passages  e  day  sdth  more  blood. 

There  is  now  uniform  distension  and  tenderness  of  the  whole 
abdomen. 

March  6  lie  died. 

Autopsy,    There  were  no  changes  in  the  brain,  heart,  hn 
liver,  spleen  or  kidm 

The  peritoneal  cavity  contained  a  large  quantity  of  fiui  1 
faeces,  but  there  was  no  peritonitis. 

The  entire  colon  was  enormously  distended  with  fluid 
At  the  splenic  flexure  there  was  a  large  rupture. 

In  the  rectum  two  inches  above  the  antis  there  was  a  mass  of 
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tt  I  ompletelv  surrounded 
the  rectum,  It  involved  all  tin  coats  of  the  gut,  but  grew  out- 
ward.  there  were  no  proj tiona  into  the  cavity  of  the  rectum. 

The  caliber  of  the  reottuu  im  narrowed,  imt  not  occluded.    Tiie 
posterior  wall  of  the  bladder  stab  involved  in  the  new  gp 
The  growth  has  the  structure  of  colloid  cancer. 

I  use  XLVIII.  Carcinoma  of  the  dcscendin<j  portion  of 
the  Wale,  37  yea  in  old.  July  6. 

Mint'  mouths  a^»  ht-  began  to  have  pain  in  the  left  side  with 
diarrlaea  and  was  confined  to  bed. 

Five  months  ago  he  had  a  similar  attack  and  then  vomited 

-ground 

For  the  peel  fcWO  months  he  has  lost  fiesh  and  strength  with 

iitij.  flatuk'inT  .nid  severe  pain  in  the  left  side 

X'»w,  tie  m  feeble,  emaciated  and  anaemic.    Then-  is  profuse 

vomiting,     Th  ten  is  distended  with  visible  peristal- 

tin'  intestines,  no  tumor  '-an  hi-  felt. 
July  28,  he  died. 
Autopsy.     The   body   was  much   emaciated.     In   the  heart 

there  was  a  little  old  thickening  mitral  valve.    There 

were  Old  pleuritic  adhesions,  cjunhyssna  and  chronic  bronchitis. 
Hi-  stomach  showed  the  I  r  ehronic  gastritis.    The  liver 

and  spleen  were  normal. 

"flie  kidneys  were  atrophied,  ehronic  nephritis.  The  small 
intestine  was  dilated,  its  glandular  coat  thickened  and  aleeratoa 
in  irregular  patches. 

The  ascending,  transverse  and  first  half  of  the  rtemfirting 
colon  were  dilated,  in  the  lower  portion  nf  the  descending  colou 
there  was  a  large  ulcer  surrounding  the  gat,  three  inches  long 
with  thickened  edges.     The  thickened  edges  had  the  ordinary 

ture  of  cylindrical  celled  carcinoma. 


Case  XLTX.    I  ntd  of  fht  caput  eoU  uriih 

BMat&na,    Female,  40  years  old,  Aug 

For  a  year.  sle  de  has  had  COUgh,  expectoration  and 

flight    sweats.      Seven    weeks   SgO   the   |egB  \>  leiiialoij^ 

i  anasarc  evened. 

For  as  has  had  diarrhoea, 

Now,   she  is  emaciated,  with    general    anasarca    and    1> 

pt,  3  she  died. 
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Autopsy,    There  were  old  adhesions  aver  both  lungs.     The 
heart  wan  small  sad  flab! 

The  liver  was  ]';iit) . 

The  kidneys  were  of  medium  size,  chronic  nephn 
far  advanced. 

The  stomach   and  small   intestine  showed   th  g   of  all 

their  coats.     In  the  caput  ooli  there  was  a  largt 
growing  inwards,  but  aol  constricting  the  gut.    It  was  eoo&poc 
of  cylindrical  cells  in  tubules. 

Cass  L.    Colloid  cancer  of  tki  coU.    Mai 

March  18. 

Two  months  ago  he  gradually  began  to  lose  flesh  and  - 

and  had  to  give  up  work,    lie  had  i  .  mniting 

eating  and  flatulence. 

Now,  he  is  feeble  and  emaciated,  a  small  tn 
in  the  right  iliac  region. 

April  21  lie  died, 

Autopsy,  There  was  recent  fibrin  over  the  lower  lobe  of  the 
left  luntr.  general  bronchitis  and  broncho-pneumonia  of  both 
lower  lobes. 

The  heart  was  small. 

The  liver  was  small  and  fatty. 

The  spleen  and  kidneys  were  normal.    The  wall  of  the  raput 
OOl]  was  infiltrated  with  a  soft,  colloid  growth  formii 
the  size  of  a  turkey's  egg. 

The  small  intestine  above  this  was  dilated,  core. 

ulcerated 


case  LI.  Lymphoma  of  the  caput  coli  and  m  [ale 

70  years  old.  Dee.  16. 

Eight  years  ago  he  noticed  a  swelling  in  the  right  gro 

On  ound  a  tumor  in  the  right  side  oi  the  ab- 

domen in  the  situation  of  the  capu 
constipated,  he  has  lost  flesh  and  strength. 

Now,  he  is  thin  and  anffimic.    There  is  a  tumor  in  t! 
men  about  the  caput  coli  and  extending  to  the  left.     I 
were  made  of  lymphoma  of  the  mesentery,  retro-p 
coma  and  earciconM  of  the  caput  eoli. 

January  7.    Autopsy, 

There  is  a  large  mass  of  enlarged  glands  in  the  IT* 
and  a  smaller  mass  of  retro-peritoneal  lumbar  jrlauds. 

The  wall  of  the  caput  eoli  is  thickened  in  pla<  es  as 


(A  HI  I  M>MA    OV    TIIU    COIiOH. 

one  and  a  half  inchos  and  infiltrated  with  new  growth.  The 
cavity  of  the  caput  i-oli  i«  enlarged,  patches  of  new  growth  lift 
up  the  glandular  coat.    Th€  growth  has  the  anatomical  char 

of  lymphatic  glandular  tissue. 

Case  LI  I.    Lymphoma  of  the  jejunum  simulating  a  tun 

of  the  capuf  coli,     Male,  11  Id, 

In  May  he  had  an  attack  of  fere?  lasting  four  weeks,  that 
ailed  malaria.     After  this  he  had  persistent  diarrhua. 
October  B  he   was  admitted  to  the  hospital   with  a  tumor  in 

the  right  iliac  lot 

October  12  the  tumor  was  aspirated  and  two  drachma  of  i-iis 

withdraw  n 

October  13  the  abscess  was  openM  and  some  fecal  matter 
escaped 

October  20  be  developed  symptoms  of  peritonitia  and  died 
after  a  week, 

Autopsy.    Then*  was  general  peritoc 

The  intestines  were  Quitted  together. 

The  incision  of  tin-  operation  was  opposite  the  ricatria 

an  Opening  in  a  distended  portion  <d  the  jejunum.  The  disten- 
sion was  produced  by  a  new  growth. 

The  condition  of  Che  intestine  was  peculiar.  About  one 
foot  of  the  jejunum  was  dilated  and  was  fastened  by  adht 
in  the  position  of  the  caput  coli,  so  thai  at  first  it  was  thought 
to  be  the  latter.  The  wall  of  the  dilated  portion  of  intestine  k 
wry  soft  and  there  are  many  deep  ulcers  nearly  through  the 
peritoneal  coat.  There  are  also  Battened  tumors  in  the  WbD 
and  on  the  attached  side.     These  tumors  are  j,  ]  continu- 

ous with  a  mass  of  enlarged  mesenteric  glands  form 

altogether  a  m  All  the  fcnmon  have  the  structure 

of  lymphatic  glandular  tissue, 


se  I,— Chronic  constipation. 
Case  II. —  Insufficient   production   of  faeces,   long  intervals 
without  a  movement  from  the  bowels. 

•  III. — Retention  of  fifeees  simulating  peritonitis 

IV — Retention  of  faeces  simulating  peritonitis. 

Case  V. — Retention  of  fat I  simulating  dinrrlaea.  death 

Case  VI. — Retention  of  feces  simulating  diarrhoea,  death 
Case  VII. — Retention  of  freces  simulating  typhoid  fever. 
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VIII. — Acuta  catarrhal  colitis, 
cse  IX  —  Acute  catarrhal  colitis. 

ith    -ri'iim. 
96  XI.    -Acute  catarrhal  ooHtifl  with  s'Tum. 
XII. — Chrome  ••►litis   with   mi, 

XIII. — Alternating   constipation   and  diarrhoea    with 
discharge  of  mu< 
Case   XIV. — Chronic  colitia  with  muci' 

\\-    Chronic  catarrhal   colitis,  death. 
XVI. — Chronic  catarrhal  colitis,  death. 
XVII. — Productive  and  necrotic  colitis,  death. 
Case   XVIII. — Productive   and  necrotic  colitis,  death. 

IX.—  Productive  and  necrotic  colitis,  death. 
Case   XX. — Chart     1       Productive     and    necrotic    colitis. 
death. 

Case   XXL — Chart   2.      Productive     and     necrotic     coP 
recov- 

XXII. — Productive  and  necrotic  c -litis    death. 
Case  XXIII.— Croupous  colitis,  death. 
Case  XXIV. — Croupous  colitis,  death. 
-  XXV  (a). — Croupous  colitis,  recovery. 
"  XXV  (b). — Croupous  colitis,  recovery, 
CgiQ  XXVI. — Croupous  oolitia,  death. 
Case  XXVII. — Ulcers  after  croupous  colitis. 
■  XXV I II. — Acute  amoebic  colitis,  recovery, 
•  XXIX. — Acute  amoebic  colitis,  death. 
Case  XXX. — Acute  amcebic  colitis,  death. 
Case  XXXI. — Amcebic  colitis,  i  ;  tie   th 

Case  XXXII. — Amoebic  e<»litis,  abscesses  m  the  liver  and 
lung. 

Case  XXXIII. — Subacute  amoebic  colitis,  death. 
Case    XXXIV. — Subacute   amoebic   colitis,  abscess  of  the 
liver. 

Case  XXXV—  Chrome  colitis  with  very  large,  white  fecal 
movements. 
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Case  XXXVI. — Purulent  inflammation  of  the  stomach  and 
colon. 

Case  XXXVII. — Acute  entero-colitis,  malaria. 

Case  XXXVIII. — Necrotic  colitis,  peritonitis  without  per- 
foration. 

Case  XXXIX. — Colitis — probably  croupous — large  bleed- 
ing, death. 

Case  XL. — Colitis  with  abscesses  of  the  liver. 

Case  XLI. — Acute  purulent  colitis. 

Case  XLII. — Purulent  colitis. 

Case  XLIII. — Necrotic  colitis. 

Case  XLIV. — Chronic  colitis. 

Case  XLV. — Old  productive,  recent  purulent  colitis. 

Case  XLVI. — Old  colitis,  perforation  of  the  colon. 

Case  XLVII. — Colloid  cancer  of  the  rectum,  rupture  of  the 
colon. 

Case  XLVI II. — Carcinoma  of  the  descending  colon. 

Case  XLIX. — Carcinoma  of  the  caput  coli. 

Case  L.— Colloid  cancer  of  the  caput  coli. 

Case  LI. — Lymphoma  of  the  caput  coli. 

Case  LII. — Lymphoma  of  the  jejunum. 
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THE    STOMACH. 


Disturbances  of  the  Functions  of  the  Stomach  without 
Organic  Disease.    Gastric  Dyspepsia. 

Disturbances  of  the  functions  of  the  stomach  without  struct- 
ural disease  of  its  walls  are  produced  in  a  variety  of  ways. 

1.  The  habitual  ingestion  of  food  in  excessive  quantities,  or 
of  improper  quality,  may  after  a  time  cause  gastric  symptoms. 
It  must,  however,  be  remembered  that  gastric  symptoms  are 
often  due  to  entirely  different  causes,  and  that  too  little  food  is 
as  bad  as  too  much. 

One  of  the  simplest  disturbances  due  to  an  excessive  in- 
gestion of  food  is  seen  in  children.  A  child  at  some  particular 
meal  overfills  its  stomach.  The  pylorus  remains  closed  and  no 
gastric  digestion  takes  place.  After  some  hours  the  child  has 
abdominal  pain,  rapid  heart  action,  a  cold  skin,  and  sometimes 
marked  prostration.  Finally  it  vomits  the  food  in  nearly  the 
same  condition  as  when  it  was  taken  into  the  stomach,  and  is 
at  once  relieved  of  all  symptoms. 

The  same  thing  can  be  seen  in  adults.  A  large  meal  is  eaten, 
little  or  no  gastric  digestion  takes  place,  the  pylorus  remains 
closed,  the  stomach  is  distended  with  undigested  food.  After  a 
number  of  hours  the  patient  has  the  feeling  of  vertigo  or  of 
faintness.  or  he  may  fall  to  the  ground  unconscious.  Then  there 
is  a  profuse  vomiting  of  the  contents  of  the  stomach. 

In  adults  habitual  over-eating  may  cause  chronic  gastritis 
and  dilatation  of  the  stomach,  but  it  is  much  more  apt  to  cause 
symptoms  referable  to  disturbances  of  the  functions  of  the  liver 
— feelings  of  lassitude  and  depression,  headache,  constipation. 
diarrh<ea.  flatulence,  an  excess  of  urates  in  the  urine. 
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The  habitual  eating  of  improper  food  results  in  an  impair- 
riiont  of  nutrition,  for  not  only  is  the  improper  food  bad  in  it- 
self, but  it  takes  tin1  place  of  wholesome  food. 

The  treatment  of  these  eases  consists  in  a  regulation  of  the 
dirt      In  the  bad  lie  patients  must  be  put  top  a  time  on 

the  exclusive  usr  of  milk,  or  of  scraped  beef,  but  neither  of 
these  exclusive  diet*  can  b€  continued  with  advantage  for  any 
great  length  of  time.  Tin-  use  of  ;ill  sorts  bf  health-foods,  pep- 
tonized foods,  pepsin  and  pancreatine,  is  to  be  avoided.  The 
patients  must  be  educated  to  eat  meat,  starches,  Cats,  vegetables, 

and  fruits  in  proper  qunntita  >      In   doing  th  LSS  of  the 

■tomach-tube,  about  four  hours  after  one  of  the  meals, 
nraeh  service  as  s  guide  to  the  particular  articles  <»r  Pood  which 
are  best  digested  and  remain  the  shortest  time  in  the  stomach, 

2.  Changes  in  the  gastric  juice.  The  two  most  marked 
changes  in  the  gastric  juices  arej  such  a  change  in  its  ootnpoei* 
tion  as  readers  it  unable  t<>  perform  stomach  digestion,  or  in- 
creased quantity  and  hyperacidity. 

i,  a  i  Changec  In  the  composition  of  the  gastric  juice  of  such 
laracter  thai  stomach  digestion  is  imperfectly  performed. 

This  condition  is  seen  in  persons  who  have  had  chronic  gas- 
tritis to?  a  long  time,  with  changes  in  the  glandular  coal  Of  the 

■h.    Tt  is  also  seen  in  young  pen  whom  there  is  no 

km-  of  disease  <>r  the  gLandular  d 

The  patients  have  no  appetite,  <»r  even  a  distaste   for  ft 

oeie  there  is  occasional  nausea,  vomiting,  and  pain 

_r  The  bowels  are  usually  constipated.  Thfl  nutrition  suf- 
fers noticeably,  tie  Bab  and  strength'  Besides  Hie 
gastric  aytnptoma  there  are  often  ;>  variety  <>f  a  ptoms 
of  nervous  and  hysterical  character.  It  is  not  uncommon  to  find 

us  belonging  to  this  class  who  do  Dot  complain  of  any  gas,- 
lymptoms,  bni  only  of  the  loss  of  nutrition  and  some  dis- 
turbanc,   of  sensation. 

(hi   the  "liter  hand,  we  must    not   eonfoimd  with  this  class 

csons  who  complain  *>\x  gastric  pain  and  oppn  «>ss  of 
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appetite,  and  nausea,  but  in  who 
formed. 

The  diagnosis  m  made  with  the  help  of  the  aft 

Then-  will  be  found  a  ■ 
whom  more  or  less  partly  digested  f< 

stomach.      The  problem  in  these  persons  is  to  improve  gas 
digestion     ii  would  seem  ns  if  this  could  be  done  by  th< 
pepsin,  or  hydrochloric  acid,  or  partly  digested   foods,   but   it 
will  be  found  that  no  permanent  improvement  can  be 
in  this  way.     There  js  no  one  rule  lor  the  management 
theae  patients,  imt  the  general  plan  is  to  improve  the  g 
health  by  massage,  1  mt lis.  exe  L  and  h 

patients  as  well  as  can  be  done.    Th  Ling  has 

be  found  unf  for  each  person  with  the  rtomaelMrab 
the  simple  articles  of  food— milk,  ss,  meat,  beef-jn 

gruels,  etc,— and  see  which  ones  leave  r  J  *  •   cleanest  st 

shortest  time.     In  tl  a  guide 

kind  of  food  and  the  proper  intervals  between  taking 
the  |  improve  we  gradually  add  other  kinds 

It  requires  a  number  of  months  to  get  these  pen  to  a 

natural  condition  of  health, 

(b)  The  gastric  juice  may  contain  a 

hydrochloric  acid,  and  be  itself  produced  in  too  Li 
The  most    marked  symptoms  of   tins  condil 
pains  and  vomiting.    To  determine  i his  condition 
stomach  should  he  washed  out  in  tii 

red  the  next  morning  before  the  v  fluid 

The  milder  re  benefited  by  the  use  of  alkalies,  but 

Ihe  onl;,  ctory   treatment    is   tl 

of  the  stomach. 

Temporary  insufficiency  of  the  gastric  ,« 
by  a  variety  of  nervous  and  mental  conditions. 

3.  The  muscular  coat  of  the  stomach  m  »rm 

properly  its  function  of  moving  pelling  I 

condition  is  apt  to  be  slowly  developed,  so  thai 
ai'ti  r  several  years  that  if  becomes  n  serious  evil     Tie 
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cient  action  o£  the  muscular  coal  oi  the  stomach  allows  food  to 
remain  in  the  stomach  from  one  meal  to  another,  so  that  the 
organ  is  never  empty.     This  constant  presence  of  food    may 

ilually  cause  chnmie  gaatritis  or  dilatation  of  the  stomach. 
The  symptoms  at  first  come  on  m  attacks  which  last  for  several 
days;  between  the  attacks  the  patient  ifl  well  As  time  goes  on 
the  attacks  become  more  frequent  and  of  longer  duration,  and 
finally  the  symptoms  an*  continuous.  The  principal  symptom 
is  pain  of  greater  Of  I'  H     '  red  I!      referred  to  tie  Q  of  the 

aaeh.     To  tlw  pain  arc  regularly  added  after  a  time  consti- 
pation, d  vomiting   and  finally  loan  of  Bad]  and  Ntrength. 
During  the  earlier  periods  of  their  trouble  the  patients  im- 
prove under  an  absolute  diet  of  milk  or  it,  but  the  only 

really  satisfactory  treatment  is  the  washing  out  of  the  stomach, 
with  a  regulated  diet. 

1.  Disorders  of  the  colon — constipation,  chronic  inflam- 
mation, or  carcinoma  may  he  ac.  d  |>y  gastn 
toms  | vi m.  nausea,  and  vomiting.  In  elderly  perBODB,  when- 
ever nausea  and  vomiting  are  present,  it  is  alw  sary  to 
think  of  an  accumulation  of  I'm  the  probable 
ran 

5.  Diseases  of  tin'  uterus,  ovaries,  and  tubes  are  rather  fre- 
quently aeoompanied  by  loss  of  appetite,  q  «nd  vomiting. 
These  symptoms  are  continuous,  or  come  on  in  attacks.  There 
may  really  be  chronic  gastritis,  or  inefficient  gastric  juice,  or 
retention  of  food  in  the  stomach  in  addition.  But  it  will  be 
found  that  the  treatment  of  the  stomach  is  unsatisfactory  unless 
the  disease  of  the  uterus,  ovaries,  or  tubes,  can  first  be  cured 

6.  In  the  simple  antenna  of  young  women  gnstric  symptoms 
are  usually  present,  and  in  some  of  the  patients  are  especially 
severe.  Loss  of  appetite,  nausea,  and  vomiting  are  often  present. 
ha?matem»  The  gastric  symptoms  may  be  so 
marked  as  to  make  it  easy  to  overlook  the  anaemia,  but  this  error 
is  readily  avoided  by  the  examination  of  the  blood. 

In  these  amende  patients  the  gastric  symptoms  promptly 
disappear  with  the  cure  of  the  anainia 
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7.  Hysterical  patients  are  capable  of  developing  a  great 
Variety  of  gastric  symptoms — loss  of  appetite,  perverted  appe- 

tor  food*  nausea,  vomiting,  pain,  and  flatulence. 
As  a  rule  these  patients  are  bout  treated  if  we  disregard  the 
gastric  symptoms  and  employ  the  regular  management  for  hys- 
terical eases, 

8.  The  habitual  use  of  tobacco  and  of  alcohol  will,  in  some 
persons.  .v«ii  before  dn  -tritis  is  produced,  <  a  of 
appetite,  nausea,  and  vomiting, 

9.  Neurasthenia.  Of  the  patients  who  suffer  from  th«- 
dition  of  neurasthenia  a  considerable  number  have  decided  gas- 
tne  symptoms.  Generally  speaking,  it  is  better  not  to  pay  too 
much  attention  to  the  stomach,  but  to  rely  on  baths,  massage, 
exercise,  climate,  etc,  I  see  neurasthenics,  however,  who  are 
entinly  relieved  by  lavage  of  the  stomach.  This  seems  to  be  a 
simple  faith  e 

K>.  In  some  persons  gastric  symptoms  are  produced  by  a 
movable  kidney. 

This  is  oft*  Iated  with  displacement  of  the  stomach 

downward.  It  is  a  curious  fact  that  in  many  of  these  patients 
the  gastric  symptoms  may  entirely  disappear  although  the  dis- 
placement of  the  kidney  and  stomach  persist 


C  \sk  I     D  ifU  r  eating  and  >  <>a$e 

of  flu  stomach,  recovery.    Female  ra  old,  twice  a  widow. 

do  children,  on  occupation,  with  a  c  able  income,  Jan 

1903. 

Several   months  ago  she  began  to  pass  small  quantities  of 

is  with  the  faeces,  but  had  no  other  symptoms 

For  the  past  three  moot  lis  very  soon  after  eating,  with 
nausea,  she  vomits  part  of  the  food  and  b  considerable  quantity 
of  mucus.     When  she  does  not  vomit  she  has  di 
hours  after  eating.     Her  general   health   and   weight    hav 
mained  unchanged  and  she  now  looks  fat  and  well 

Physical  examination  shows  tin  changes  in  any  of 
Cera     The  bkod  is  normal. 

Lavage,  three  hours  after  a  meal  of  milk,  bread  on 
shows  some  undigested  food  and  mue 

The  stomach  was  washed  our  for  two  or  three  days,  al 
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that  she  took  an  alkali  and  a  bitter  for  a  couple  of  weeks.    She 
dlowed  to  eat  meat,  vegetables  and  fruits.    A  certain  de- 
gree of  moral  effect  was  produced.    After  a  mouth  there  were 
no  more  stomach  symptoms;     She  has  continued  to  hove 
health  for  three  yeais. 

Ca&b  II.  Stomach  symptom*  without  real  disease.  Male, 
90  years  old,  Jan,  27,  19 

11k  nun  statement  el  his  rase  WAS  as  foil' 

"Food  sometime*  makei  me-  fee]  sluggish  and  heavy,  I  have 
no  relish  for  my  meals  and  eat  very  lightly.     I  have  a  sensation 

»t  of  the  time  of  having  undigested  f |  m  my  stomach  and 

intestines.  There  is  usually  a  Feeling  of  depression  at  meals,  so 
much  so  that  I  hesitate  to  dine  out  Quite  often  there  is  a  full 
feeling  of  the  head  a1  meals  with  flushing  of  the  face.  Some- 
times there  is  no  disc fort  at  meal  time  but  a  Keeling  of  nerv- 
ous excitability  two  hours  afterwards." 

He  went  through  a  variety  of  sores  and  finally  took  the 
ire,  that  rheu  h«*  was  hungry. 

On  this  cure  bs  went  ithoui  food. 

When  I  saw  him  be  wee  feeble  and  emaciated,  the  stomaoh 
and  intestines  were  distended  with  gas,  after  a  meal  of  milk, 
eggs  and  bread  the  stomach  washed  clean 

He  was  simply  put  on  two  foil  meals  a  day,  and  after  that 
had   DO  more  trouble. 


se  in.    Str,  mbUng  thou  of  <tnu,r  q)    n<, 

stomaoht  compleU    recovery,     Female,   16  years  old,  July  in. 
1901. 

She  has  lived  for  years  in  a  malarial  district   m  the  Smith. 

Or*  igo  she  began  to  have  attacks  of  abdominal  pain 

on  the  left  side,  uiti  :>;ii  nausea  and  feelings  of  I 

Tin-  pam  was  made  worse  by  eating,  she  had  abort  two  r 
a  month.  The  attacks  <d"  pain  increased  in  frequency  and 
severity  until  for  two  months  past  the  pain  lias  been  nearly 
constant.  On  account  of  the  pern  she  has  left  off  one  art* 
bod  after  another  until  for  the  past  three  weeks  she  has  taken 
only  peptonoids.  She  has  only  vomited  once,  she  has  disgust 
lor  food,  the  bowels  have  moved  pretty  well     sin  udily 

lost  Seek  and  strengtb, 

When  I  first  s;i\v  her  she  was  very  thin  and  cachectic  look* 
I  if  she  had  malignant  disease.     The  spleen  v  -what 
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anlarged,  trat  otherwise  i  could  fee]  nothing  in  the  abdominal 

cavity.     The  stomach    v^  ;ivlH  ,|   dean. 

I  began  by  feeding  her  with  small  quantities  of  milk 
taining  oxalate  of  cerium  and  bicarbonate  Aft-  r 

July  29  sli«'  was  feeling  much  better  and  had  no  gastric  : 
After  this  she  improved  steadily  and  her  food  wa  ally 

reaaed.     She  had  n< ic  symptoms.     ; 

1902  I  saw  her  and  she  was  very  well. 


Cash  IV' 

The  pi  i 'An  account  of  himself 

"l  am  forty-two  years  recollections  .m- 

teen  I  entered  business  lif 
pepsia  hi  distant,  with  aei  ks  and  c 

w  iii^t  there  was  difficulty  in  swallowing 
i  headache,  this  condition  continued 
a  few  yean  pasl  r  have  had  d<  the  back  between  and 

below  the  shoulders,  which  has  been  of  the  most  d 
the  greatest  burden,     As  a  rule  the  trouble  in  the  bach  assy 
Itself  ehqsI   strongly  about  three  hours  after  eating  it 

causes  almost  complete  exhaustion, 

"Food  h  often  raised,  more  frequently  two  or  thr< 
after  midday  and  evening  meals. 

"During  all  these  years  convulsions   have   at    timi 
powered  me,  generally  immediately  after  lying  down  at   nig 
For  the  pasi  si\  years  these  have  been  infrequent,  th 
recurring  of  tenor.     Numerous  remedies   have   I  urn  taken,  also 
skim  milk  diet  for  tli  the,  electrical  tr 

of  oxygen,  constant  use  of  cathartics,  Bushing  the  bi  ith 

three  quarts  of  water,  drinking  hot  water  before  me 
has  been  only  temporary,  a  constant 

in  any  relief 

April  3  I  first  saw  him,  three  and  a  half  hours 
'asi  of  coffee  d  bread    the  washinj 

b  tittle  egg, and  a  considerable  quantity  of  nm 

April  4,  after  the  same  breakfast,  the  stomach  w; 

April  13,  he  lias  been  washing  the  stomach  ona 
eating  two  good  meals.     The  bowels  move  « • 
medicine  and  he  feels  well 

He  continued  to  be  well  for  »  month  and  passed  out  of  my 
observation. 
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i  and  B  few 
every   day.    The 


iSH  V    /'<  rsistsnt  con  Ithout  dis*  <t*e  of  the  atom*  A : 

Female,  4:;  years  old.  Jan.  I,  1*:U 
April  16j  1880,  she  was  s,-t  n  1  bo  have  had  peritonitis. 

d  an  abscess  on  the 
left  side,  sin-  was  unable  to  retsio  ordinary  food  and  lived  on 
stimulants  and  milk. 

Fh1>.  17.  1881.  the  aksee-ss  brake.     Sinee  thai   lime  she  has 

week  without  vomiting  some  of  her  food 
July,  vere  pains  in  the  stomach  for  threi 

I  ing,  eos  bed. 

June   1891,  another  similar  attack,  since  that  time  she  has 
tained  Pood  &  ■  daj  i. 

Since  May  15,  L892<  she  lias  Ui 

I I  has  had   pain   and    voinil 
atinued   to  move  and   menstruation   has  ' o 

ilar 

Jan.   lt   1894    1    8aH    hfif   for   the   first    time  IS    imieh 

ated,  weighing   LOS  pounds.     T  could  Qnd  no  evident 
i  adhesions,  do  tumor,  no  dilatation  of  the  stomachj 
tin*  stomach  trashed  clean* 

I  thonghl  (hut  the  vomiting  had  be  th  the  abscess  in 

the  abdominal  ca  I  bad  continued  as  a  hal 

The  patienl  \i\  I  forty  i  ay  from  Haw  Vork. 

June  28  I  made  her  come  to  the  city 
washed  out  her  stomach  and  then  gave  her  a  solid  meal    At 
vras  slo*  an  ratinned  to  have  pain  ami 

ting,  but  afters  time  there  w^re  more  and  more  days  with- 
out  vomiting,  and  by  Juno  she  was  well,  eating  three  meals 

I  saw  ti  i  in  February,  18  had  do  stomach 

ttoms  since  last    August,   Peels  perfeetlj    well  and  w< 
145  pounds. 


si   VI.    Morh  d  thovt  d\ 

stoma  wary.    Female,  17  years  old,  Wbi  if,  1900. 

■  has  had  dysmenorrheas  for  She  lias  bad  si 

year  from  one  to  three  attacks  of  eolie,  vomiting,  ha&daotit 

mes  diarrhoea.    Each  attack  lasts  24  hours    Otherwise  bar 
health  I  A 

Ten  months  ago  sh  »ne  "t"  her  attacks  rather    more 

•  than  usual.    Following  tibia  there  w\  ache,  dizziness 

and  insomnia   and   she  did  not  feel   wait 

months  ago  she  began  to  have  severe  pain  after  eating 
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with  Erequenl  eructation  of  gas,  These  symptoms  continued  until 
live  months  ago  slni  took  to  her  bed  and  BOOD  after  suffered  with 
another  aeut«-  attack  *»f  eolic. 

She  was  then  put  on  rectal  feeding  for  two  weeks,  with 
the  nausea  and  vomiting  continued,  but  the  pain  stopp 

Solid  food  was  then  resumed  and  after  a  week  the  pain  and 
eructation  of  gas  returned,  pepsin  and  bismuth  had  no  eft 
For  two  months   the  stomach   tube  has  been  used  irrcgula 
chiefly  to  empty  the  stomach  and  r  nn. 

Three  weeks  igo,  as  the  symptom  I  'owing  worse,  rectal 

Ifi  DO  better,     Sh 

iron  without  benefit    The  bowels  have  been  a  lirough- 

out.  the  appetite  pretty  good.    For  four  months  she  has  m 
from  conatanl  dull  pain  low  down  in  the  lei 
men.    She  has  lost  weight  to  a  mod*  ant    One  week 

the  abdomen  was  examined  under  ether  and  nothing  abnormal 
w;is   found. 

Feb.  17.    She  is  somewhat  emaciated,  tl 
is  over  the  chest  and  abdomen,  haemoglobin  7  7 
cells  4,792,000,  white  cells  7,400.    She  was  pul  on  tie-  follow 
diet 

7.30  A.  M.    Koumyss,  »>  ounces. 
10  A.  M.    Scraped  beef,  l  ounce. 

.M.  Cream,  !  (Minor. 
2  P.  ML  Dromon,  1  ounces. 
4  P.  M.  Beef  juice,  2  ounces. 
I*.  M.  Kmunyss,  (i  ounces. 
I)  P.  M.  Koumyss,  6  ounces. 
The  rectum  i  be  irrigated  with  two  quarts  of  hot  salt 

solution  onee  a  day. 

Feb.  i!». 

7.30  A.  K.     Tea  and  toast. 
in  a    ft.    Scraped  beef. 
12  M.    Cream, 
2  P.  M.    Oraimni. 
4  P.  If.    Beef  juice, 

7  P.  M.    Bread  and  butter  and  baked  apple. 
Feb.  24,     She  began  to  take  three  ordit;  \h 

Her  improvement    was   uninterrupted  and  by  the   end   of 
March  she  waa  well. 


kcute  <\\t\rrhal  gastrj 
Acute  Catarrhal  Gastritis. 
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Lesions, — The  chant:*  s  are  l lie  in  all  acute  catarrhal 

inflammations — congestion,  swelling,  b1   first  dryness,  La1 
increased  production  of  mucus,  exudation  of  serum,  emigration 
of  white  Mood-cells,    The  inflammation  map  involve  the  whole 
of  the  glandular  oo&t  of  ttie  stomach,  or  only  its  pyloric  portion; 

it  mil >  extend  to  the  duodenum, 

Causes. — The  disease  occurs  at  all  ages  and  in  hoth  sexes. 
It  1 1 1 : i  v"  occur  it  any  time  of  the  year,  but  is  specially  common 
in  summer.  It  is  apparently  sometimes  caused  by  atmospheric 
conditions.  It  frequently  complicate!  the  exanthemata,  typhoid 
fever,  and  epidemic  inflnensa,  It  may  be  produced  by  nawhole. 
some  and  irritating  food.     It  is  of  frequent  OQGVOI  D  per- 

sons  who  have  fatty  degeneration  of  the  liver:     [1  occurs   very 
often  as  a  primary  inflammation.     Some  persons  show  a  marked 
predisposition  to  the  disease,  and  suffer  from  repeated  attacks. 
This  is  especially  the  ease  in  some  young  children.     The 
have  one  or  more  of  acute  gastritis  every  yew  tor  levera] 

years.  As  they  grow  older  the  attacks  are  less  frequent  and  leas 
severe. 

£Tympi0fll«.— The  symptoms  of  an  acute  gastritis  may  conn* 
on  suddenly  or  they  I  BCfcsd  by  symptoms  of  gastrin 

indigestion,  of  subacute  gastritis,  or  by  a  diminution  of  the 
quantity  of  bile  in  the  stools. 

Pain  is  oft*m  complained  of.  It  may  be  a  severe  pain,  or 
only  a  feeling  of  soreness  or  of  discomfort, 

Vomiting  is  regularly  present.    It  is  En  proportion  to  the 

severity  of  the  gastritis,  and  is  most  troublesome  during  the 
first  days   of  the  inflammation.     The  patients   vomit   whatever 

they  take  into  the  stomach,  and  more  or  less  mucus  and  serum. 
In  severe  cases  large  numbers  of  pns-eells  and  some  red  blood- 
cells  are  found  in  the  vomited  mueus  and  serum.  The  irritability 
of  the  stomach  may  be  so  gnat  that  neither  food  nor  medicine 
can  be  retained. 

A  rise  of  temperature  accompanies  the  first  days  of  the  in- 
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flannuation  in  some  patients,  but  in  many  there  is  not   at   any 
time  a  febrile  movement    As  ;■  pule,  the  bowels  arc  constipato 
But  in  some  patients  an  acute  colitis  is  developed  at  the  same 
lime  as  the  gastritis,  and  then  there  is  diarrhtea.     There  is  a 
■  1  deal  o\  as  to  the  Length  and  severity  of  the  attacks, 

the  frequency  of  the  vomiting,  the  height  of  the  fcei  ;re. 

and  the  degree  of  fche  prostration.    Attacks  of  acute  ir  are 

not  infrequently  followed  by  fce  and  chronic  gastrin 

Course  of  the  Disease. — (1)  In  infants  and  young  children 
the  vomiting  is  incessant,  and  excited  b 

taken  into  the  the  rise  of  temperature  is  often  well 

marked,  and  the  prostration  is  considerable.    Hie  gastritaj 
be  accompanied  with  or  followed  by  diarrhoea.    Tie 
may  last  only  (or  ;■  tew  days,  or  for  several  weeks,     Such  a 
gastritis  may  not  at  any  time  be  serious,  or  it  D  £  a 

prostration   which  lasts  for  weeks,  or  it  may  he  fatal 

Mild  eases  in  adults.  The  patients  are  not  at  ai 
very  Hick,  nor  is  there  a  rise  <«t'  tern]  There  are  loss  of 

appetite,  nausea  and  vomiting,  with  a  feeling  of  discomfort 
of  actual  pain  referred  to  the  stomach.     The  tongm 
the  bowels  may  he  constipated     The   attack   usually    runs   its 
course  within  a   week  and  terminates  in  recovery,  but  the   in- 
flammation d  is  into  th<  Lte  or  clr  >n< lit  ion. 

Severe  gastritis  in  adults  oded  with  tb< 

symptoms,  but  they  are  more  marked. 

The  patients  are  sick  enough  to  stay  in  bed,  in  some  the 
prostration  and  feeble  heart  action  are  alarming:,   in   some 
loss  of  flesh  and  strength  are  extreme.    A  febrile  movement  n 
be  present  or  absent.     The   feeling  of  nausea 
vomiting   frequent,   the   pain   and  discomfort   most    distressing. 
Even  a  attack  may  run  its  course  within  a  week,  but  the 

attacks  often  last  much  longer,  and  may  be  succeeded   !>y  sub- 
acute  or  chronic  gastritis. 

4.  The  inflammation  involves  either  the  whole  Btomacjb 
the  pyloric  end  of  the  stomach,  the  duodenum,  and  (he  oomi 
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The  patients  then  have  tin*  symptoms  described  under 

of  simple  jaundice. 

5    The  inflammation  is  confined  to  tin-  pyloric  end  of  the 

and  iii«    duodenum.    The  symptoms  are  the  same  as 

le  jaundice,  but  without  the  jaundice 

The  patients  suffer  Erom  general  malaise,  headache     du] 

_m.     The  tongue  is    coated,    loss    of    appetite, 
nausea,  occasional  vomiting,  pais  to  the  •  region  and 

sometimes  fever  are  present  The  bomb  are  constipated  and 
the  fieees  light  colored. 

Th<jk><'  caaea  of  pylor  n>  are  sometimes  pu&allng.  The 

lay  he  repeated  during  n  ind  yean,  the  patient 

well  between  the  attacks.    There  maj  be  ao  vomiting  at  all.    The 
4  temperatu]  be  the  principal  up  t<>  L08fl 

or  IWC  F.    It  a  11  happen  that  these  pat 

brought  to  you  ae  ea  of  an  obscure  periodic  [ever  with- 

out the  suspicion  thai  anything  is  the  mat  unaeh. 

ean  be  do  doubt  ti  ions 

acute  gastritis  i>  caused  bj   h<  It  is  important 

aueh  persona  to  pi  lina  cool  climai 

In  infants  gastritis  is  oi  the  food.    Not  that 

the  Pood  )s  irritating,  but  that  it  contains  pathogenic  bacteria 
ami  thi-  products  of  their  growth.  This  is  an  additional  reason 
for  th  scrupulous  cleanliness  in  preparing  and  sterilizing 

the  food  of  children. 

In  any  rase  of  acute  gastritis  it  is  w<  II  to  keep  lie 

in  bed  For  i in*  first  twenty-four  or  forty-eight  hours  th<«  irri- 
tability of  the  stomach  may  be  so  great  that  it  will  retain  noth- 
ing. Whan  this  is  the  cai  desist  altogether  From 
giving  food  or  medicine  by  the  mouth.  A  Hit  this  the  food  is 
gives  at  Brat  by  the  teaspoonfu]  and  the  quantity  gradually  in- 
creased.  The  beat  foods  are  usually  cream  and  water,  Icoumyat, 
milk,  im-ftcM.  beef-juice,  and  scraped  beef.  Rectal  anemats 
help  httt  very  little  in  nourishing  these  patients. 

The  external  application  of  heat  over  the  upper  portion  of 
the  abdomen   by   fomentations,   hot-water  bags,   or   poultli 
grateful  to  the  patient 
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drugs  the  sulphate  of  morphia  and  eodeia  are  the  moat 
valuable.  They  are  to  be  given  in  small  doses,  one-fiftieth  to 
one-eighth  grain  of  morphia,  one-twelfth  to  one  grain  of  eodeia, 
at  intervals  of  from  one  to  throe  hoars  They  are  to  be  used  in 
the  form  of  tablets,  which  dlBUolvc  in  the  inuuth,  or  friven  hypo- 
dermically. 

The  hydrochlorate  of  cocaine  is  sometimes  of  use  for  adults, 
one- tenth  grain  in  tablet  form  at  intervals  of  from  one  to  four 
hours. 

<ac  in  tablets  of  one-tenth  grain  given  •  nr  may 

rt  a  specific  effect  on  the  g  of  cerium  and 

bi  carbon  la  are  Useful  dru^s;  they  are  best  given  in  milk 

nr  in  cream  and  water.  A  good  formula  is  to  mix  together  in  a 
half-pint  measure  equal  parts  of  cream,  milk,  and  water,  add  to 
this  ten  grains  of  oxalate  of  cerium  and  twenty  grains  of  bicar- 
bonate of  soda;  give  a  teaspoonful  every  half  hour 

When  the  gastritis  involves  the  pyloric  end  of  the  stomach, 
rectal  enemata  of  very  hot  or  old  water,  and  purgation  by 

calomel,  mav  be  of  much  servi 


CaBS  VII.     Acute,  followed  by  subacute  gastritis.     &et 

17  yean  old,  Irving  m  Ghieag 

In   October.   1893.  she   began   to   hav*   pain   and    frequent 
vomiting. 

After  a  month    she  went    to    bnd    with    so    call- 
tefer."     She  could  retain  no  food,  had  constant  burning  in  the 
stomach  and  was  said  to  have  high  tempera  tor  was  in 

bed  four  weeks. 

Then  she  improved  bo  that  she  was  up  and  about,  bo!  oan- 
tinued  to  vomit  and  has  done  so  nearly  every  day  up  to  the 
[>r«'sen1  time.    She  has  taken  liquid  pepto 
and  many  medicines  without  any  improv 

Sept  20.  1894,  sh«-  came  to  me. 

She  was  fed  with  milk  and  soda  for  a  few  days,  then  one 
solid  meal  a  day,  then  two  meals,  then  three  meals.   T 
was  washed  out  every  day. 

The  vomiting  stopped  at   once.     By  Oct    15  she  had  no 
brie  symptoms  and  was  eating  three  meals  a  day. 


» 
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Case  VIII.     A  <tritis,  ttvert  form.    Male,  35  years 

old,  school  teacher,  February,  19' 

One  month  ago  he  began  to  vomit  every  day — food  and 
green  fluid.  He  also  had  two  or  three  watery  passages  from  the 
bowels,  with  abdominal  pain.  There  was  also  a  rise  of  tempera- 
ture and  prostration,  but  he  did  not  go  fco  bed. 

The  man  now  looks  badly.  The  stomach  washing  gives  un- 
digested  food,  yellow    lluid  and  mucus. 

The  stomach  wis  washer]  out  every  day,  be  was  gives  QDt 
meal  oi  meat  daily  aii<l  milk  the  rest  of  the  time. 

This  treatment  was  continued  steadily  fur  a  month.  The 
fevm*  and  VQgiltklg  Stopped,  the  bowels  were  occasionally  loose, 
the  stomach  washings  still  contained  mucus. 

ITe  then  went  abroad,  continuing  to  wash  the  stomach. 
•Fune  I  saw  him  again,  he  was  well  without  treatm 

In  September  he  again  reported  himself  as  continuing  to 
feel  well. 


1  kgfl  IX.  Pyloric  gastritis,  repeated  attaeks.  Male.  45  years 
old,  May  6,  1«HH. 

For  a  number  of  years  he  has  been  actively  engaged  in  bus- 
iness with  too  much  excitement  and  not  enough  sle.-p.  lie  has 
ha<l  two  attacks  of  nervous  prostration,  eadb  lasting  for   two 

months.     Six  years  ago  h  ,A\\  became  jaundiced  and  re- 

mained so  for  six  weeks,  no  pain,  some  nausea,  occasional  vomit- 
ing, marked  lassitude. 

For  the  past  five  years  he  has  had  severe  attacks  of  diffuse 
abdominal  pain,  lasting:  from  half  an  hour  to  several  hours  and 
occurring  about  once  a  month,  snmetimes  the  attacks  were  re- 
peated on  several  aueoowive  days.  Large  doses  of  olive  oil  re- 
lieved the  al tacks  for  some  time.  He  now  has  about  four  a! 
i-iirli  month. 

I  thought  that  the  diagnosis  was  not  certain  but  that  it 
WOIlld  be  wise  to  treat  it  as  a  pyloric  gastritis. 

From  May  6  to  June  1  the  stomaeb  was  washed  every 
at  first  there  was  n  good  deal  of  mucus  and  undigested   food. 
The  pain  stopped,  the  lavage  was  discontinued. 

In  October  he  reported  that  he  had  had  no  more  pain  and 

very  well. 

March,  1902,  after  overwork  the  attacks  of  abdominal  pain 
recurred. 

Tb  h   was  again  washed   for  three  weeks  and   the 

pain  stopped. 
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1902,  he  reports  continued  absence  af  11 
Jan.  27.  1908,     Ten  ago  he  began  to  feel  heavy  and 

id.    Three  days  ago  a  tittle  jaundiced,  b 

perature  100*     lie  was  put  on  mil  oda  for  a  Paw  d 

aud  his  symptom  lisappeen 

Jan.  27,  1004.     He  has  been  drowsy  tor  several  days,  last 

night  he  woke  up  with  bad  pain  and  vomiting.    He  is 

little  jaundiced,  the  stomach  contains  mucus  and  bile  stained 

fluid.     By  January  30  the  attaefa 

•hn  lasting  for  a  week 

it,  14.    He  has  been  sick  all  summer,  has  Lost  5S  pounds 

in  v  iin,  jaundice,  sometim  nry  little 

H<'  now  Looks  very  badly    feeble,   emaciated  and   a   lit 
jaundiced. 

He  was  put  nn  tin-..  day  and  am  1  ?<> 

1  [e  Improved  1  <lly. 

November  1.    He  is  well  and  ag  hard,  hut  takes  r» 


ittthks  of   acuti    v  i    a 

Mar  com  Female  Id,  married 

1.  Hiildren. 

1  lawyer  by  profession,  having  studii  .  r'ter  her 

marriage. 

Sh»*  will  drink  no  milk,  rats  only  beefsteak  and  Laml 
for  meat,  rats  no  v  iept   salads  with  oil, 

desserts,  remains  in  tin*  house  for  days  at  ;t  time. 

May    ;i  bd  nt ia«-k  <>f  diarrheas  with  mucus  and  loose 

fecal  matter  lasting  for  two  weeks. 

Jyi  Ihe  w;is  examined  aeoologfat  who  reported 

"Chronic  endometritis,   position  of  uterus  normal,  ovaries    not 
enlarged,  curettage  recommended, " 

Jan,  1.  1901.    She  is  having  continued  nienorrhagia,  !m 
globin  56  per  cent.,  feeble  and  melancholic. 

June  21.     The  monorrhagia  having  enntinued  without 
pmv»  iie-nt.  sfc  curetted. 

T,i  y    She  has  been  in  better  health  for  the  pa-st  six 

months  than  for  ninny  years.     Menstruation  only  lasts  for  three 
days,  she  has  gained  flesh  and  strength. 

Last  nighl  sic  ate  son,.-  crab  meat.    About  1  A,  M.  she  had 
dting  and  intestinal  colic.    She  was  not   out    of  bed    until 
January   \. 


\T\KIMI  M.    «■ 


731 


Fe!»   15,  at  6  A.  M  ilic  again.   She  w.  ited 

all  day  and  at  10  P.  M.  the  pain  returned  with  great  viol 
most  intense  in  the  region  below   the  right  breast    Si! 
bile-stained  fluid.    The  right  I  n  up,  the  whole 

men  was  tender  and  tympanitic,  the  greatest   tenderness  was 
over  the  region  of  the  gal]  bladder 

she  rcmtinued  to  have  abdominal  pain  and 

by  April  1  was  well  again. 

June  16,    a  Can  di  bo  have  abdominal  ; 

and   nausea.     This  morning  the   pain   is  localized   in   the 
iliac  region,  temperature  i'4*       Ai  3  IV  M.,  after  a 
pain  uiis  wry  severe,  temperature  100      At  9  P.  tf.,  sin  I 
nperature  I01°f  pulse  i<»<>  mid  small.   The  ;<!' 
inal    niusi'hs    were    ^  ipecially    on    the   rij 

surgeon,  in  consultation,  made  the  diagnosis  of  appendicitis  with 
ral  peritonitis  and  advised  no  operati 

The  next   morning  the  temperature  was  normal 
other  symptoms  diminished.    In  the  evening  menstruation 
mcnced  and  she  was  much  batter. 

pi  24,  after  an  indigestible  dinner  she  suffer 
digestion  all  night  and  at    1   o'clock  in  the  afternoon   had   as 

k  of  abdominal  pain,  vomiting  and  partial  collapse.    The 
nasi  day  the  abdomen  was  distended  end  bender, 
pulse  small  and  rapid,  extremities  cold.  On  the  26th  she  v 

quantities  of  green  fluid  ai  frequent  interval  »r  this 

bowels  moved  and  ahe  got  better 

I  saw  her  first  in  October,  1903.     I  succeeded  in 
Control  of  her  and  by  regulating  the  diet  and  mode  of  It  fa  the 
gastric  symptoms  were  relieved  and  her  health  became 

1  heard  from  her  in  February,  1906,  and  ahe  was  still  well. 


Chronic  Catarrh  iritis. 


It  is  customary  to  includi 

Bell  under  this  name. 
Ift9fts*~-1  The  only  evident  change  in  the  stomach  is  an 
increased  production  of  mucus.     This  can  be  washed  out  of  the 
Stomach  during  life;  it  is  found  adherent  to  4 he  wall  of  the  stom- 
ach after  death. 

2.  Besides  the  increased  prodw  mums  there  is  also 

degeneration  of  the  cells  of  the  peptic  glands. 
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3.  There  is  a  growth  of  connect;  between  the  gastric 

tubules,  with  deformity  and  atrophy  of  the  tubules.     I 
cases  the  new   eomneetiw   tissue  forms   Little   polypoid    tumor-. 
which  project  inward. 

I    With  cardiac  disease  and  with  cirrhosis  of  the  liver  n 
may  be  a   well-marked   chronic   congestion  of  the   iinn-«n:- 
brane. 

5.  There  mav  be  hypertrophy  o{  the  muscular  and 
live  coals  ;it  tin-  (.vlurus  producing  stenosis,  and  with  tl-. 
Is  often  dilatation  of  the  Stom&ch. 

6.  There  may  bea  more  diffuse  hypertrophy  oscular 

and  connective-tissue  coats  with  marked  diminutinn  in  the  size  of 
the  stomach. 

7.  The  stoma' -h  may  be  considerably  dilated  without  stenosis 
of  the  pylorus. 

iay  be  considerable  exudation  of  yellow,  brown, 
(•r  Lri-"M  serum  into  the  cavity  of  the  stomach.    These  belong 
the  severe  and  long  continued  cases  of  chronic  gastritis  with  new 
growth  of  connective  tissue  and  dilatation  of  the  stomach, 

Etiology.— A  considerable  number  of  cases  of  chronic  gas- 
tritis follow  acute  or  subacute  gastritis.  This  is  especially  true 
of  the  gastritis  which  complicates  epidemic  influenza,  typhoid 
fever,  a^d  so  many  of  the  infectious  disen- 

Cardiac  disease,  pulmonary  emphysema,  and  cirri 
llv  r  produce,  first,  chronic  congestion  and  then  chronic  gas- 
tritis. 

Pulmonary  phthisis,  chronic  nephritis,  and  gout  are  often 
accompanied  bj  chronic  gastritis, 

The  habitual  use  of  improper  food,  of  alcohol,  and  of  drugs 
are  ordinary  causes. 

The  same  climatic  conditions  which  predispose    to 
opharyngeal  catarrh  and  In  chronic  bronchitis  have  the  like 
effect  as  regards  chronic  gastritis. 

Symptoms. — Pirsi  among  the  sympi  ea  pain,  vary 

from  a  mere  feeling  of  oppression  and  discomfort  to  the  m 

re  and  agonizing  pain,    The  pain  is  in  some  cases  due  to  the 
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presence  of  food  in  the  stomach.    It  comes  on  at  first  only  with  a 
considerable  quantity  of  food,  imt  Liter  eves  small  fragments  of 
solid  food  OT  spoonfuls  of  liquid  food  will  excite  it. 
patients  team  to  vomit  of  their  own  ^mnl  in  order  to  relieve 
the  pain. 

In  some  persona  the  pain  seems  to  accompany  gastric  diges- 
tion and  to  cease  when  this  is  finished. 

In  sorie  he  pain  seems  to  depend  00  hyperacidity  and 

hypersecretion  of  the  gastric  juice. 

With  al*-*molie  gastritis  there  may  be  a  peculiar  feeling  of 
soreness  in  the  stomach,  which  is  commonly  called  heartburn. 

Then  there  are  mat  in  which  we  can  only  say  that  so 

long  as  the  patients  have  gastritis  they  have  pain,  and  as  the 
gastritis  improves  so  does  the  pain. 

As  a  rule  the  pain  is  at  tirst  not  constant,  but  comes  on  in 
attacks,  which  become  more  frequent  and  of  longer  duration  as 
the  gastritis  progress 

It  is  often  difficult  to  distinguish  the  pain  of  chronic  gastritis 
bono  that  belonging  to  nicer  of  the  stomach,  ulcer  of  the  duode- 
num, biliary  calculi,  intestinal  eolic,  movable  kidney,  disease  of 

the   uterus.    tllbeB,   and    ^varies,   ameaiia.    hysteria,    and    neuras 
thenia. 

Nausea  and  vomiting  are  ah  iar  symptoms.     The  nan 

sea  belongs  to  the  early  morning  hours,  but  may  persist  through- 
out the  day.    It  may  show  itself  Bfl  b  disgust  for  food,  or  as  a  feel- 
ing of  anxiety  and  depression  0  01  Bfl  the  aehial 
tion  of  impending  vomiting. 

The  vomiting  is  most  frequently  a  vomiting  of  food,  either 
to  considerable  quantities,  or  vomiting  kept  up  so  Long  as 

tallest  particle  of  food  is  left  in  tie  h.    In  some  eases  oi 

alcoholic  gastritis  tl  h  empties  itaelf  abonl  an  hour  after 

nearly  every  piSSjL 

In  oth<  I  irge  quantities  of  brownish  Quid,  Eaixed  with 

and  food,  accumulate  in  the  stomas  h  anil  are  vomii 
time  to  time.    This  is  especially  the  oaae  *Hwn  the  stomach  is 
dilated     Regurgitation  of  an  acid  fluid  breakfast  in  the 
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manning  is  especially  common  with  alcoholic*  gastritis.     In  a  few 
oases  the  patients  will  vomit  aear  day  as  much  as  half  a 

pint  of  pure  mac 

There  tie  rare  CiQQO  in   which   vomiting   is  kept   up   as  a 
habil  Long  after  the  n-;>l  reasons  ave  stop] 

l>lood  may  occur  in  the  course  of  any  chronic 

gastritis,  but  is  much  more  likely  to  OC  of  the  liver 

it  the  same  time,    Usually  the  hemorrhage* 

mall,  hut  with  cirrhosis  of  the  liver  large  quantit  lood 

an*  vomited. 

Tii.«  vomiting  may  occur  in  attacks  with  into  . inys  or 

weeks,  or  it  ■  y.     I  have  known  a  man   t 

•  wr\  <\.>\  for  twenty  ye&te. 

Vomiting  is  also  caused  by  diseases  of  tli  and 

by  an  accumulation  nf  faws  in  the  colon,  by  amentia 

by  hysteria. 

Retention  of  food  in  the  stomach  is  especially  a  feature  H 
then  of  the  pylorus  or  dilation  of  tli 

it  is  also  found  with  chronic  a  considerable  retention 

of  food  is  regularly  attended  with  70] 

Constipation  is  often  present     It  seems  to  d*  n  a 

variety  of  causes  and  may  have  nothing  to  do  with  the  rondition 

the  stoinnrh.  hut  in  some  cases  as  the  gastritis  improves 
bowels  become  regular. 

Headache  is  often  a  symptom.    It  follows  a  variety  o] 
hut  perhaps  the  most  common  is  that  which  comes  on  at  iu: 
In  some  cases  it  is  found  that  whenever  there  is  headache  bile  can 
be  washed  out  of  the  stomach. 

general  loss  of  health,  of  which  en.  ind  loss  of  u 

culai  ili  are  the  most  prominent  features,  ia  found  with 

more  severe  cases  of  gastritis.     This  depends  Largely  upon  * 
gastritis  and  the  inti  with  digestion,  but  in  some 

is  simply  due  to  starvation.    Of  their  own  accord,  or  by  the 
vice  of  a  physician,  they  give  up  one  article  of  food  after  another 
until  they  do  not  get  enough  to  eat.    Tho  exdusil 
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and  hot  wah»r,  if  kept  up  Tor  too  tang  a  time,  has  a  particularly 
bad  effect. 

A  considerable  mimber  of  nervous  and  hys! 
and  disturbance's  of  sensation   in   the  month,  throat,  and  other 
parte  of  Che  body  are  often  difficult  to  tell  how  far 

these  symptoms  an  to  be  attributed  to  the  gastritis, 

the  Disease. — Chronic  gastritis  seems  to  have  a 
natural  disposition  to  continue  and  to  grow  worse  from  yi 
year,  but  with  periods  of  remission  and  exacerl>a1inn,    Tin 
lories,  therefore,  may  extend  ovet  many  yean,  and  the  symptoms 
eome  on  in  attacks     Between  the  attacks  the  patii  u  i  to  be 

imii  tIh-  attacks  "i"  longer  dura 

ami  occur  at  shorter  Intervals,  as  the  disease  goes 

I   do  not    k&Off    Of  an\  fry    way   of  el; 

of  ehroni  ifja.     We  can,  however,  for  practical 

purposes,  put  lie-  patients  toother  in  rather  rough  groupa. 

I.  The  cases  in  which   pain   referred   bo  Ht  of  the 

stomach  is  Que  principal  symptom. 

(ai  Pain  without  vomiting  oocuw  with  chronic  i  by 

itself,  or  with  retention  of  food*  or  with  d 
ach,  ur  witli  failure  of  gastric  digestion.     The  patients  t% 
distinguish  between  these  cond  only  complain  of  the 

i»;nn.  they  often  do  imi  think  thai  they  have  an] 
Tin1  diagnosis  has  to  be  made  with  the  stomach-tube, 

tin  with  vomiting  with  hyperacidity,  with  dilo- 

tation,  and  with  abnormal  sensitiveneai  of  the  gastric  in 
membrane  to  the  contact  of  food    The  last  condition 
give  tin'  i  pain  thai  can  only  b< 

lieved  Uy  the  removal  of  the  food  from  ti  eh. 

lv  Natures  and  vomiting  as  in  all 

forms  of  chronic  gastritis,  but  in  whom 

they  are  particularly  prominent.  There  are  per 

m  nausea,  with  the  aeeompanj  i' 
in  the  early  morning,  is  the  only  symptom  fot  tm 
axe  i»^  whom  y  with  or  a  ithoul  nam 

for  years,  and  yet  tl  iptoms. 
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There  arc  patients  who  for  years  sutler  from  attacks  of 
sick-headache,  with  or  without  vomiting.     Later,  instead  of 
sick-headaehes,  there  are  attacks  of  gastric  pai: 

In  some  of  the  cases  bile  can  be  washed  out  of  t  >aeii 

during  every  attack,  in  others  no  bile  is  present. 

4.  There  are  patients  who  suffer  from  retention  of  food  in 
The  stomach,  or  from  dilatation  without  stenosis  in  addition  to  the 
chronic  gastritis.  Pain  and  loss  of  nutrition  are  the  prominent 
symptoms.    Treatment  is  often  irery  satisfactory, 

In  tie  patients  with  dilatation  and  sti  the  pyl 

the  pain,  vomiting,  and   loss  of  nutrition    pet    steadily    woa 
Treatment  only  relieves  the  pain  and  vomiting,  the  loss  of  nutri- 
tion continues.    The  question  of  >*  surgical  m  regularh 
eoraes  up, 

6.  There  are  patients  in  whom  depression  of  spirits  goin_ 

to  actual  melancholia  is  the  most  marked  symptom.  In  theae 
eases  as  the  gastritis  improves  the  melancholia  disappears  Of 
course  a  great  many  of  the  cases  of  melancholia  do  not  have  gas* 
tritis  at  all 

7.  There  are  patients  in  whom  the  loss  of  nutrition  is  out  of 
proportion  to  the  gastric  symptoms.  They  really  have  a  chronic 
gastritis,  hnt  ii  may  !><■  difficult  to  tell  how  far  this  is  tin 

of  the  loss  of  nutrition,  and  how  far  it  is  the  thing  to 
Some  of  these  difficult  to  manage. 

Treatment.— In  attempting  to  establish  a  satisfactory  treat- 
merit  for  ehronii  bis,  it  is  important  I  is  elearh 

possible  the  problem  which  is  to  he  solved. 

First,  then,  we  must  remember  that  all  the  patients  who  e 
fer  from  gastric  symptoms  do  not  necessarily  have  chronic  g 
tritia 

Besides  those  who  have  functional  disturbance  of  th- 
aeh,  or  cancer  or  ulcer  of  the  stomach,  we  find  many  others  in 
whom  gastric  symptoms  are  die*  lo  diseases  of  other  parts  of  the 
body.  Aiiiirnia,  uterine  disease,  the  neurotic  and  hysterical  con- 
dition, and  constipation,  often  behave  in  this  way.  In  old  people 
the  function  of  gastric  digestion  is  often  impaired  simph 
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remll  of  uld  age.  To  eaeli  one  of  these  conditions  belongs  its 
appropriate  treatment,  but  it  is  not  the  treatment  of  chronic 
gastritis. 

Still  further,  we  must  remember  that  in  many  cases  of  gas- 
tritis palliation  of  the  symptoms  is  all  that  we  can  hope  for.  This 
is  true  with  the  gastritis  associated  with  bearfc-dSfleam,  emphyse- 
ma, phthisis,  cirrhosis,  Bright'*  disease,  gout,  rheumatism,  and 
alcoholism.     1  true  of  the  oases  in  whieh  the  infiamma* 

tion  b  on  to  the  destruction  of  the  peptic  and  mucous 

glands.  After  excluding  all  these,  there  remains  a  large  and  inv 
portanl  group  of  eases  of  chrome  catarrhal  gastritis,  in  which  we 
may  hope  not  only  to  alleviate  the  symptoms,  but  to  cure  the 

;ise. 

It  is  evident,  from  the  nature  of  the  disease,  that  any  treat- 
intended  not  merely  t.»  palliate,  imt  to  cure,  Banal  be  of 
long  duration,  and  that  it  musJ  be  repeated  fnun  time  to  time, 
when  the  inevitable  relapses  occur. 

The  different  plans  of  treatment,  then,  which  may  be  adopt- 

The  curative  effects  of  climate  and  mode  of  life. 

The  regulation  of  the  diet. 

The  admin ist ration  of  drug 

The  use  of  local  applications  direetly  to  the  inflamed  nx 
bra  ra- 
il is  u  lav  down  rules  as  to  the  sort  of  climate  . 
an  be  regulated  by  Hi  of  the  patient     The  two  points 
of  importance  are:   First,  the  locality  selected  must  lie  one  where 
the  patient  ean  lead  an  out-door  life.     Second,  the  patient  must 
I  a  climate  either  for  several   yean  &t  for  a  consider- 
able pat!  of  each 

Excellent,  as  this  method  of  treatment  is,  it.  is  evident  that  it 
•  in  be  carried  onl  only  by  a  limited  number  of  persona 

The  regulation  of  the  diet  is  a  matter  which  demands  consid- 
eration in  ise  of  chronic  gastritis.  In  trying  to  ascertain 
the  best  way  of  feeding  rinse  patients,  I  have  found  only  one  sat- 
isfactory method,  ami  that  is  to  feed  them  experimentally  with 
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different  articles  of  food,  and  Hem  interval  o1 

hours  wash  out  the  stomach  and  see  ho> 

eles  of  food  have  h«  removed  from 

After  pursuing  this  cow  ber  "1"  years  I  have  arrived 

at  the  following  conclusions : 

Tt  is  necessary  that  the  patiem  should  be  well  fe< 
tion  diet  never  answers, 

TV-  b  does  not  reqn  from  tt 

anc<-  of  stomach  <  1 1 •_-  the  eonti 

for  being  called  on  to  perform  its  natural  functio 

The  patients'  own  ide  what  foe  -  with  thetti 

usually  erroneous.    They  are  apt  either  be 
select  the  least  mi  articles  of  f< 

The  use  of  artificially  digested  foods 
p  ipgia,  t<>  assist  stomach  digestion  is  qj 

Tin'   starches,   q  corn -meal,  bread,   the   cereals 

health  foods  are,  as  a  rule,  bad.     Portions  of  them  remain  undi- 
gested in  the  stomach  for  many  hours. 

Milk  in  adults  is  an  uncertain  article,    li  an  ivell 

for  some  persons,  not  at  all  for  others. 

Meat  is  usually  readily  and  well  dig 
easional  exceptions  to  this  rule. 

ties  must  be  selected  experimentally  for  each  patii 

1  do  not  believe  that  at 
cured  by  diet  alone.    Even  tin*  exclusive  milk  diet,  wi. 
relieves  symptom  ale,  only  tempore  s,  so 

that  the  patient  simph  lo  rtain  amount  of  time  by  e 

ing  this  inst . 

The  advantageous  use  of  drugs  belongs  to  i 
of  chronic  gastritis.    At  that  time  they  i  nptoms 

and  sometimes  even  seem  to  cure  the  inflammatioi 
stages  of  the  disease  their  us  more  an! 

ing.    The1  reliable  drugs  for  this  purpose  an 
preparations  of  soda,  t  auth,  the  mineral  acids.. 

iometimes   carbolic  acid,  les  iodol 
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times  the  bitter  b  IT  none  of  these  answer,  it  [a  bardiy 

worth  while  to  look  any  further.     If  we  can  combine,  with  tin* 

:  narration  of  drugs,  the  regulation  of  tin-  diet,  and  of  the 

if  the  patient,  then,  of  course,  our  chances  of  success 

are  much  greater. 


op  Local  Applications  Djkkotli  to  the  Glandular 
r  of  the  Stomach* 


This  I  regard  as  the  most  efficacious  plan  of  treatment  for 
those  patients  who  able  to  leave  home  and  seek  a  proper 

clitn.it*'.  but  ask  to  be  relieved  without  interruption  to  their  or* 
dinai '\  pursuits.  The  local  applications  axe  readily  made  by  the 
introdv  I  cm  of  a  tofl  ruhtar  tube  through  the  cBSophagus  into  the 
stomach, 

Liquid  applications  are  the  best.    They  should  be  made  in 
mob  quantities  ;is  to  eotne  thoroughly  into  (fith  the 

tire  surface  of  the  tnueoni  membrane,  although  the  pyloric  end 
of  the  stomach  is  the  region  where  the  inflammation  is  princi- 
pally situated  They  should  be  made  a1  i  time  long  enough 
after  eating  for  the  stomach  to  be  as  nearly  empty  ifble, 

r  roanj  inn  water  alone  in  considerable  quanta* 

ties  is  the  only  lo<al  application  Q  In  some,  ho  here 

o  advantage  in  medicating  the  water,  and  for  this  purpose  I 

irietj  of  substance*. 
The  drugs  I  use  most  frequently  are  chloride  of  zinc,  sul- 
phoc  e  of  sods  and  gomenol 

For  the  first  week  it  is  often  neoessary  to  put  the  patient  on 
;i  milk  diet,  and  this  can  l»<  done  even  with  thos«-  patients  who 
dinar?  circumstances  cam  I  all. 

Then,  after  B  time.  tO  the  milk  we  add  one  solid  meal  com- 
posed of  meat  alone.    Next,  this  single  meal  is  increased  by  the 
hial  addition  of  fruits,  vegetables,  and  bread.    Then  comes 
the  |  >f  two  solid  meals  u  day,  instead  then  three 
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solid  meals,  and  now  we  get  rid  of  the  milk  in  pari  Of  lior. 

r  t he  lirst  week  of  this  treat incut  it  \t  pee.t 

any  special  improvement.     Indeed,  even  a  1>  iC  than 

may  try  i he  perseverance  of  the  physician  and  the  confide 
of  the  patient. 

Sooner  or  later,  however,  the  expected  improvement 
the  nausea  and  vomiting  stipation  or  dian 

improved,  the  flatulence  is  do  Longer  troubL 
becomes  less  frequent,  and,  of  more   real   value   than  these,  the 

improvement  in  the  general  ndition  <>f  the  patient   beeomefl 

evident.    The  color,  the  weight,   the   appetite,   the   aleej 
spirits  of  the  patient,  Ml  show  a  change  for  the  better.     Of  all 
the    symptoms,   the   pain   is   the   one   which    is   apt  sist 

the  longest. 

For  two  or  three  months  the  patient  has  in  !>»■  kept   under 
observation,  and  the  applications  to  the  stomach  made  by 
physician,     After  this  the  patient  La  dismissed,  but    contin 
the  treatment  himself,  first  every  other  day,  then  twice  a  week, 
then  <>nce  a  week  for  several  months.     The  regular  relapses 
the  disease  are  managed  in  the  same  way.  hut  are  much  BQ 
quickly  relieved. 

ses  of  chronic  {nraS;triti.s  with  old  ulcers  of  the  stone 
with  a  growth  of  new  connective  tissue  in  the  glandular  © 
with  thickening  of  the  connective-tissue  and  muscular 
with  stenosis  of  the  pylorus  regularly  require  a 
oinv  to  obtain  relief, 

But  to  be  sure  of  the  diagnosis  of  | 
time  and  attention.      Tain     vomiting  ation.  dilatation 

the  stomach  may  all  exist   \\*v  months  and  yet  be  readily  cured 
without  operation. 

Chronic  Dilatation  ok  the  Stoma*  a t 


For   clinical   purposes   it   is   convenient    t<»   <l 
forms  of  dilatation  of  the  stomach 

1,     TIi  form  of  moderate  dilatation  of  tl 
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without  stenosis  of  tin*  pylorus,  without  ehrouic  gastritis,  with- 
out failure  of  itomaeh  digestion.     If  do!  relieved  by  treat 
the  condition  continues  for  yean,    although    tie  often 

is  of   improvement.     The   two   pron  ptonn    are 

pain  in  the  upper  part  of  the  abdominal  cavity  sad    loss    of 
nutrition.    The  pain  comes  on  at  intervals,  whieh  become  shorter 
and  shorter  until  there  is  pain  every  day.     The  loss  of  flesh  and 
progressive  until  the  patients  c:m  hardly  walk. 
With  these  two  cardinal  symptoms  are  often  associated  a 

Some  patients  complain  of  dys- 

pnoea,  apparently  diaphragmatic  in  character,  hi  some  the 
s  increased  in  frequency.  In  women  there  may  be 
a  variety  of  nervous  and  hysterical  symptoms.  The  loss  of  nutri- 
tion seems  to  depend  partly  on  insufficient  food,  for  the  patients 
are  apt   to  leave  ofY  one  article  o|  food  after  another  with    the 

of  preventing  the  pain. 

Temporary  relief  may  be  obtained  by  travelling,  by  an  ex- 
elusive  diet  of  milk  or  of  meat,  by  pepsin,  bismuth,  mix  vomica* 
etc.    But  the  symptoms  soon  return  and  grow  worse.     The  ottlj 
curative  treatment  is  the  daily  lavage  of  the  stomach.     This  is 
effectual,  even  in  pn*  bo  have  suffered  for  a  number 

of  years. 

2.     There  is  a  form  of  dilatation  of  the  stomach  without 
stenosis  of  the  pylorus,  hut  with   chronic  gastritis.     In  these 

the  stomach  is  larger  and  artich  <d  are  retain 

it   for  a  longer  time,  aometimea  (  ral  days.    There   are 

in  the  upper  part  of  the  abdominal  cavity  and  a  loss  of 
Besh  and  strength  whieh  is  carried  very  far.  Nausea  and 
vomiting  are  regularly  developed  after  a  time  When  the  artonv 
ach  is  first  washed  out.  even  after  twelve  hours*  abstinence  from 
food,  it  will  be  found  t«>  contain  a  large  quantity  of  undigested 
>  iah 

These  patients  t  with  lavage,  hut  it  has  to  be  kept 

up  for  a  long  time. 

There    is  a  form    of    dilatation    with    stenosis    of    the 
pylorus.     The  stenosis  is  noma,   by  nleers,  and 
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iiini;iior>  thickenings.    The  dilatations  produced  in 
way  are  very  large  and  much  food  is  retained.    Tin1  patients  b 
nutrition,  nausea,  and  vomiting. 
The  patient*  are  made  more  comfortable  and  life  is  pro- 
longed l«>  lavage,  but  afl  hey  do  badly,  Lot  md 
strength  and  die. 

The  host  thing  to  do  fur  these  patients 
tomy.  but  even  this  is  qo1  always  successful 

31  XL    0  Fe- 

male. 23  years  old,  Nov.  14. 

In  1892  she  bad  diphtheria,  followed  by  paralysis,  d 

heart  action  and  albumen  in  the  urine,  from  these  she 
recovers!  entirety.  One  year  ago  she  began  to  have  pain  and 
discomfort  in  the  epigastrium  with  headache  after  meals. 

About  twice  a  month  there  would  be  a  bad  day  when 
would  have  t<»  stay  m  bed  with  hot  water  bottles. 

The  pain  in  the  epigastrium  and  the  headache  have  gradu- 

beconie  worse  and  of  lunger  duration  and  the  exacerbations 
more  frequent,  longer  and  accompanied  with  nausea  and  vomit- 
ing. 

For  the  past  four  weeks  she  has  had  pain  all  the  waking 
hours,  nausea  every  day.  vomiting  twice  a  week.  The  bowels 
have  continued  regular,  she  has  not  lost  weight. 

The  washings  of  the  stomach  showed  a  considerable  quan- 
tity of  mucus. 

ter  two  weeks   daily    lavage   she    had    no    more    gastric 
symptoms  and  could  eat  three  good  meals  a  day. 

Case  XII.    Chronic  gastritis,  thi  ordinary  for>> 
24  years  old,  always  well  until  January.  18ftl .  then  she  began 
to  have  pain  after  eating  which  continued  until  she  vomit 
These  attacks  occurred  at  intervals. 

April.  18S1.  she  had  scarJet  fever,  since  that  time  the  at- 
tacks have  occurred  once  or  twice  a  week. 

April  8.  1882.     She  came  to  me.     The  attacks  of  pain  and 
vomiting  every  week  had  continued.     She  was  put  under  ordi- 
nary treatment   of  stomach   washing  and    r< 
June  13  she  was  well    I  have  heard  from  her  from  time  to  I 
up  to  1906  and  she  has  continued  to  be  well. 


Case  XIII 
42  yean  old. 


Chronic  gastritis,  pain  and  VC  Female. 
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In  tin*  winter  [893  &he  had  several  attacks  of  pain 

voimtin  r  them  lasted  tor  a  week. 

From  October,  1898,  the  attacks  of  pain  and  vomiting  came 
on  every  two  weeks. 

in  August,  1894j  n  t«>  haw  diarrhoea.     For  three 

weeks  she  came  to  Nero  Fork  she  was  in  bed  with  am 

void  .:  i  diarrhoea, 

pi  25,  ls'M,  she  came  to  me.    The  stomach       -       shed 
day.    For  two  days  she  was  given  milk  alone,  then   one 
meal,  then  two  meals,  then  three  meals. 

Oat.  8.  the  pain  and  vomiting  have  stopped,  the  diarrhoea 
continued,  s  1 1 * ■  wiis  given  salol  and  castor  oil* 
m  home  apparently  well. 
She  has  continued  to  •»«•  well  up  to  lj 
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years  old,  dentist. 

In  the  winter  of  1867  for  the  Brat  time  he  had  filings  of 
oppression  after  eating  which  lasted  for  several  weeks.  Then  he 
had  no  mote  trouble  until  the  winter  of  1869.  Then  the  same 
feeling  of  oppression  after  meals  earns  on  with  greater  sei 
and  lasted  ontil  the  summer.  He  then  went  to  the  country,  was 
better  and  continued  better  until  1872. 

That  autumn  he  bad  remittent  fever  for  three  weeks   and 
after  that  intermittent  fever  Cox  six  months. 

In  1873,  in  the  winter,  there  was  greater  discomfort   after 
eating.    After  this  be  was  better  every  summer  in  the  country 
ami  worse  every  winter  in  New  York.    Diet  and  medical 
ment  were  of  no 

In   1878  the  winter  was  very  had.     All  food  was  followed 

row  pain  and  he  began  to  try  to  vomit  to  stop  the  pain 
The  bowels  were  always  constipated. 

In  July   1879,  be  was  in  the  oountry  on  a  milk  diet  for  five 

the  pain  was  relieved  and  he  eould  again  take  solid  food. 

ptember.  1879.  the  pain  returned  worse  than  ever    and 

milk  diet  did  not  relieve  it.     The  pain  was  severe  and  nearly 

continuous  BO  that  he  hardly  slept  at  all.    Vomiting  only  partly 

relieved  the  pain. 

venilxr  4,    1870.   he   eaine  to  me.     His  appearance  waa 
that  of  a  man  rted  by  suffering  and  want  of  sleep.    He 

was  living  on  a  little  porridge  and  beef  tea.    His  bowels  moved 
about  once  a  week. 

Daily   washing  of  the  stomach   was  begun,   he  was  given 
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porridge  in  the  morning,  >  at  noon,  milk  in  Que  rk>d 

and  i  evening. 

Nov.   in.    .The  pain  is  not  as  seven-      Tin1  daily   • 
were   continued   until    February,   1880.     At  that  tui  had 

gained  17  pounds,  could  ea1   three  meats  a  da\  pain 

and  felt  well.   In  December,  1890,  be  reported  himself  as  having 
had  no  further  trout 

Cask   XV.      Chronic   gai  with    MM  49 

years  old. 

Tn  July.  1890,  he  began  to  lose  tiesh  and  strength 

In  July,  1891.  he  began  to  have  abdominal  p  easional 

vomiting,  headache,  loss  of  appetit*  came  hi 

and  thinner. 

Sept.  3,  1891.  I  saw  him  first;  he  <  <  d  of  the  al 

symptoms  and  looked  thin,  pale  and  sick.    I  put  him  on  a  milk 
diet 

Oct  3  be  k,   he   h;is   fell     h>ss    pain    and     I 

vomited,  but  has  continued  to  lose  flesh  and  strength, 

The  stomach  iraa  washed  Once  a  day  and  he  was  givfen  two 
solid  meals  daily  for  two  months.  He  improved  rapidly,  re- 
gained his  flesh  ngth  and  has  been  well  up  to  December, 
1906, 


l  XV  1,    Chroni  lis  until  • 

f<  if  .  fmptnms.    Male,  40  years  old,  April  is,  1! 

For  about  three  years  he  has  suffered  from  eh; 
pation,  1m1  takes  half  an  ounce  of  I  every  nitrht  and  an 

enema  in  the  morningr.    Within  two  years  he  lias  lost  60  pounds 
in  wright.    I  lis  appetite  is  good,  he  does  not  vomit,  he  i 

at  work  and  sleeps  well  except  when  he  has  pain  in  the 
stomach. 

The  colon  is  distended  the  stomach  is  not  dilal 

there  is  n<>  tumor  in   the  abdomen,  the  heart 
nor i  nal.  r  1 1 1 -  urine  is  normal. 

Washing  of  the  stomach  showed  food  and  a  large  quantity 
■inn. 

Until  April  27  lie-  stomach  contai  a  large 

quantity  of  screen  or  brown  fluid  with  little  mucus,  after 
time  it  washed  clear. 

May  1  he  went  home  hut  eontinued  to  wash  the  stomach  for 
three  months.     He  steadily  gained  in  weight  and  the 
tion  disappeared, 

In  December.  1906,  he  was  still  well. 
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Cass  xvii.    Rwfachu  wtth  vomii  mans/  >i<<ir-;,ap- 

\Uy  due  to  \l  tiomacht  t  bti  d  by 

washing  out  the  stomach.    Female.  #8  years  old. 

AY  hen  she  was  sixteen  years  old  she  began   to  he 
head;nh- 

From  her  sixteenth  to  her  thirty-si-emid  year  tie  headaehes 
occurred  .it  irregular  intervals,  often  brought  on  by  travelling. 
The  headaches  usually  Lasted  twelve  hours ;  during  this  I 
ould  vomit  large  quantities  of  bile  and  have  seven   head- 
the  vniniting  seemed 

From  the  age  or  thirty  -two  to  the  pn-smt  time  the  head- 
aches wen  brought  on  by  travailing,  hut  continued  to 
Bt  irregular  intervals. 
At  tin*  age  of  forty  the  headaches  began  to  accompany    or 
follow  menstruation,  but  they  also  occurred  at  other 

Would  last   lor  tin 

From  the  age  ol  in  to  45  the  stomach  could  not  digest  I 
(nv  several  days  after  an  attack    she  lias  gone  an  entire  week 

without    food. 

In  bar  forty-seventh  year    she    had    the    headaches    ev 

In  her  forty-eighth  year  the  headaches  came  every  other 
week. 

5,  1881,  I  saw  her  first. 

She  was  a  large,  strong,  healthy  looking  woman,  not  af 
neurotic. 

Bfay   <>  she     felt    a    headache    coming    on.      Washing    the 
stomach  three  hours  after  eight  ounces  of  mil!  I  no  milk. 

no  mucus,  hut  a  good  deal  of  yellow  bile,    The  headachi 
vomiting  came  on  that  afternoon    and    she    was   in   bed   until 
May  H. 

May  11  to  i*;  the  stomach  was  was  ery  day,   alv 

bringing  away  some  bile.     She  felt  all  the  time  as  if  n  headache 
spending  but  yet  did  not  have  it. 

May  18  to  29  the  stomt  washed  ay,  from  the 

19th  to  21st  there  was  bile  in  the  stomach  and  the  feeling 
impending  headache, 

June  26,   she   has  washed   her  day   and   has 

<  >n  June  24.  in  the  morning,  she  felt  the 
approach  of  a  verv  bad  headache.  I   the  stoi 

hour  for  eight  hours,  bringing  out  large  quantities  "f  bile, 
the  headache  was  ,r 
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■he  only  washed  the  stomach  vi  It  a 

I  coming  mi. 

-i.  Will.   Chronic  gc  displacement  of  thi  rtomach 

a, ^1  right  kidney,    Female,  <*<'  years  old, 

aptoma  and  lias  had  them  ever  since.     « 
pain  either  continuous  or  in  attacks,  water  brash,  mes 

p  and  progressive  loss  of  flesh  and  strength,  have  been  the 
principal  symptoms.  She  baa  faithfully  tried  physicians,  cures 
and  diet  slief  and  is  now  much  discouraged, 

March  16,  1905,  ihe  came  to  me.  She  is  a  very  nice  old 
lady,  feeble  and  emaciated.  She  complains  principally  of  the 
water  brash  and  weakness* 

The  stomach  is  a  little  dilated  and  displaced  downwa 

lavaj.  undigested   t I  and  mueus.     The  right  kidney 

movable. 

The  ease  seemed  very  unfavorable,  lavage  made  her  w<<t 
the  many  attempts  al  restricted  diet  have  always  caused  her  to 
toee  flesh  and  strength.     However,  she  remained  in  New  Yrork 
until  April  21  and  then  reported  t<>  me  from  time  to  time.     The 
treatment  consisted  only  ba  the  •  ■■  rotation  oi  her  diet  and 

mod*'  of  life     l'r-e  at  first  very  slow,  but  by  June  the 

water  brash  stopped  and  site  was  fatter  and  stronger.  Since 
then  she  has  done  very  well  In  October,  1905,  she  had  no 
gastric  symptoms  and  was  Leading  an  ordinary  life.  She  has 
continued  well  up  to  December,  1906. 


3S  XIX.     Chroi  ated  vo 

blood*    Female.  49  years  old,  Nov.  13. 

The  woman  was  habitually  intemperate  I  (teen  months 
ago  she  fell  and  struck  her  abdomen  against  the  edge  of  a  box. 
She  had  some  pain  in  the  abdomen  and  vomited  blood. 

Two  months  ago  she  became  jaundiced  and  vomited  til 
that  time  she  has  Lost  flesh,  has  had    pain    in    the    epi- 
gastrium and  has  vomited  blood  e\  She  has  also  noticed 
an  enlargement  of  the  liver. 

Now,  she  is  fat,  jaundiced,  weak,  has  pain  in  the  abdomen 
and  vomits  blood.     The  liver  is  very  large. 

She  continued  to  vomit  blood  and  mucus  every  day  until 
she  died  on  December  29. 

Autopsy,    The  body  was  deeply  jaundiced. 

The  heart  and  lungs  were  normal. 
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The  mucous  membrane  oi  the  stomach  and  small 

was  thickly  coaled  with  miK 

The  liver  weighed  6  pounds,  the  cells  were  infiltrated  with 
fat. 

( ' a B i E  X  X      | ! A  I fl  dnil,*  ion g  of  th 

>>/H(tih.     Ma!  old, 

Five  months  before  his  death  he  began  to  have  pain,  nausea 
and  vomiting  after  eating*    These  sympto  tinued  steadily 

with  increasing  emaciation  until  he  died  It  was  e  hospital  ease 
badly  ohsn-wii  and  badly  taken  rare  of. 

Autopsy.    TIm1  brain  and  hearl  w<i  L    In  the  lower 

lobe  of  the  right  limp  there  was  an  area  of  gangrene  about  three 
inches  in  diameter.  There  was  old  fibrous  induration  at  the  left 
apex. 

Tin*  capsule  of  flu*  liver  waa  thickened  and  si  svith 

minute  white  nodules. 

Th**  spleen  and  kidneys  were  normal 

The  wali  of  t li*1  stomach  was  everywhere  thickened,  the 
murmis  membrane  projecting  inwards  in  flat  nodules,  the 
pyloric  opening  nearly  closed    There  is  b  growth  ceUs 

miewiw  tissue  in  tie-  glandular  coat  w 
Hon  of  the  tubules,    Tlie  tint  nodules  dated 

connective  tissue.    Tin  ad  muscular  coat* 

much  thickened. 

The  peritoneal  eavily  contains  turlml  W  itlTC 

p  ritoneinn  i>  studded  with  minute  white  nodi 


. 
Male  an  old,  came  to  me  in  August,  190L 

Fifteen  month  ifter  indiscretion  in  eatizi  id  a 

bad  attack  of  vomiting  and  diarrhea,  after  that   ther 
nausea,  vomiting  or  gastric  pain,  but  fa 
and  was  onable  to  work,     lie  joit  bin  der  the  care  of  a 

;eh  specialist,  was  bd  eight   time 
deal  of  medicine  without   improvement. 

When  be  c  -  much  dilated 

some  retention  o 

I  treated  him  off  and  on   for  live  months  with   lav 
medicines,  without   any  bnprc 

Then  I  stopped  all  treatn*  e  linn  one  solid  me 

day  with  milk  the  rest  of  the  time.    He  was  decidedly  bet! 
k      At  the  months  lie  had  gained 
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:  the  stomaefa  had  re  After 

this  he  took  two  meal* 

January.  1903,  he  had  continued  to  be  very  well  and  the 

neb   was  of  norm 


male,    20    years 


Bfl  XXII, 

(liltlt  at  ion    Of    (In 

March  R*.  l» 

For  *»■■,  D   having    trouble     With 

stomach  on  and  off.     At  times  the  gastric  s. 
associated  with  men  tisturbances,  repeated  Bxamj 

by  gynecologists  have  failed  to  any  pelvic  lesion.     Pnr 

the  past  year  she  has  not  menstruated  at  alL  Pain,  nausea, 
vomiting  and  lose  of  strength  have  alternated  with  periods  of 
imp'  •  the  vomitii 

the  pain  and  the  los^  strength  b 

During  all  this  time  she  has  been  treated 
physicians  and  has  travelled  abroad.     There  have  been   pen 
of  improvement,  but  she  lias  continued  to 

She   now   looks  very   badly.     She   is    feeble 
amende,  menstruation  has  stopped,  she  ardly  any  food 

on  account   of   the    abdominal   pain.      The  stomach    is   dilfl 
down  to  the  umbilicus.     The  washings  of  the  stomach  contain  a 
large  quantity  of  green  serum  and  a  little  food. 

The  ease  looked  altogether  as  if  it  could  only  be  relieved  by 
gastroenterostomy. 

March  26  I  began  with  daily  lavage  and  the  attempt  to  feed 
her.    For  some  time  milk,  en 

undigested  in  the  stomach  and  she  had  I  I  principally  on 

meat 

April  2.    The  stomach  washes  clean,  she  is  a  little  bei 

April  20,  she  has  improved,  the  stomach  washes  clean  ex- 
cept for  a  little  mucus,  she  can  eat  a  greater  variety  of  food. 
she  has  gained  a  little  flesh  and  can  walk  a  short  distance. 

May  15,  she  still  improves,  hut  has  bad  days  and  is  not 
strong. 

After  this  the  lavage  was  continued  every  day  old 

eat  better  and  improvement  was  more  rapid. 

October  14.  She  now  has  gained  20  pounds  in  weight,  feels 
strong  ;onl  well  and  has  no  g  rnptoms.    The  stomach  has 

returned  to  its  natural  size,  the  lavage  is  to  be  used  less  • 
quently. 

Feb.  23,  1904.     She  is  fat  and  well,  menstruation   is  now 
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,u\  she  tuts  stopped  the  lavage,  can  eat  well  and  h, 
gastric  symptoms. 

January.  1907.    She  continues  to  he  very  well. 


Cask  XXIII.    clu  v.  dHataiion  of  tki  stomach; 

tacchftt -artfui .  >•. .  old,  Nov.  14,  1902. 

A  strong,  active,  well-built  engineer  was  well  until  eight 
months  ago.  Ther  he  had  a  sodden  attack  oi  dyspnoea,  pain  in 
the  Epigastrium,  and  nausea.  Since  that  time  he  has  had  i 
attacks  of  dyspnoea,  pain  in  the  epigastrium,  nausea,  trembling 
and  sweating,  he  has  only  vomited  twice,  he  has  lost  40  pounds 
in  weight. 

Mow,  the  lunge  and  heart  are  normal,  except  that  the  pulse 
is  100.  The  stomach  extends  from  the  left  axillary  region  down 
to  the  navel,  haemoglobin  70  per  cent 

He  was  ordered  to  take  only  two  full  meals  a  day,  morning 
and  evening,  and  to  wash  out  the  stomach  before  the  evening 
meal. 

Dec.  12,  be  reports  Improvement  The  pain  in  the  epi- 
gastrium is  almost  gone,  he  can  sleep  at  night,  he  has  gained 
two  pounds,  the  dyspnoea  ber,  the  stomach  washes  clean, 

it  is  now  oi  norma]  size. 

B<  dered  to  continue  the  same  treatment,  but  to  I 

also  bread  and  milk  at  noon. 

Dec  26,  h«j  was  doing  weD  until  fii  tgo.    Since  then 

he  has  had  had  pain  in  the  rpi^aslriiitn,  dyspmca.   pulse  120,  has 

lost  i  biou  regular,  no  murmur,  stomach  con- 

tains \'>"h]  and  mUCUS. 

Ordered  to  stop  work,  stop  lavage,  to  take  sulpho-carbolats 
.ml  belladonna. 

Jan  2.  ion::,  he  has  no  pain,  pulse  100,  feels  better,  to  con- 
tinue. 

dan,  16,  hi  ich  extends  I 

fth  intei  the  ravel,  pulse  100,  he 

still  has  pain  in  the  epigastrium, 

Jan.  22,  the  stomach  is  smaller,  puis.-  I 

Feb.  2.  he  has  had  two  had  attacks  of  pain  and  palpitation, 
pulse    110,   no  dilatation   oi   the   stomach,   to  take   digitalis,  mix 

snd  belladonna  instead  oi  the  previous  medicine. 

Frh.   9,    no   better,   another   attack    of   dyspmea,   pulse   90, 

change  to  sodium  bromide  and  nux  vomica. 

March  21.  he  has  no  pain  or  dyspnrea.  lias  heen  working; 
stomach  is  not  dilated,  pulse  125. 
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o  pain,  M<>  dyspnoBa,  be  has  been  working,  pulse 
130. 

May  16,  pulse  120,  be  baa  continued  to 
the  epigastrium,  to  take  isafotida  instead  o 

Ma>   28,  pulse  78,  be  lias  losl    \  pounds,  the  stomach  is 
again  dilated. 

Oct  10,  he  has  gained  weight,  has  been  wo 
pulse  100.  the  he  lias  irregi 

Dee.  8,  pulse  9o  in  weight 

wvll,  to  stop  the  da. 

After  this  lie  did  well  will'  nt. 

April  16.  1904,  lie  weighs  ISO  pounds,  puis.   70  h  is 

not  dilated,  he  seems  to  be  entirely  well 

Case  XXIV    rhrm  osis  of  th 

on  of  the  stomach,  ga$  <h<iih     Male.  W  yean 

old,  Sept.  14.  L894 

About  one  year  ago  he  began  to  lose  hVsh  and  sti 
appetite  and  vomited  occasionally. 

In  August.  1894.  the  vomiting  was  more  freqn<  the 

quantities  very  large,  there  was  pain  in  the  upp 
abdomen,  be  became  very  feeble  and 

Sept.  14.  tie*  man   looks   very   badly,   r 
stomach  is  easily  made  out,  but    no 
Btomach  washings  show  large  quantities  %of  food  and 
lie  was  made  comfortable  by  the  daily  washing  of  tl 
hut  continued  to  lose  flesh  ami  strength. 

Nov.  28,  a  gastroenterostomy  v. 
The  man  seemed  f<>  do  well  for  a  week  ;m<l  then  q 

Autopsy.     The  intestinal  anastomosis  \ 
therr  Was  a  little  fibrin  on  the  peritoneum. 

The  Btomach  was  very  much  dilated.     The  pj  I 
thickened  and  stenosed    by    an  I 

ad  muscular  i  r]  us1  above  tt 

an  inch  and  a  half  in  diameter  tie-   glandular   coal 
desti  Through  the  rest  of  the  wall  of  ih« 

is  b  growtb  of  iMiiii.  with  atroph 

thr   tubules. 


Case  XXV.    Chron 

■   iht  stomach.     Male  pa  old. 

In  December.   1875,  he  stated,  thai   for  n  months 

had  suffered    from   pain   and   vomiting  after  ■ 
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in  the  epigastrium  came  <m  ten  minutes  after  eating,  the  vomit- 
ing: hall'  an  hour  later.  He  vomited  from  one  i<»  three  times 
i   day. 

lie  was  taught  how  to  wash  mit  the  stomaeli  once  I  ilay. 
the  pain  and  vomiting  stopped  and  he  did  very  well  until 
February,  1877.  Then  the  pain  and  vomiting  returned  and 
continued,  the  vomited  food  was  mixed  with  coffee-ground  mat- 
ter, no  tumor  could  be  felt,  be  steadily  lost  flesh  and  strength 
until  April  24,  when  he  died. 

Autopsy.  In  fin*  heart  the  aortic  valves  were  a  little 
thickened. 

Both  lower  lobes  of  the  lungs  were  congested  and  nedcma- 
tous. 

The  liv«  r  and  spleen  were  normal. 

The  kidneys  were  of  medium  size,  chronic  nephritis. 

The  stomach  was  dilated  and  contained  blood.  All  the 
COatfl  of  the  stomach  were  thickened.  At  the  pylorus  the 
thickening  was  so  great  as  to  nearly  close  the  opening.  There 
is  a  thick  of  new  tissue  beneath  the  mucous  n 

partly  replacing  it  and  also  infiltrating  the  thickened  muscular 
coat.  This  new  I issue  is  composed  of  a  reticulated  stroma  and 
small  round  cells 

SB  XXVL    T ub<  astritis.    Male,  36  years  old;  was 

sick  tor  about  five  yean  with  ordinary  pain  and  vomiting  of  a 
chronic  gastritis.    The  sympto]  at  first  relieved  by  treat- 

ment, but  returned  over  and  over  again  until  he  died  in  a 
dition  of  extreme  emaciation. 

Autopsy.     The  h   was  very  small,  the  pyloric  oritiee 

was  nearly  occluded.     The  wall  of  the  stomach  was  thick 
especially  around  the  pylorus.     The  glandular  coat  of  the 
ach    was    almost    entirely  destroyed.     The  muscular  coat    was 
thickened. 

The  principle  thickening  was  of  the  connective-tissue  coat. 
This  was  effected  by  a  growth  <>f  dense  connective  tissue  is 
which  were  scattered  little  aggregations  el  round  cells  and  well 
marked  tubercle  grairal&.    Tn  the  gvannla  there  were  tubercle 

Hi. 


XVII.    Croupous  gastritis.    Male,  47  years  old. 
He  stated  that  he  had  been  well  until  eight  days  before  his 
death.    Then  he  eaqghi  cold  and  three  days  later  again  caught 
eold. 
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Two  days  before  death  he  was  firal  seen.    Then  his  tempera- 
ture was  102°,  pabe  120,  face  llushedT  pain  and  tenderm 
tin?  abdomen.     He  looked  very  ill,  but  there  were  no  more  defi- 
nite symptom  until  he  died. 

lopsy.     Two-thirds  of  the  inner  surface  of  the  stomachy 

■  lviug  the  lesser  eurvature  and  the  anterior  and  posterior 
walls,  extending  nearly  to  pylorus  and  oesophagus,  is  covered 
with   B   thick  adherent    false  membrane. 

This  membrane  is  composed  of  fibrin  and  pus  cells.  The 
gastric  tubules  are  not  changed  The  connective  tissue  coat  is 
infiltrated  with  librin  and  pu 

The  rest  of  the  body  was  examined  and  no  lesions    VI 
found. 


Suppurative  Gastritis. 


L<  .shuts.  —  -There  is  a  suppurative  inflammation  beginning  in 
the  connective-tissue  coat  of  the  stomach,  and  extending  to  the 
other  coats.    This  inflammation  may  be  eirei  id,  with  the 

formation  of  an  abscess;  or  diffuse,  with  a  parol  tion 

of  the  entire  eonneel  ive-t  issue  eoat.    The  &bfl  ay  rupi 

into  the  cavity  of  tie-  stomach.    The  inflammation  of  the  pet 
neal  coat  may  give  rise  to  a  general  peritonil 

Causes.— The  disease  belongs  to  adult  life.    It  is  blot 
mon  in  males  than  in  females.   There  is,  in  some  eases,  a  hist 
of  the  over-eating  of  indigestible  food      It  evidently  belongs  to 
the  class  of  infectious  inflammations 

—The  formation  of  the  abscesses  in  the  wall  of 
the  stomach  is  attended  with    pain    in    the    epigastric    ret' 
vomiting,  a  febrile  movement,   and  the  fori  if  a   tumor. 

[f  the  abscess  ruptures  into  the    stomach,    the    pus    may    be 
vomited.    The  peritonitis  often  remains  localized     The 
may  run  an  acute  or  a  chronic 

The  diffuse  suppurative  inflammation  of   the   wall   of 
stomach  runs  an  acute  course,  terminate  m  three 

to  eighteen  days.    The  patient  is  suddenly  attacked  with  TO 
ing,  pain,  and  tenderness  over  the  stomach,  fever,  and  gr 
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prostration.     The   symptoms    of    general   peritonitis   are   soon 
added,  and  the  patients  rapidly  get  worse. 

Treatment. — The  best  that  we  can  do  seems  to  be  to  alleviate 
the  patient's  symptoms  by  the  liberal  use  of  opium. 

Ulcer  of  the  Stomach. 

Lesions. — Ulcers  of  the  stomach  are  usually  single,  but  two 
or  more  ulcers  may  be  formed  at  the  same  time,  or  successively. 

Welch,  from  a  collection  of  793  cases,  gives  the  position  of 
such  ulcers  as  follows : 

On  the  lesser  curvature,  288. 

On  the  posterior  wall,  235. 

At  the  pylorus,  95. 

On  the  anterior  wall,  69. 

At  the  oesophageal  end,  50. 

At  the  fundus,  29. 

On  the  greater  curvature,  27. 

The  ordinary  diameter  of  these  ulcers  is  from  half  an  inch 
to  two  inches,  but  some  are  very  small,  and  some  are  much 
larger.  Two  or  more  ulcers  may  become  joined,  and  so  form  a 
large  ulcerated  area. 

The  ulcers  are  round  or  oval,  largest  in  the  glandular  coat. 
They  may  destroy  only  the  glandular  coat,  or  the  entire  thick- 
ness of  the  wall  of  the  stomach.  The  edges  of  the  ulcers  are 
clean-cut,  and  their  floors  smooth;  but  sometimes  the  edges  are 
much  thickened,  and  the  floor  may  be  formed  by  tissues 
which  have  become  adherent.  The  edges  and  the  floor  are 
formed  of  amorphous  granular  matter,  or  of  connective  tissue. 

If  the  patients  recover,  the  ulcers  cicatrize  either  with  or 
without  deformity  of  the  stomach. 

If  the  ulcers  perforate  the  wall  of  the  stomach,  this  perfora- 
tion may  be  large  and  sudden,  with  the  escape  of  the  contents 
of  the  stomach  into  the  abdominal  cavity;  or  the  perforation 
may  be  small,  and  set  up  a  localized  peritonitis;  or  the  opening 
may  be  entirely  closed  by  adhesions. 
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The  ul<  i.'  either  the  arteries  or 

stomach.    W 

vusts. — These  ulcers  are  said  to  be  twice  as  coton* 
women  as  in  men.     They  have  bees)  observed  at   u 
age,  but  seven-tenths  of  then  are  in  people  between  twenty  and 
forty  years  of  age. 

The  ordinary  explanation  of  the  D  which  the* 

are  formed  is,  that  by  embolism,  thrombosis,  nr  ehr«  Jar 

teritia  one  of  the  branches   of   the 
The  corresponding  portion  of  the  wbW  of  ti 
is  destroyed  by  the  action  *>(  the  gastric 

8ytnptoms.—Ot  all  the  symptoms  pain  is  the  mos 
it  is  absent  only  in  exceptions]  eases,  it  varies  in  its  quality 
intensity,  its  situation,  and  its  dural 

The  most  eharai  paroxysms]  pain  h> 

ized  in  a  circumscribed  spot  in  the  epigastrium,  coming  .  ■ 
after  eating  and  disappearing  when  the  stomach  is  empti 

mor mimnn  occurrence  are  pai  re  pain  ditTt. 

over  the  epigastrium  and  radiating  in  different  dir» 

many  eases  both  these  forms  Of  pain  exist     In  the  interv 

tween  the  paroxysms  of  pain  there 

stant  dull  pain  or  feeling  of  discomfort  at  tip  num.    T 

position  of  the  pain  is  usually  at  or  a  little  below  th 

cartilage.     It  may,  however,  be  felt  as  low  as  the  umbil 

on  either  side  in  the  hypochondriac  regions. 

The  pain  usually  comes  on  within  half  an  hour  of 
food  and  continues  until  the  i  mptied  by  vi 

by  the  passage  of  food  into  the  duodenum. 

The  pain   is  regularly  increased  by 
arlt.  by  fatigue,  and  by  exposure,     I 
tin1  recumbent  position.     The  pain  m 
Valfi,  it   may  stop  altogether  for  days  or 

Besides  the  pain  belonging  to  the  gastric  ulcer  the  patie 
may  also  have  pain  due  to  chronic  frastritis.  to  hyperacid 
retention  of  food,  to  dilatation  of  the  stomach,  or  to  io 
peritonitis 


ULCER   OF   TIIL    STOM  \ru. 


I    >.. 


ct  to  p*i mi.  vmii  •   frequent  symptom   of 

*trk  ulcer.    It  is  apt  to  occur  soon  after  taking  food,  * n*  . 

gastric  pain.     The  patients  may  only  vomit  OC 
nally.  or  every  day,  or  very  frequently,     In  some  eases  the 
irritability  of  the  stomach  great  thai  no  food  can 

tained,  and  th<  muting  will  be  made  even  when  the 

itomaob  h  entirely  empty.    The  vomiting  rtly 

rhe  nicer,  partly  to  tie-  accompanying  chronic  gastritis. 
i  iated  thai  vomiting  ol  blood  occur  <ut  one- 

third  "t"  tii  ic  nicer,    Tl  (nation  is  not  of 

niii'ii  \iiiur,  mi  account  of  the  occurred  uniting  of  blood 

with  chronic  gastritis  and  simple  anosmia. 

ling   may    he   preceded   by    pain,    vomiting,   and 
irI'.itK<<s  of  digestion,  or  it  may  cone.'  OH  suddenly   without 
other  gastric  symptoms.    The  quantity  of  blood  last  may  be 
!].  or  larger;  the  Larger  hemorrhages  arc  those  which  are 
moot  eharacterisl           astric  ulcer*    The  must  important  bleed- 
ings are  those  which  are  due  to  the  erosion  of  a  t»i Uveasel  in 

the  Boor  of  the  nicer.  The  blood  may  be  entirely  vomited,  or 
some  of  it  may  pass  into  the  intestine  and  be  discharged  with 
the  stools.     W it h  small    bleedings  all  the  blood  nto 

the  mtestine,  none  of  it  being  vomited.    Barely  the  patients  die 

suddenly  without  any  vomit ing.  and  at  the  autopsy  the  stomach 

rand  to  be  full  of  blot 

It  is  not  generally  understood  that   patients  with    either 
peri  >r  simple  amemia    may    vomit    large    quantities    of 

ran  bleed  to  death  without  any  nicer  or  erosion  of 
the  stomach.    Such  large  hi  due  to  amemia.  and  not  to 

nicer  of  the  stomach,  are  of  Crequent  occurrence  and  yet 
recognized  by  tew  phj 

The  importance  •    great.    If  the 

lie  to  .11  ad  the  pi  re  treated  for  ulcer 

oh  they  are  very  apt  to  die.    If,  on  the  other  handt 

it  is  appreciated  thai  they  have  no  stomach  lesion,  and  they  are 

treated  for  anaemia  they  usually  recover 

It  is  To  be  remembered  in    this    connection    that    many 
patients  have  pain  after  eating  nausea,  and  vomiting 
out  anv  disease  of  the  stomach 
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An\  of  the  symptoms  which  have  been  described  under  .the 
heads  of  functional  disorders  of  the  stomach  and  chronic  gas- 
tritis may  occur  id  eases  of  gastric  ulcer. 

The   frequency   of   perforation   of   the   ulcers    is    v 
stated  by  different  authors.    Welch  gives  it  as  six  and  one  li 
per  cent,  of  all  cases  of  gastric  ulcer. 

It  is  said  that  perforation  Occurs  two  or  three  times  nlh 
in  the    female    than    in    the    male  and  that  in  the  the 

liability  is  greatest  between  fourteen  and  thirty  years  of  age. 
In  the  male  there  seems  to  be  no  greater  liability  to  perforation 
at  one  age  than  at  another.  Ulcers  of  the  anterior  Wall  of  the 
stomach  perforate  more  frequently  than  those  in  G  i  at  ions. 

The  perforation  may  be  preceded  by  the  charaote  *nd 

vomiting  of  gastric  nicer,  or  only  by  indefinite  gastrin  ins, 

or  It  may  occur  suddenly  in  a  person  who  is  apparently  pel 
well. 

If  the  perforation  is  sm  h  thai  the  content!  of  the  stomach 
escape  into  the  peritonea]  cavity  there  is  at  once  a  -  ain 

and  the  patients  pass  into  the  condition  of  eellapse.  If  t! 
survive  the  shock  of  the  perforation  an  acute  general  peritoT, 
is  developed  which  is  regularly  fatal 

The  perforation  may  be  small  and  limited  by    adhes; 
Then   n   localized  peritonitis   with   collections   of   pi  up 

around  the  perforation.     In  this  way  an1  formed  the  subphr< 
abscesses  which  perforate  the  diaphragm  and  simulai 
or  pyo-pneuruothorax. 

The  Course  of  the  Disease, — There  may  be  no  symptoms  dur- 
ing life,  and  the  ulcer,  or  its  cicatrix,  is  found  after  death  fr 
some  other  disease. 

There  are  cases  which  last,  for  weeks,  months,  or  years.  The 
symptoms  are  marked,  but  more  or  less  severe.  Some  of  the  pa* 
tients  recover,  others  die  of  starvation. 

There  are  cases  in  which  one  or  more  larpv  hemorrhage* 
form  the  prominent,  and  sometimes  the  only,  symptom. 

There  are  cases  in  which  the  large  or  small  perforation  of 
the  wall  r»f  the  stomach  forms  the  prominent  feature. 


There  are  cases  in  which  the  deformity  of  the  stomach,  pro- 
duced by  Hi*'  cicatrization  of  the  ulcer,  gives  symptoms  for  the 
refil  <»f  the  patient's  lift'. 

Treatm*  n(  U\e6t  of  the  stomach  is  at  the  best  a  serious 
lesion.    At  the  present  time  the  points  to  be  remembered  are  J 

1.  Pain,  nausea,  vomiting  and  counting  of  blond  in  ana-one 
<nrls  are  not  the  symptoms  of  ulcer  of  the  stomach.  1ml  (if 
ana?mia  and  arc  to  he  treated  accordingly. 

_\  Medical  treatment  for  ulcer  of  the  stomach  is  really 
treatment  for  the  hyperacidity,  the  ulcer  runs  its  course  in  its 
own  way.  The  hest  plan  of  management  saeffifl  to  be  that  of 
Lenhartz.  The  patients  are  kept  in  bed  for  four  weeks.  An  ice 
bag  is  kept  continuously  over  the  stomach  for  two  weeks.  On 
the  first  day,  even  after  bleeding,  the  patient  receives  200  cubic 
Centimetre*  of  iced  milk  in  spoonfuls  and  from  two  to  four 
beaten  eggs.  The  quantity  of  milk  and  eggs  is  gradually  in- 
creased, but  not  more  than  one  litre  of  milk  is  given  at  any  time. 
On  the  sixth  Jay  s.raped  beef  is  added 

3.  Pain  and  vomiting.  OT80  if  continued  for  nemtlis,  do 
not  ED  -hi  ulcer  of  th<>  stomach. 

4.  The  sn  railed   exploratory    operations     do    not    alv 
establish  the  diagnosis.    The  beat  surgeons  spend  very  little  time 
in  Looking  for  the  uleer,  they  make  I  irastro-enterostomy  and 
close  the  wound  as  soon  as  possible. 

If  the  diagnosis  of  nicer  of  the  stomach  is  reasonably 
probable  the  bed   thing  for  the  patient  is  a  gastroenterostomy. 


Case  XXVIII.  flrrr  of  tin  utomoch;  death,  Female,  27 
years  oldT  Feb.  l.i. 

venteen  months  ago  she  began  to  vomit  blood  in  the  form 
p|  dark,  coffee-ground  matter.  The  vomiting  was  more  severe 
after  taking  food.  There  was  severe  pain  in  the  epigastrium. 
made  worse  by  food. 

Now,  s!i<  is  emaciated!  frequent  vomiting  and  severe  pain, 
pulse  ;ind  temperature  normal. 

In  spite  of  all  treatment  the  pain,  vomiting  of  food  and 
coffee- ground  matter  and  emaciation  continued  until  she  died 
on  April  21. 
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Autopsy.    The  brain  was  not  examined. 

Hue  heart,  liver  and  kidneys  were  small,  but  not  diseas* 

The  lungs  were  normal. 

In  the  stomach  .just  above  th«*  pylorus  cm  the  l<  rva- 

bure  was  an  ulcer  of  which  \\w  edges  had  been  drawn  t> 
BO  as  to  form  a  slit  at  right  angles    to   the   long   axis 

rlgch.     By  this  eontraction  tit*1  stomach   was  drawn    into  an 
hour-gla>-  shape.    The  mucous  membrane  was  pale 
with  mucus. 


<  'ask  XXIX.    /  ;"    sale,  ;M  v.- 

u.  1877. 

September,  1874,  she  began  to  have  aour  stoi 
og  relieved    by   vomiting,   and   vomiting   of   coffee-ground 

matt 

Th  ted    for  eignl  nifis   ami   ti- 

,  „r 

wi'.'ks  age  she  began  to  have  pain  in  the  epigastrium, 
-rant   vomiting,  and  passed   blood  from  the  bowi  I 

sh atinued  with  tin*  pain  and  vomiting  urn 

August  0.  1877. 

Autopsy,   The  si aeh  was  of  normi  na  nK-m- 

brane  was  congested.    At  the  middle  of   the  I 

ther  small  nicer  partly   cicatrized   and    puckering    the 

walla  «»r  the  stomach. 


XX.   Multiple  mack.  Ma 

old,  May  23,  1885. 

Three  months  ago  he  had  pneumonia.   Six  weeks  ago  he  be- 
gan to  have  chills  every  morning,  not  followed  b] 

Now,  he  is  emaciated,  tongut  I  poise  68,  temperature 

95°,  breathing  46.  May  26  he  died. 

Autopsy.    The  left  pleural  cavity  was  half  full  of  serum, 
the  pleura  was  coated  with  fibrin.     There    are    old    mili 
tubercles  in  the  lung's.    The  right  lmur  is  covered 
and  contains  a  few  old  miliary  tubercles. 

The  pericardium  is  adherent,  thickened  and  vith 

fibrin.     In    the    left    ventricle    there    is    a  small    ante-mortem 
thrombus. 

Thp  liver,  spleen  and  kidneys  are   normal.     The  stomach 
is  small,  it  is  coated  with  mucus.     At  the  pyloric  end  theft 
some  thickening  of  all  the  emits.     On  the  lesser  c 
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inches  the  pylorus  b  an  ulcer  hall  as  inch  in  diameter, 

apparently  cicatrizing.     Halt"  an  inch  above  tins  n  a  second 
nicer,  completely  cicatrized.     Besides  these  Hieiv  are  six  small 
<1  about  the  stoi  h  sloughs  adhering.    The 

entire  glandular  coal  shows  a  growth  of  conn  issue  with 

pby  of  the  tunnies 

Cxg]   X  XXI     /  /'/•-/'  ///<  *ht,,\a<h  and  duodenum,  mislead- 
Female,  h  old,  March  17. 

She  said  that  she  hud  been  well  until  two  months  ago.  Then 
sin*  began  to  have  a  cough  with  fluco-purulent  sj  ml  to 

ml  strength,  no  hem  w  (over. 

Three  wool  he  had  d  miscarriage  at  the  fifth  mot 

The  placenta  was  j  for  tin  and  she  has  not 

well  siiK...  \  tumor  can  he  felt  through  the  vagina  in  the  right 
broad  ligament. 

She  died  April  s. 

Autopsy.    The    brain    was   not    examined. 
The  heart  WSS  normal. 

Thefe  was  muoo-pus  in  t hi-  bronchi  and  fibrin  on  the  pul- 
monary pleoj 

In  the  stomach  there  was  a  perforating  ulcer  ho  the  anterior 
waij  i  In  tin-  duodenu]  mall,  per- 

forating ulcer  near  the  p.-  \  round  then  Large 

purulent  cavity  and  all  the  Burrounding  tissues  are  infiltrated 
with  {his.  The  spleen  is  involved  in  the  suppurating  cavity  and 
ia  partly  broken  down. 

There  is  §u  abscess  below  the  right  broad  ligament  of  the 
uter 


i'a-i  xx ail   I'* }■!'')■(><  'in  ftomach 

Three  go  she  began  to  vomit  after  eating  and   con- 

tinued to  do  bo  for  three  montha,  then  th<  bopped. 

e  year  -  began  to  vomit  and  ,d  to  do 

our  montha. 

ace  then  there  have  been  no  vomil  mptoms 

until  two  montha  ago 

Then  she  again  began  to  vomii.  the  vomited  matters  were 
sour  and  sometimes  contained  blood 

Now.  she  is  emaciated,  haa       good  appetite,  has  constant 
pain  over  the  stomach  and  desires  to  vomit,    sim  gradually  be- 
<   more  feeble  and  died. 
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Autop&ff.    There  was  fibrous  induration  at  the  ap  both 

lungs. 

The  heart  was  normal, 

On  the  teaser  curvature  of  the  stomach  near  the  pylorus  was 
an  opening*  which  admitted  four  fingers,  the  opening  leads  i 
a  sac  the  six«'  nf  of  which  is  I  by 

the  pancreas.     Behind  the  pancreas  an  opening  in  the 
closed  by  the  liver. 

Case  XXXIII.    Floor  of  the  stomach;  death  from  i>h  ,  A\n<j 
Male,  42  years  old,  Sept.  6. 

No  previous  history. 

Sept  2  he  vomited  blood  and  became  very  weak. 

Sept.  3  he  again  vomited  blood. 

Sept.  6  he  vomited  a  large  quantity  of  dark  fluid  and  okri 
blood. 

Sept  7  he  died 

Autopsy,    The  brain  was  amemic. 

The  lun^s  wen  emphysematous,  there  were  small   recent 
red  blood  clots  adherent  to  the  pleura. 

The  heart  was  normal. 

The  liver  was  covered  with  old  adhesions. 

The  spleen  iind  kidneys  were  normal. 

The  stomach  was  distended  with  -lark,  fluid  blood, 
lesser  curvature  close  to  the  pylorus  was  an  ti  1 .  uch    in 

diameter. 

In  the  duodenum  close  to  the  pylorus  wa*  D  nleer. 

Thc  intestines  contain  black  blood. 


Cass  XXXIV.    Via  r  of  th  h  from  an  sn 

male.  34  years  old,  Sept.  30. 

Two  years  ago  she  had  attacks  of  vomiting  and  lc 

Two  months  ago  she  became  too  weak  to  work. 

Three  weeks  ago,  in  the  night,  she  had  a  chill  followed  by 
general  pains,  vomiting  and  diarrhasa.  Since  then  she  has  been 
in  bed  and  vomit-,  everything, 

i  tatobex  9  she  died. 

Autopsy.    The  brain  was  not  examined. 

The  heart  was  normal. 

In  the  lungs  at  both  apices  there  were  small  areas  ftf 
nodules  and  fibrous  induration. 

The  liver  was  large  and  fatty. 
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In  the  abdomen  on  the  left  aide  ia  a  sac  shut  in  by  the  broad 

ligament  of  the  liver,  adhesions  between  the  left  lobe  of  the  liver 
and  the  diaphragm,  and  adhesions  between  tin-  greater  ctin 
the  stomach   and  the  abdominal  wall.     This  sac  contains  gas, 
blackish  fluid  and  food, 

On  tie  curvature  of  the  stomach  near  the  pylorus 

is  an  ulcer  one  inch  in  din  meter.  lis  edges  are  ragged,  gangren- 
ous and  coated  with  fibrin.  In  the  ulcer  is  a  gangrenous  piece 
of  the  wall  of  the  stomach  si  ill  adherent    in  the  g  iploic 

artery  is  a  plug  one-eighth  of  an  inch  long. 

There  is  a  little  fibrin  on  the  peritoneum. 

I     \XCER    OF    THE    STOMACH. 


Lemons.  — Tin*  new  growth  follows  tie-  anatomical  types  of 
colloid  eaneer,  or  cancer  with  cylindrical  epithelial  cells,  or  nf 
cancer  with  small  polygonal  sella.  The  growth  aeeme  to  origi- 
nate in  the  glandular  eoat. 

The  most  common  shape  lot  the  new  growth  to  take  is  that 
of  a  flattened  tumor  with  necrotic  and  ulcerating  centre,  which 
projects  inward  into  the  cavity  of  the  stomach.  Instead  of  this, 
however,  the  tumor  may  be  quite  large  and  n\'  poh  f...]<l  shape. 
In  still  other  eases  there  is  no  tumor,  but  a  flat  infiltration  which 
occupies  more  or  Lena  of  the  wall  of  Qui  rtomaeh.  Tbi  i 
usually  more  or  less  chronic  catarrhal  inflammation  of  the 
glandular  coat  The  peritoneal  eoat  is  often  thickened  and 
tattli  to  the  surrounding  viscera.  The  process  of  ulceration 
may  involve  not  only  the  new  growth,  but  abo  the  wall  of  the 
stomach!  and  even  extend  into  the  adherent  viscera. 

While  the  great  majority  of  caneers  of  the  stomach  are  pri- 
mary, yet  secondary  tumors  have   also  been  observr-1       Welch 
has  collected  37  such  cases,  17  secondary'  to  cancer  of  the  bi 
8  to  cancer  of  the  resnphagus,  3  to  cancer  of  the  mouth  or  EMMe, 
and  tin*  remainder  tO  eaneer  of  other  parts  of  the  body. 

Cancer  of  the  stomach  is  very  often  attended  with  the 
growth  of  metastatic  tumors  in  other  parts  of  the  body.  Welch 
gives  the  following  table,  based  on  1.574  cases  : 
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— The  disease  is  equally  common  in  unlet  and  fe- 
males.  The  maximum  liability  to  the  disease  is  between  the 
ages  of  60  and  70  years,  hot  gastric  cancer  is  common  enough 
after  the  age  of  forty,  and  is  even  occasionally  seen  In  persona 
not  over  20  year*  old. 

ms. — The  appetite  as  a  rule  k  poor,  either  because 
the  inge*t inn  of  food  causes  pain  or  nausea,  or  because  there  is 
actual  distaste  L     But  there  are  exceptional  eases    in 

which  the  appetite  eontino'  very  good. 

usea  and  romiting  are  often  present.    The  vomiting  is 

brownish  or  yelJov.  f  coffee-ground  mat: 

f  blood.    The  vomited  matters  may  have  an  offensive  odor, 

Th  -1]  is  more  constant  in  the  contents  of  the  stomach 

ire  washed  out  than  when  they  are  v  hen 

the  stomach  is  dilated  fr  -f  the  pylorus  the  quair 

of  vomit  at  one  time  is  ofti  r  nure.    T]  ng  may  be 

an  early  symptom  and  disease.     Or  it 

mayors  on  until  th»j  disease  anoed.     Or   the 

f  the  growth    and 

}♦.  not  to  begin  a^rain.     In  a  re  number  of  cases 

ting  at  ai  this  nray  !»«•  the  sate  even  when 

t})»  -  lOSJfl  Of  t)h-  p 

It   is  said  that 

ipon  the  freqm  ad  the  time    of 

thai  w  hen  the  i  sneer  involves 
is  rarely  al-  ally  occurs  an  hour 

I      As    the  i    becomes   dilated    the 

m  Longer  an  L  sometimes  not  until  ai% 

days-     Next  to  pyloric  cancer  it  is  cancer  involving 
the  cardiac  orifice  which    is  requently    accompanied    I 
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vomiting.    Here  the  vomiting  occurs  iii» diately  after  inking 

food.     1 1  there  ie  -  ol   the   cardiac  •  »«l    i* 

rgitated.    When  tin'  cancer  n  situated  is  oth< 

stomach  and  does  not  obstruct  the  orifices,  vomiting  is  more  fre- 
quently  absent.      There   8X6   a    great   many   exeeptions    to 
rules,  so  many  that  the  rules  themselves  aye  not.  of  much  prac- 
tical importance. 

Bleeding  from  cancers  of  the  stomach  is  usually  m  small 
quantities,  and  the  blood  remains  in  the  stomach  long  enough 
to  be  changed  mto  eoffee*ground  matter,  hut  Bometimes  there 
;tr«'  very  large  liemori'hages. 

The  absence  rf  free  hydrochloric  acid  ami  the 
lactic  acid  in  the  stomach  are  of  some  assistance  in  mak 
diagnosis. 

Pain  referred  bo  the  region  of  the  stomach  is  a  frequent 
symptom  and  the  pain  may  be  very  severe,  but  the  number  of 
patients  who  do  not  at  any  time  have  pain  is  considerable 

The  presence  of  a   tumor  is  the  most  certain  evidence  of 

ie  cancer.     We  look  for  tumors  of  the  pylorus  in  th 
gastric  region,  unless  the  stomach  is  dilated,  then  the  tumors 

'"■•und  lower  down  in  the  abdomen.  The  tumors  of  the 
greater  curvature  and  of  the  anterior  \\;ill  correspond  in  their 

•ion  to  these  parts  of  the  stomach.     All  these  tumor 
most  easily  fell  if  the  patient  takes  a  deep  breath  so 
the  diaphragm.     The  tumors  usually  move  pre) 
up  and  down  with  the  movements  of  the  diaphragm,  but  - 
times  they  are  fastened  down  by  adhesions.     If  ii  bJocC 

to  the  abdominal  aorta  the  tumors  seem  to  pulsate.  \>  i  rub1 
there,  is  no  great  difficulty  in  making  out  that  the  tumor  is  sepa- 
rate from  the  aorta,  but  sometimes  it  is  exceedingly  difficult  to 
distinguish  between  cancer  of  the  stomach  and  aneurism  of  the 
aorta. 

Cancers  of  the  cardiac  end  of  the  stomach  cannot  be  felt. 

The  ease  with  which  the  tumor  can  he  felt  depends  not  only 
on  its  position,  but  also  <m  its  size  and  shape.    Some  of  the  flat 
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infiltrations  of  the  wall  of  the  stomach  never  make  an  appreci- 
able tumor.  Tin-  Battened  and  polypoid  tumors  cannot  be  felt 
until  they  have  reached  mas  si, v.  so  that  often  enough  we  do 
not  make  out  the  tumor  until  a  few  months  before  death.  If 
the  lympathie  glands  are  adherent  and  infiltrated  they  increase 
the  size  of  the  tumor  very  considerably. 

It  is  not  uncommon  for  persons  to  have  a  chronic  gastnti- 
with  its  attendant  symptoms  for  a  number  of  y  tore  the 

cancer  is  formed.  The  symptoms  of  the  gastritis  and  those  of 
the  cancer  then  seem  to  make  one  continuous  history. 

In  tin*  later  stages  of  the  disease  there  may  be  a  moderate 
rise  of  temperature.  The  houels  an-  usually  constipated,  but 
there  may  be  diarrhea.  When  there  is  bleeding  from  the  stom- 
ach some  of  the  blood  may  come  away  with  the  stools. 

The  loss  of  flesh  and  of  strength  are  sometimes  the  first 
symptoms  to  attra« t  attention,  but  more  frequently  they  come 
after  th  upturns  have  already  existed  for  some  time. 

A  very  considerable  loss  of  flesh  accompanying  gai  np- 

toms  always  makes  run-  think  of  cancer  of  the  stomach-  But  it 
must  not  be  forgotten  that  there  are  exceptional  cases  in  which 
there  is  no  emaciation  and  the  general  health  continues  to  be 
remarkably  good, 

There  is  regularly  some  diminution  in  the  quantity  of 
haemoglobin  and  the  number  of  red  blood -<■■■*!  Is,  the  color  of  the 
skin  changing  to  white  or  yellow.  In  some  ca 
changes  in  the  blood  are  as  marked  as  they  are  in  pernicious 
aoajtiia.  and  when  no  tumor  is  present  the  diagnosis  beeomes 
very  difficult. 

Late  in  the  disease  there  ma  lema  of  the  legs,  ascites, 

and  thrombosis  of  some  of  the  veins,  especially  those  of 
the  legs. 

A  coma  with  dyspnoea,  like  that  of  diabetes,  has  been 
served  in  a  few  cases  of  gastric  cancer. 

The  ordinary  duration  of  the  disease  is  about  one  year,  but 
some  cases  go  on  much  longer — for  two.  or  even  three  year*. 
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1.  A  considerable  number  of  cases  give  a  characteristic 

hist ery — first  the  gastric  symptoms,  then  the  loss  of  flesh  and 
strength  with  •  tumor  m  the  upper  part  of  the  abdomen  evidently 
connected  with  the  stomach. 

2.  Not  infrequently  we  see  patients  with  well-marked 
gastric  symptoms  and  some  loss  of  flesh  and  strength,  but  there 
is  no  tumor,  and  the  diagnosis  may  remain  doubtful  for 
tome  time, 

3.  There  are  patients  in  whom  the  gradual  loss  of  nutrition 
and  cachectic  conditions  arc  such  as  to  make  one  feel  sure  there 
is  a  cancer  somewhere  in  the  body,  but  there  are  no  local  symp- 

nis  and  no  tumor  to  tell  where  it  is. 

4.  There  are  patients  who  up  to  the  time  of  death  have 
the  symptoms  and  the  oondition  of  the  blood  which  belong  to 
pernicious  anremia,  with  very  little  to  call  attention  to  the  con- 
dition of  the  stomach. 

5.  There  are  cases  with  a  primary  cancer  of  the  stomach, 
which  is  of  small  size  and  gives  but  tew  symptom*,  and  large 
secondary  tumors  in  the  liver.  These  patients  behave  as  if  they 
had  cancer  of  the  liver  rather  than  cancer  of  I  <acb. 

6.  A  primary  cancer  of  the  stomach  may  be  followed  by 
the  formation  of  ■eoondary  tumors  in  the  peritoneum,  with  fluid 
hi  the  peritoneal  cavity.  In  BODie  of  these  cases  the  symptoms 
of  the  cancer  of  the  peritoneum  are  much  more  marked  than 
those  of  the  gastric  cancer. 

The  patients  can  often  be  made  much  more 
comfortable,  ami  even  enabled  to  eat  ordinary  me;ik  by  the 
daily  washing  out  of  the  stomach.     Another  plan  is  to 

\    two  hours  with  small  quantities  of  easily  digestible 
food.    If  the  pain  is  bad.  morphine  lias  to  l>^  used 

The  question  of  operation  is  hardly  settled    Smue  surp' 
are  enthusiastic  as  to  the  good   effects  of  an  early  operation. 
I 'taiulv  in  some  cases  pain  and  vomiting  can  be  relieved  bv  a 

: 
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CAS!  XXXV.  large  grout  t>.    V 

64  yean  oldj  Nov.  12. 

Be  says  that  he  was  well  until  one  yaar  ago."    Then  ho  began 
to  have  pain  in  Ihe  epigastrium  and  nausea  after  eating,    Th 
symptoms  were  not  severe  for  six  months.   Then  the  pain  became 
worse  with  freqna  ;ing. 

IIo  is  now  much  emaciated,  with  a  tumor  in  the  epigastrium. 
He  continued  to  remit,  the  tumor  b  i  rapidly  in  - 

died  Jan.    4 

Autopsy.    There  were  no  lesions  except  of  the  stomach  and 

There  was  b  matt,  larger  than  a  man's  l  at  the 

Her  curvature  of  the  stomach,  consisting  partly  o£  enlarged 
glands,  partly  of  the  new  growth  in  the  stoma*  I  1  of 

the  stomach  over  its  ^rvature  from  the  pylorus  nearly 

the  cardia  is  infiltrated  with  Ihe  now  growth,  which  projects  I 
the  cavity  of  the  stomach  in  fungous  masses.     I  d  three 

inches  from  the  pylorus  the  entire  circumference  of  the  stomach 
is  infiltrated  with  the  new  growth.    The  growth  c 
polygonal,  nucleated  cells.    The  cells  arc  so  clos<  ier  that 

no  definite  arrangement  can  be  made  out. 

The  pancreas  is  not  involved.     The  liver  cont 
small  nodules  of  now  growth. 

se  XXX VI.   Cancer  of  the  stoma 
Male,  50  y^urs  old,  November  12. 

One  year  and  eight  months  ago  he  fell  fifteen  feet  and 
struck  his  abdomen.  Since  then  he  has  had  continual  gnawing 
pain  in  the  epigastrium  and  flatulence. 

Eight  months  ago  he  began  to  vomit  about  two  hours  aftnr 
each  meal  and  lost  flesh  and  strength.  After  a  time  the  vomit- 
ing stopped. 

Two  months  ago  he  began  to  vomit  again,  but 
good  appetite. 

Now,  he  is  pale  and  feeble,  his  appetite  is  good.  h« 
occasionally,  has  pain  in  the  epigastrium.  diarrhYea  and  cedeuia 
of  the  legs.  The  urine  is  normal.  No  tumor  can  be  felt.  He 
continued  in  this  condition  through  December,  January  and 
February,  sometimes  vomiting,  eating  fairly,  always  with  looee 
bowels. 

March  25  the  diarrhoea  stopped. 

April  28  he  had  a  pneumonia  involving  the  lower  lobe  of 
the  left  lung,  which  resolved  by  May  19, 


He  went  alontr  in  this  way,  getting  weaker,  sometimes  vomit- 
ing, sometimes  with  diarrhoa.  DO  tumor  could  be  felt  at  any 
time.  He  finally  died  in  November,  a  year  after  he  entered  the 
hospital. 

Autopsy.     The  brain  was  not  examined. 

The  heart  was  normal. 

The  lungs  were  emphysematous. 

The  hver  was  slightly  enlarged,  no  tumors. 

The  pancreas  was  small  and  hard. 

Tin-  small  and  large  intestine  were  eoated  with  mucus. 

The  kidneys  were  a  little  enlarged, 

Hie  spleen  was  large  and  firm. 

The  stomach  was  filled  with  food. 

On  tin-  leaser  curvature  and  posterior  wall  four  inches  above 
the  pylorus  was  an  ovoid  tumor  as  large  as  a  turl  gg,  at- 

tached by  a  broad  pedicle  to  1 1 1 1 -  wall  oi  the  stomach.  The  new 
growth  was  tabulated  and  of  almost  villous  appearance,  it  was 
made  up  <d'  large,  tubular  follicles  lined  with  cylindrical  spi« 
thelium. 

Cask  xxxvii.    Conetr  of  th    stomach,  >psy* 

Male,  58  years  old,  Dee.  12, 

When  he  was  twenty-nine  years  old  be  had  s  chancre,  he 
was  always  intemperate.  Six  months  ago  his  feet  ami  eyelids 
became  oedematous,  followed  in  s  week  by  aseil 

Since  then  he  has  had  cough  and  dyspnoea,  paip  and  flatu- 
lence after  eating,  occasional  vomit inp:  after  coupling,  urine 
diminished  in  {juantity. 

Xow.  he  is  fairly  nourished,  pale,  no  appetite,  pulse  and 
temperature  normal,  urine  4~>  ounces,  trace  of  albumen,  systolic 
murmur  a  I  the  apex  of  the  heart,  subcrepitant  rales  over  the 
lower  lobes  of  both  limps,  fluid  in  the  right  pleural  both 

legs  fedematous,  ascites.  The  liver  is  small,  displaced  down- 
ward and  floating  in  the  fluid  BO  that  it  could  be  mistaken  for  a 
large  liver. 

He  went  on  with  general  dropsy  and  occasional  vomiting 
until  he  died  on   February  20, 

Autopsy.    The  brain  was  not  examined. 

The  large  arteries  w^rt*  atheromatous. 

The  right  ventricle  oi  the  heart  was  hypertrophied  and 
dilated,  the  [<-n  ventricle  was  much  dilated,  the  aortic  and 
mitral  valves  were  thickened  ami   insufficient. 

There  was  tluid  in  both  pleura]  cavities,  the  tang 
emphysematous  with  ehronic  bronchitis. 
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The  liver  weighs  three  pounds,  it   \b  displi  Anwar. 

floating  in  the  thiid  whieh  tills  the  abdomen,    It  is  cirrhotic  and 
contains  small  white  nodules  of  new  growth. 

In  the  stomach,  close  to  the  pylorus,  on  the  lesser  curvature, 
is  a  large,  flat  ulcerating  turn 

The  new  growth  in  the  liver  and  stomach  is  eoi  of  a 

stroma  containing  tubular  spaces  and  large  irregular  spa< 
lined  or  filled  with  cylindrical  cell*, 

Cask   XXXVUI.      Cat 
turn.     Male.  67  years  old,  Fehruary  11. 

He  says  he  was  well  until  eighteen  months  ago.  Then  he 
began  to  have  dull  pain  in  the  epigastrium  and  occasional  vomit- 
ing. 

One  year  ago  he  vomited  clotted  blood,  since  then  the  pain  in 
the  epigastrium  has  been  worse  and  the  vomiting  more  freqnent. 

Ik  is  now  emaciated  with  regurgitation  1.  pain  and 

a  tumor  in   the  epigastrium 

April  13  he  died. 

Autopsy.     The  brain  was  no1   examined. 

The  heart  was  small  and  brown.  There  were  old  adhesions 
and  fibrous  tissue  at  the  apices  of  the  lungs. 

The  liver  was  small  and  contained  no  tumors. 

The  Spleen   and   kidneys  wen-  normal. 

There  is  b  diffuse  growth  of  the  whole  wall  of  the  stomach 
from  the  pylorus  to  four  inches  up  the  oesophagus.    All  the 
Of  the  stomach  are  thickened  without   ulceration  or  a   eircum- 
scribed  tumor.     The   growth   is  composed  of  large,  polygonal 
nucleated  cells,  without  any  definite  arrangement, 

Case  XXXIX.  Cancer  of  the  stomach  m  a  man  twenty-six 
years  dUL    Male,  26  years  old,  November 

He  says  that  he  was  n<  11  until  ten  hen 

be  began  to  have  pain  in  the  epigastrium  after  The 

pain  continued,  grew  worse  and  two  weeks  ago  be  began  to  vomit. 

Vomiting  of  food  and  coffee-ground  matter  about 
day  continued,  on  November  9  a  tumor  could  be  felt  in  the  epi- 
gaatriunL     He  steadily  lost  flesh    and    strength    and    died   on 
Dec.   10. 

Autopsy.    The  brain  was  not  examined. 

The  heart  was  small. 

There  were  white,  flat  nodules  in  the  pulmonary  pkfU 

The  liver  and  spleen  were  normal. 

The  kidneys  were  small,  chronic  nephritis. 

There  were  nodules  of  new  growth  in  the  omentum 


The  lumbar  glands  were  infiltrated  with  new  growth. 

Th  a  large  mass  of  rowtfa  at  the  pyloric  end 

of  the  stomach,  infiltrating  its  wall  and  projecting  inwards  in 
fungous  masses.  The  stomach  was  dilated  and  full  of  food. 
At  nne  point  there  is  a  perforation  of  the  stomach  and  an  ero- 
sion of  the  lower  surface  of  the  left  lobe  of  the  liver. 

The  new  growth  is  composed  of  a  stroma  containing  small, 
tabular  and  round  ipaeee  filled  with  small,  polygonal 
nucleated  cells. 

I.      Cancer  of  tin   $tcmadh  and  liver,  rto 
cirrhosis.    Male,  51  years  old,  Feb.  IS. 

He  aayi  that  he  was  perfectly  well  until  one  month  ago. 
Then  be  began  to  have  pain  in  the  stnmach,  nausea,  swelling  of 
the  feet  and  scanty  urine. 

Nnw.  lie  is  emaciated,  with  an  enlarged  liver,  abdominal 
dropsy,  and  (.edema  of  the  legs,  urine  1.028,  no  albumen. 

February  26  he  died. 

Autopsy*     The  brain  was  normal. 

There  was  old  thickening  of  the  aortic  and  mitral  valves  of 
the  heart. 

The  lungs  were  cedematous. 

The  abdominal  cavity  was  full  of  serum. 

The  liver  weighed  ten  pounds  and  was  studded  with  white 
nodnlea. 

On  the  lesser  curvature  of  the  stomach,  near  the  pylorus, 
was  a  small  nicer  with  thickened  edges.  The  thickened  edges 
oil  the  nicer  were  only  hypertrophied  mucous  membrane.  It  is 
only  m  the  door  of  the  nloer  that  there  are  irregular  spaces 
lined  with  cylindrical  cells. 

The  iK.duhs  in  the  liver  are  composed  of  irregular  follicles 
filled  with  cylindrical  or  polygonal  o 

The  BpleeS    was   small. 

The  kidneyi  were  small,  chronic  nephritis. 

CA6B  XL1.     r  the  stomach,  resembling  pernicious 

anctmia*    Female,  23  yean  old.  Jan.  24,  II 

In  September,  1888,  she  began  to  feel  weak,  with  dyspnoea 
and  palpitation  on  exertion.  These  symptoms  have  increased 
and  -   had  attacks  of  syncope.      A   few  days  before  ad- 

mission she  vomit  ed. 

Now,  she  is  .somewhat  emaciated,  very  pale,  no  appet 
pulse  92,  breathing  24.  temperature  99°.    Urine  1.02%  trace  of 
albumen.     A  systolic  murmur  at  the    apex    of   the   heart    and 
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second  loft  space.    She  was  supposed  to  have  simple  .ui.rmia  and 

put  on  iron  and  oxygen. 

Jan,  28,  haemoglobin  28  per  cent.,  red  cells 

Feb,  15,  hemoglobin  Js  per  I  cells  2,2 

March  L    She  has  steadily  lost  flesh  and  strength  and  now 

vomits. 

March  11.  hjemoglobtB  20  p  rod  cells 

steadily  lost   Saab  and  strength  with  occasional  vomiting,   and 

died  on  March  22. 

Autopsy.     The  braiQ  was  not  examine! 

The  lungs  were    pale    and   o&dematous,    with    n    little    red 
hepatization  of  the  left   lower  lobe.      In  both  lower  lobes  I 
several  small,  white  nodules  the  size  of  a  pea. 

The  bronchial  glands  were  not  enlarged. 

The  heart  was  normal. 

The  liver  was  large  and  contained  several  large  nodules  of 
new  groi 

The  spleen  was  normal 

The  kidneys  were  targe,  smooth  and  pale. 

The  uterus  was  normal. 

Tin-  stomach  was  somewhal  dilated*  At  the  pyloric  end, 
completely  surrounding  the  stomach  aud  narrowing  the  pylorus. 
was  i  soft,  fungous  maai  of  new  growth.  It  follows  the  type 
of  tubules  lined  with  cylindrical  epithelium, 

ise  I. — Distress  after  eating  and  \  without 

of  the  stomach. 

Case  IT. — Stomach  symptoms  without  real 

Case  III. — Symptoms    resembling  thosi  the 

stomach ;  complete  recovery. 

Case  IV. — Gastric  symptoms  without  disease  of 

Case  V. — Persistent  vomiting  without  om- 

ach. 

se  VI. — Marked  gastric  symptoms  without  diseaac  of  the 
stomach. 

Case  VII. — Acute,  followed  by  subacute  gasta 
VIII. — Acute  gastritis,  tin-  severe  form. 

Case  IX. — Pylorie  gastritis,  repeated  attacks. 
X.— Acute  gastritis  with  complications. 

Case  XL     Ordinary  chronic  gastritis;  recover 

Case   XII. — Ordinary  chronic  gastritis;  recovery. 
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Case  XIII. — Chronic  gastritis  with  pain  and  vomiting;  re- 
covery. 

Case  XIV. — Chronie  gastritis  with  severe  pain;  recovery. 

Case  XV. — Chronic  gastritis,  pain,  vomiting,  emaciation; 
recovery. 

Case  XVI. — Chronic  gastritis  with  exudation  of  serum. 

Case  XVII.— Headaches  with  bile  in  the  stomach;  recovery. 

Case  XVIII. — Chronic  gastritis  with  displacement  of  the 
stomach  and  right  kidney. 

Case  XIX. — Chronic    gastritis,    fatty    liver,    vomiting    of 
blood. 

Case  XX. — Chronic  gastritis  with  thickening  of  the  wall 
of  the  stomach. 

Case  XXI. — Temporary  dilatation  of  the  stomach. 

Case  XXII. — Chronic  gastritis,  dilatation  of  the  stomach; 
recovery. 

Case  XXIII.— Chronic  gastritis,  dilatation  of  the  stomach, 
tacchycardia ;  recovery. 

Case  XXIV. — Chronic  gastritis,  stenosis  of  the  pylorus. 

Case  XXV. — Chronic  gastritis,  stenosis  of  the  pylorus. 

Case  XXVI. — Tubercular  gastritis. 

Case  XXVII. — Croupous  gastritis. 

Case  XXVIII.— Ulcer  of  the  stomach. 

Case  XXIX. — Ulcer  of  the  stomach. 

Case  XXX.— Multiple  ulcers  of  the  stomach. 

Case  XXXI. — Ulcer  of  the  stomach  and  duodenum,  mis- 
leading history. 

Case  XXXII. — Perforating  ulcer  of  the  stomach. 

Case  XXXIII.— Ulcer  of  the  stomach;  death  from  bleeding. 

Case  XXXIV. — Ulcer  of  the  stomach  from  an  embolus. 

Case  XXXV. — Cancer  of  the  stomach,  large. 

Case    XXXVI. — Cancer    of    the    stomach,    circumscribed 
tumor. 

Case  XXXVII.— Cancer  of  the  stomach,  general  dropsy. 

Case  XXXVIII. — Cancer  of  the  stomach,  diffuse  infiltra- 
tion. 
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?72  THE  STOMACH. 

Case  XXXIX. — Cancer  of  the  stomach  in  a  man  twenty-six 
years  old. 

Case  XL. — Cancer  of  the  stomach  and  liver,  resembling 
cirrhosis. 

Case  XLI. — Cancer  of  the  stomach,  resembling  pernicious 
anaemia. 
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THE    LIVER. 


!  Simple,  or  Catarrhal  Jaundice. 

Lesions.^ There  is  a  catarrhal  inflammation  of  the  common 
bile-duct  alone,  or  in  addition  there  is  a  catarrhal  gastritis,  or 
a  catarrhal  duodenitis.  The  inflammation  is  attended  with  so 
much  swelling  of  the  mucous  membrane  of  the  common  bile- 
'  duct  as  to  obstruct  the  flow  of  bile  from  the  liver  into  the 
intestine. 

Symptoms. — The  patients  suffer  from  general  malaise,  head- 
ache, dullness,  sleepiness,  or  vertigo.  The  tongue  is  coated,  there 
is  loss  of  appetite,  nausea,  and  vomiting.  There  may  be  a  febrile 
movement.  Sometimes  there  is  pain  over  the  duodenum.  After 
one  or  more  days  comes  the  yellow  color  of  the  conjunctiva  and 
of  the  skin,  the  clay-colored  faeces,  and  the  dark-colored  urine, 
with  the  itching  of  the  skin.  The  urine,  besides  the  bile-pig- 
ment, contains  albumin  and  casts.  After  the  appearance  of  the 
jaundice  the  gastric  symptoms  may  subside. 

If  the  bile-duct  alone  is  inflamed  the  cases  run  a  mild 
course.  The  one  symptom  is  the  jaundice.  The  patients  are 
not  confined  to  bed,  the  cerebral  symptoms  are  slight,  there  is 
no  vomiting,  and  no  fever. 

If  the  duodenum  is  inflamed  as  well  as  the  common  bile-duct 
the  prostration  is  more  marked.  There  is  often  a  good  deal  of 
pain  in  the  epigastrium.  Nausea,  vomiting,  and  a  febrile  move- 
ment are  absent,  or  not  severe. 

If  the  stomach  also  is  inflamed  the  condition  of  the  patients 
is  much  worse.  They  are  often  confined  to  bed.  There  may 
be  stupor  and  delirium.    Nausea,  vomiting,  and  a  febrile  move- 
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ment  are  regularly  present.    The  symptoms  of  the  gastritis  i 
precede  by  severa]  days  tin*  appearance  of  the  jauncL 

When  gastfthduodenitSa  with  jaundice  occurs  in  a  person 
who  already  has  a  cirrhotic  or  i  tatty  liver,  it  is  often  fatal. 

Although  th-  >-•    oases  are  of  ordinary  occurrence  and  the 
conditions   seem    simple   there   arc   features   difficult    to    un«  I 
stand. 

The  inflammation  of  the  hd.-  duet,  duodenum  and  stomach 
are  sufficient  to  account  for  the  pain,  nausea  ami  vomiting  and 
the  severity  of  these  symptoms  is  in  proportion  to  the  severity 

and  extend  of  the  intlamniation. 

The  cetentiOB  of  Kile  accounts  for  the  hi  por. 

Hut  the  severity  of  these  symptoms  is  not  always  in  proportion 
to  the  evidences  of  bile  retesta 

The  moat  obscure  feature  is  the  condition  of 
tongue,  rapid  emaciation,  delirium  and  stupor  and  In-  ra~ 

tures.    These  pattern-  r  the  time  very  ill.  but  yet  regularly 

recover. 

Treatment.— The  most  efficient  treatment  is  the  adminu 
tion  of  alkalies  by  the  stoma eli  and  hot  water  in  the 

rectum    The  feeding  is  according  t<>  the  severity  of  the  gastri 
and  the  sepsis. 

CASE  I.    Catarrhal  jaun<it<  e  with  high  iale, 

27  years  old,  November  30. 

Nov.  2C  he  w;is  seized  with  repeated  chills,  pains  all  over 

the   body,   nausea   and    marked   p  on. 

Nov.  30,  temperature  105°,  pulse  104.  tongue  dry,  skin  □ 
little  yellow,  no  vomiting,  bowels  loose,  urine  contains  bile-pig- 
ment, no  albumen,  liver  of  normal  size. 

Dec.  1T  temperature  100°  to  10; 

Dec.  3,  temperature  99°  to  100°.  the  jaundi  reasing. 

Dec.  6,  temperature  99°.  the  jaundice  is  now  vi  tod 

Dec.  17,  the  jaundice  is  fading  and  the  patient  sitting  up. 

He  was  not  entirely  well  until  January  4. 

l  [I.   Qastro-duodenal  jaundice  with  marked  din 
in  ffa  she  of  the  liver.    Female.  24  I,  June  28. 

She  was  well  and  strong  until  three  weeks  ago,  Then  she 
was  suddenly  attacked  with  pain  in  the  epigastrium,  follov 
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iiiiiii'j      The   pain  fend  vomiting  continued  and  on  June 
ame  jaundiced 

■  i  one  28,  she  was  feeble,  but  not  emaciated,  deeply  jaundiced* 
vomited  frequently  ;i  thin,  green  fluid,  the  epigaatrium  was 
tender,  the  bowels  constipated. 

sin-  continued  to  vomil  and  to  look  badly,  temperature 
to  100°,  pulse  L20  to  130. 

-July  1  She  was  looking  badly,  I  could  not  make  out  any 
liver  dulness  in  the  mammary  tine.  She  was  put  on  the  steady 
use  of  bicarbonate  of  Boda  with  milk. 

July  3,  the  vomiting  was  better. 

July  7,  very  little  vomiting,  there  was  some  dulness  over 
the  liver,  I  could  not  map  it  out,  although  the  abdomen  was  thin. 

July  10,  no  more  vomiting,  temperature  normal,  jaundice 

ng,  better  in  every  n 

July  13.     The  upper  line  of  liver-dulness  in  a  line  between 

rniiiri  jind  nippl  iltchea  above  the  free  border 

of  the  ribs,  the  lower  border  is  on*-  inch  above  the  free  border  of 

the    r 

July  IS.  toting  solid  food,  nut  of  bed,  nn  jaundice. 

A  up*.    12.   the   bver  dulness    in    ;i    line  between   the  sternum 

and  nipple  extended  from  the  top  of  the  fourth  rib  to  tb 

border  of  the  ribs. 

In  patients  in  whom  jaundice  persists  for  months  the  cause 
jaundice  is  difficult  to  make  out.    There  are  a  few  cases 
in  which  the  cause  is  a  chronic  gaal  to  -duodenitis. 

se  TIL     Chronic  gtutr&duc  trith  jQund&Ci  ;  im- 

provement   Female.  50  yean  old,  Nov.  25,  1902. 

Six  months  ago  she  began  to  have  nausea,  vomiting  once  a 
week,  and  two  months  Liter  jaundice.     The  yellow  of  the 

skin,  dark  urine  and  white  faeces  have  continued  ever  rinee; 
there  has  been  no  pain,  she  has  lost  35  poundi  in  weight 

MoV.  25,  the  bver  is  somewhat  enlarged    downward,  washing 

of  tie  undigested  food  and  mucus. 

I)ee.  2.  the  nausea  and  jaundice  continue  unimproved. 

Dec.  'i.  she  is  no  better,  to  wash  the  stomach  every  day. 
Dec,  16,  the  nausea  is  better,  t he  jaundice  eontin 
Dec,  18.     There  is  now  a  little  bile  in  the  fa- 

Dec  23.  she  continues  to  improve,  the  color  of  the  skin  is 
lighter  I  more  Idle  in  the 

t0.      She   continues  to   Improve,  there   is   no  bile-pig- 
in  the  urine. 
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Jan.  20,  1903.  She  seems  to  be  well,  except  that  there  ia 
still  a  Unge  of  yellow  in  the  skin. 

May  8.  Slie  has  continued  to  foe]  well,  tho  liver  has  re- 
turned to  its  natural  rise,  the  skin  is  of  a  light  yellow  color,  the 
urine  contains  a  little  bile-pigment,  the  feces  are  of  normal 
color. 

After  this  tho  woman  did  DOt  come  back. 

Case  TV.    Fatal  jaundice   cautsd   b>j   chronic  &uo\ 
Male,  51  yean  old,  June  TO. 

Two  months  ago  he  began  to  have  a  feeling  of  oppression 
in  the  right  hypochondriac  and  umbilical  regions.    Three  m\ 
later  jaundi  and  increased. 

June  id.  he  is  fairly  nourished,  no  appetite,  bowels  regular, 
faeces  clay-eolored,  pulse  and  temperature  normal,  urine  bil<> 
stained,  liver  enlarged,  general  deep  yellow  jaundice  of  the  skin. 

1 1  is  color  gradually  became  darker  until  he  was  nearly 
black,  he  Steadily  lost  flesh  and  strength,  bad  frequent  epistaxis 
and  died  December  23. 

Auiopsft.  The  pia  mater  was  thickened  and  adherent  to  the 
dura  mater  with  an  increase  of  serum. 

The  heart  was  normal,  the  aorta  was  athromato  i< 

The  pleura  of  the  left  lung  was  coated  with  recent  fibrin. 
in  the  upper  lobe  there  were  small  fibrous  and  i  nodules. 

The  spleen  and  kidneys  were  normal. 

The  supra- 1  ipaules  were  normal. 

The  stomach  was  small  and  empty.   Its  entire  mucous  mem- 
brane was  blackish  and  thickly    coated    with    mucus    and    p 
There  was  an  extensive  growth  of  fibro-cellular  •etween 

the  gastric  tubules  with  atrophy  of  the  tubules. 

The   mucous  membrane  of   the   duodenum    was  thi< 
black  and  coated  with  mucus. 

The  liver  was  of  ordinary  size  and  consi 
The  gall-bladder  was  dilated  and  distended  with    normal   bile. 
The  hepatic  and  common  ducts  were  dilated,  hut  not  the  du 
within  the  liver.    Pressure  on  the  gall-bladd*  ttmoD  duct 

did  not  cause  the  bile  '■>  flow  into  the  duodenum,  hut  I  large  di- 
rector could  be  passed  through  the  hepatic  and  common  dm 

The  entire  length  of  the  pancreatic  duct  was  dilated,  but  a 
director  could  be  passed  through   it. 

There  were  several  large,  cheesy  glands  surrounding  the 
bile-ducts. 
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Acute  Degeneration  of  the  Liver. 

/ms. — Acute  yellow  atrophy  of  the  liver.    Malignant 
jaundi<  < 

Ail  the  result  of  some  unknown  poison  there  is  a  very  rapid 
and  fatal  degeneration  of  the  hepatic  cells  and  the  renal  epithe- 
lium, with  general  sepsis. 

Fusions. — The  liver  may  at  first  be  somewhat  enlarged  sad 
then  become  smaller,  or  it  becomes  smaller  from  the  first.  The 
diminution  in  size  is  v«ry  rapid  and  goes  on  until  the  liver  only 
weighs  one  or  two  pounds.  These  very  small  livers  are  yellow 
and  flabby. 

In  other  cases  the  liver  is  not  much  diminished  in  size, 
consistence  is  firm,  its  color  is  mottled  red  and  yellow. 

In  all  cases  there  are  profound  changes  in  the  hepatic  cells. 
They  become  swollen,  coarsely  granular,  and  finally  disintegrate 
and  break  don  □ 

Hl8  spleen  is  large  and  soft.  Tie  stmnacu  is  the  seat  of 
acute  catarrhal  inflammation. 

In  the   intestine!  the  solitary  and  agm  mated   glands 
swollen. 

The  kidneys  are  the  seat  of  very  intense  aculv  degeneration. 
In  most  of  the  tubes  the  epithelial  cells  are  dead  and  detached 
from  the  walls  of  the  tubes, 

The  muscles  of  the  heart  undergo  fatty  degeneration. 

There  are  extravasations  of  blood  in  the  akin,  the  mucous 
membranes,  and  the  serous  membra n 

Causes,  -The  disease  has  been  observed  in  persons  between 

the  ages  of  one  and  sixty-nine  yeans,  but  it  is  especially  common 

in  persons  between  twenty  and  thirty  years  of  age.     It  is  more 

common  in  women  than  in  men.     It  has  beet]  leen  B  number  of 

in  pregnant  women. 

Symptoms. — The  invasion  of  the  disease  is  gradual,  or 
sudden. 

If  it  is  gradual,  the  patients  suffer  from  nausea,  occasional 

KHttstimee  jaundice,  for  from  three 
i lays  to  three  w» 
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If  ii  is  sudden,  the  patienl  a|  once  beoon  i^ly  ill  with 

ipid  development  «d  all  the  symptoms  of  ; 

When  the  diseii  itablished,  the  ng, 

first  of  food  then  of  brownish  fluid,  coffee-ground  matt* 
blood..    There  is  a  diarrhoea  With  day-colored  fares,  and  la 
bleeding  (ram  the  intestines.    Jaundice  in  two4hiida  of  the  cases 
appears  early  ha  the  disease,  in  one-fourth  oi  the 

fifth  to  the  seventh  clay,  in  a  few  of  until  one  or  two  days 

before  death,     In  very  rapid  cases  there  may  be  no  jaundice. 
Then*  may  be  pain  over  the  region  of  the  liver     There  is  a  I 
rile  movement  during  die  active  period  of  the  disease,  but  I 
temperature  runs  an  irregular  course.  sometimes  very  high,  son 
times  falling  below  the  normal     Tin-  pulse  becomes  rapid  and 

There  are  cerebral  symptoms  headache,  alternating  stupor 
and  delirium,  general  convulsions,  and  soma. 

The  tongue  becomes  brown  and  dry,  the  prostration  is  \ 

■  I 

The  liver  may  at  first  be  enlarged  and  then  smaller, 

or  it  may  become  smaller  from  the  outset.    The  diminution  in 

mark  it  out  by  percussion,  is  very  rapid,  aud  finally 

the  liver  dulneafl  may  entirely  disappear.    In  some  cases,   a 

\  tin-  liver  remains  throughout  the  disease  of  nearly  normal 

The  urine  contains  bile-pigment,  albumin,  easts,  blood, 
leuein.  and  tyrosin.  The  urea  and  uric  acid  are  diminished  in 
quantity. 

There  are  often  hemorrhages  from  tin  stomach,  intestines, 
and  kidneys,  and  in  the  skin. 

The  ordinary  duration  of  the 
hut  a  prolonged  period  of  invasion  may  lengthen  the  whole  time 
of  the  disease  to  four  weeks,  and  the  bad  cases  may  die  wit 
twelve  hours. 

The  prognosis  of  the  disease  is  very  bad. 

Case  V.    Acute  yellow  atrophy  of  the  liver.   M.  ears 

old,  physician  serving  as  interne  in  a  New  York  hospital 
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Nov.  25,  after  having  passed  a  restless  night,  hi  lined 

of  nausea  and  pain  in  the  bowels.     In  tin-  evening  he  IVlt  ' 
and  slept  part  of  the  night 

Nov.  Ul»  he  mmplained  <U"  headache  and  pain  in  the  hack, 
at  9  a.  If.  he  had  b  cnill  followed  by  b  temperature  of  L04 
pulse  144.  followed  by  sweating.    Tn  the  evening  the  temper 

normal, 

Nov.  27,  a1  8 .45  A.  Mr,  ,  <-hill  followed  by  r  temp< 

ture  of  106°,  the  urine  was  »  ad  high  colored,  hut  con- 

tained no  albumen,  he  von  era!  times,  io  the  evening  the 

temperature  was  normal. 

Nov   28    vomiting  and  retching  continued,  the 
little  yellow,  the  face  was  haggard,  tongue  dry.  pulse 
perature 

Nov.  29,  vomiting  continued,  pnlse  Td    temperature 
general  jaundiee,  pain  and  tenderness  over  the  liver,  delirious. 
In  tin  "inn  he  vomited  eoffee-gronnd  matter,    the    urine 

contained  albumen  and  blood,  temperature  remained  at  98 

Nov.  30.  he  had  a  better  night,  the  vomiting  stopped,  deli- 
rium continued,  temperature  W°,  pulsr  120;  be  took  mill 
retained  it.    The    Liver-dulnees    was    diminished,     He    bi 

dily  weaker  during  the  day  and  died  at  6  P.  M. 

fnpstf.  The  body  was  deeply  jaundiced.  There  were 
ecenymoses  in  the  visceral  pericardium,  otherwise  the  heart  was 
normal 

Tiie  lower  lobes  of  both  lungs  were  congested,    In  the  left 
tone  there  was  a  yellow  infarction  as  targe  as  an  Ei 

walnut. 

The  liver  weighed  two  poundi  ben  oue  was  of  firm 

consistence,  of  light  yellow  color,  mottled  by  red  spots  at  the 
eentres  of  the  acini  The  gall-bladder  contained  a  small  quan- 
tity of  thick,  black  bile.  The  liver  cells  are  swol  oiled 
with  small  granules,  some  of  them  are  broken  down  into  granu- 
lar matter. 

The  Btomach  contained  a  little  blackish  Quid,  its  mu 
membrane  was  pale. 

The  duodenum  was  pale. 

The  spleen  was  of  medium  size,  not  softened. 

The  kidneys  were  large,  the  renal  epithelium  throughout 
was  swollen  and  granular.    The  large  tubes  in  the  pyra 
were  packed  with  blood  and  granular  matter, 

IBB  vr   Acuii  yellow  atrophy  of  the  liver.    Hale  19  ; 
old,  drug  clerk,  December  23. 
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Two  weeks  ago  he  was  t&kei  t*  appetite,  pain 

in  the  epigastrium  and  general  malai-  r  a  week  he  became 

jaundiced,  feeble,  urine  dark  colored;  pulse  slow,  temperature 
normal,  fares  clay  colored,  on   !•  p  23  liver  percussed  six 

and  one-half  inches  in  mammary  line. 

Dec    28,  delirious,  vomiting,  pulse  S0T  tempi  !)93. 

Dec.  30,  puUr  L30   temperature   102 :    to    105°.    He  died 

eon  |fl  lose. 

Autopsy.    The  body  was  deeply  jaundiced. 

The  brain  was  normal. 

Tin"  bearl   Wan  normal. 

Tin-  hmgs  win.-  congested. 

The  Spleen  was  large  and  soft. 

The  liver  weighed  two  and  one-half  pounds,  flabby,  of 
Qdrmal  eolor. 

The  liver  cells  were  distended  with  small  shining  granules 
and  oil  globules  so  that  they  looked  black  by  transmitted  light; 
some  of  the  cells  were  broken  down.  In  many  sections  were  to  be 
seen  a  large  number  of  tubular  follicles  looking  like  hyper- 
trophic! bile-ducts. 

In  the  pericanl  I  peritoneum  were-  large  ecchymoses. 

The  stomach  and  duodenum  contained  Mack  Said. 

The  kidneys  we  Hen  and  yellow. 

Case  VII.  yellow  atrophy  of  the  tiver.    Female,  25 

years  old,  prostitute.  intcmp<  < 

She  ha«l  [linking  hard  for  two  weeks. 

About  one  week  be fon-  death  she  began  to  have  vomiting, 
jaundice  and  prostration. 

A}<h>/>s>f.     The  l.i  is  deeply  jaundiced. 

The  aortic  valvea  of  the  heart  were  thickened  and 
ficient 

The  lungs  were  small  and  congested. 

The  liver  weighed  three  pounds,  was  of  yellow  —  mottled 
with  red— color,  the  gall-bladder  was  half  full  of  black  bile. 
The  liver  <'<-lls  were  distended  with  I 

The  spleen  was  normal. 

The  stomach  contained  thick,  black  fluid, 

The  kidneys  wen-  of  medium  size,  the  renal  epithelium  was 
granular  and  broken  down. 

There  were  large  ecchymoses  in  the  pericardium  and  p 
toiu'um. 

-e  VIII.    Acute  yellow  atrophy  of  tkt  liver.    Male,    35 
years  old,  sailor;  has  had  yellow  ]V\  years  ago. 


U  I  Th    DEGENERATION    OF    THE    LIVEK. 


leven  days  before  death  he  began  to  foe]  nek  and  have 
ilar  pain.  Six  days  before  death  he  had  a  chill.  Four  days 
death  lie  looked  very  ill  with  general  pains,  vomiting, 
rapid  pulse  and  jaundice. 

He  became  steadily  weaker  and  died  comatose. 

Autopsy.    The  body  w.is  deeply  jaundiced. 

The  brain  was  normal. 

The  heart  was  soft  and 

The  lower  Iobea  of  the  tangs  were  congested 

The  liver  weighed  four  pounds,  was  of  greenish  yellow  color, 
soft  and  friable.  The  liver  cells  were  completely  broken  down 
iuto  granular  matter.     There  was  no  pigment 

The  spleen  weighed  two  pounds,  was  soft,  contained  no  pig- 
ment. 

The  kidneys  were  large,  the  epithelium  waa  swotted  and 
granular. 

Case  ix.  teUew  atrophy  of  Hte  Ur<r.    Female,  35 

years  old,  January  13. 

Jan.  1"  she  beeame  nauseated  and  jaundiced. 

Jan.  12  she  wai  delivered  of  months'  child.    She 

did  well  for  twenty-four  honre  tie  birth  ohild,  then 

she  began  to  vomit  and  the  next  night  became  delirious. 

Jan.  13,  she  was  semi-comatose^  jaundiced,  urine  bile 
stained,  a  little  albumen.  n«>  eai 

Jan.  14.  temperature  103d  to  104°,  pulse  104  to  136,  the 
liver  measured  3K  inehe.s  in  the  mammary  line. 

Jan.  15  rature  105*  to  10?  \  pulse  15(1  to  17G,  i 

measured  2%  inches  in  the  mammary  line,  at  4  P.  M.  she  died. 

Autopsy.    All  the  tissues  were  yellow. 

The  brain  was  not  examined. 

The  heart  was  normal. 

The  Sower  k>be  of  the  right  lung  was  hepatized. 

Th*-  stomach  and  intestines  were  normal. 

The  spleen  was  of  medium  The  liver  weighed   two 

pounds.  It  was  of  bright  yellow  color,  smooth,  loft  and  flabby. 
The  acini  were  distinct,  their  centres  opaque  yellow,  the  peri- 
pheries more  translucent  and  pray  \  litres  of  the  acini 
the  liver  cells  preserve  their  shape  although  they  are  granular 
and  fatty.  At  the  per  of  the  acini  the  liver  cells  are  lost 
in  a  mass  of  granular  matter  and  free  fat.  In  some  places 
are  collections  of  small,  round  cells  at  the  peripheries  of  the 
acini. 

The  kidn  of  medium  size. 
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The  malpighian  bodies  were  unchanged    Id  th 
epithelium  of  the  straight  and  convoluted  tubas  i>  granular, 
swollen  and  in  places  detached,  • » i  1  globub  I  with  the 

epithelium, 

In  tin-  middle  and  upper  part  of  the  pyramids  the  si  might 
tubes  are  filled  with  detached  and  granular  epithelium*  Near  the 
apices  most  of  the  tabes  contain  hyali 

Case  X.    Acttie  y<  ttou  I 

years  old,  September  29. 

Three  weeks  ago  sh<  bo  have  b  utingt  p 

tration,  and  a  tew  days  later  jaundice, 

Sept.  4J!».  headache,  pain  in  the  epigastrium,  vomiting, 
marked  jaundice,  pulse  68,  temperature  98 

Oct,  3  to  5  she  was  better,  wit1  aniting, 

Oct-  6,  temperature  100°,  more  vomiting,  iner- 
dice,  delirium  and  stupor,  liver  diminish*  con- 

tains albumen  and  lends 

Oct  9,  eccfaymoses  in  skin,  temperature  i)9°,  e  ath. 

Autopsy.  The  body  was  deeply  jaundiced  The  muscular 
fibres  of  the  heart  were  fatty. 

The  lungs  were  congested 

The  liver  weighed  two  pounds,  was  soft,  mottled  i 
yellow,  the  liver  eeHs  were  distended  with  c 

The  stomach  and  intestines  were  not 

The  kidneys  were  I  How,  the  epithelial  cells  through- 

out swollen,  granular  and  detached. 
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Siftiot>if)>t.    Chronic  interstitial  hepatitis. 

Lesions. — There  is  a  chronic  productive  inflammation  of 
struma  of  the  liver  with  more  or  le  ration  of  the  h« 

cells.    The  new  tissue  follows  the  distribution  of  the  Strom 
the  liver,    It  surrounds  large  <»r  small  groups  of  acini. 
diffusely  between  the  liver-cells,  or  is  in  the  form  of  Larj 
and  in  According  to  the  distribution  of  the  n  octivc 

tissue,  the  li\  loarsely  or  finely  nodulaJ  tht  or 

tabulated.    The  liver-cells  may  become  atrophi  ttty.    The 

small  veins  and  bile  duets  arc  often  obliterated.    Tl  c  bile- 

ducts  mav  be  the  seat  of  catarrhal  inflammation.    The  liver  re* 
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mains  of  normal  size,  or  becomes  small  or  Large,     We  find  after 
death:  small  nodular  livers,  small  smooth  livers,  large  nodular 
taOOtfa  livers. 

The  obstruction  to  the  passage  of  the  blood  from  the  portal 
viin  through  the  liver  eaus.  s  th«'  spleen  to  become  large  and 
hard,  tihfl  mucous  membrane  of  the  stomach  and  small  intestines 
to  be  congested  and  coated  with  mucus,  the  peritoneal  cavity  to 
contain  serum. 

Causes. — The  disease  belongs  to  adult  life,  and  is  usually 
caused  by  alcohol  or  syphilis.  It  is,  however,  occasionally  seen 
in  children,  and  may  occur  without  discoverable  cause, 

Ideas  concerning  the  nature  of  cirrhosis  have  become  un- 
i  lv  confused.  It  has  been  taught  that  the  primary  change 
is  a  degeneration  ««f  the  livi-r  edls  and  that  this  is  followed  by 
the  growth  of  connective  tissue.  The  attempt  has  also  been 
made  to  separate  the  large  from  the  small  cirrhotic  livers  n 
separate  variety.  As  a  matter  of  fact  cirrhosis  of  the  liver  be- 
haves like  the  other  ehronie  productive  inflammations  and  is 
often  associated  with  them.  The  gtfOwttl  of  new  connective  tUI 
is  constant,  the  degeneration  of  the  liver  cells  is  variable.  Tie- 
disease  is  essentially  the  same  whether  the  livers  are  large  or 
small,  smooth  or  nodular. 

S)i  i  -These  depend  on  : 

1.  The  disturbance  of  the  bile-producing  function  of  the 
liver,  with  the  consequent  digestive  disturbances  and  loss  of 
nutrition. 

2      The  accompanying  chronic  gastritis. 

3.  The  interference  with  the  passage  of  the  blood  through 
the  liver  and  the  consequent  dropsy. 

i     The  development  of  jaundi 

5.    Tie  i  complicating  nephritis,  arteritis,  or 

emphysema. 

Physical  Signs, — These  depend  on  the  changes  in  the  size 
of  the  livf-r  and  the  smooth  or  nodular  character  of  its  surface; 
on  the  enlargement  of  the  spleen;  and  on  the  presence  of  fluid 
in  the  abdominal  cavity. 
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77/ r  ronrsc  of  the  cKtesis  varies  in  diiTVreni  pew 

1.  There  are  persons  who  bare  cirrhosis  of  lii- 

number  of  years  without  any  symptoms  bo  **; *  11  attention  to  that 
organ. 

2.  In  a  good  man  of  cirrhosis  the  principal  symp- 
toms are  those  of  the  accompanying  chroni  itis.  This  gas- 
tritis be  partly  due  to  chronic  alcoholism,  other 
Ordinary  cause,  partly  to  the  chronic  <»n,  caused  by  the 
eirrhnsis.  It  behavrs  like  any  chrOO  but  is 
severe  and  rebel]              treatment, 

The  patient  may  also  vomit  blood  ill  large  or  small  quanta- 
This  bleedini  come  from  dilated  i  the  lower 

end  of  the  u-supha^us. 

3.  The  anatomical  changes  in  the  liver  after  a  time  afFect 
the  functions  of  the  organ  in  a    way    that,    the    pal 
steadily  loae  flesh  and  strength.     This  iOSfl  of  nutrition 

constant  symptom  eems  to  have  a  targe  share  in  eaosing 

the  death  of  the  patients.     It  is  most  freqt  ftted  with 

dropsy,  but  may  exist  and    cause    death    without    any    dropsy 
at  all. 

4.  Ascites  is  one  of  the  ordinary  features  of  eirrhos 

eral  dropsy  occurs  less  frequently.    When  the  dropsy  has  once 
appeared  ii  is  ap1  to  continue  and   the   patients   gel 
worse.    Bu1  o  lly  even  a  Large  abdominal  dropsy  can  be 

gotten  rid  of  and  the  patient  do  well  tor  a  dumber  of 

5.  Patients  with  cirrhosis  of  the  liable  to  slight 
attacks  of  catarrhal  jaundice,  and  to  cka  of   g 
duodenitis   with   jaundice.     These   latl             eks  are  attended 
with  fever  and  cerebral  symptoms  and  are  often  fatal 

6.  With  the  large,  nodular,  cirrhotic  livers  i  hypertrophic 
cirrhosis)  there  often  occurs  e  very  fatal  form  of  jaundice.  It 
behaves  like  a  bad  obstructive  jaundice,  although  the  hepatic 
and  common  bile-ducts  are  pervious. 

The  patienls  haw  pain  over  t lie  liver,  vomiting,  constipat 
a  constantly  increasing  jaundice,  a  febrile  movement,  gradual 
emaciation,  and  cerebral  symptoms.     All  of  them  die. 


CIRRHOSIS   OF   THE    U 


Tin  prognosis  oj  cirrlmsis  is  unfavorable,  but  yet  in  many 
the  course  of  the  disease  is  slow,  and  in  some  it  is  arrested 
altogether.    The  patients  have  no  symptoms,  although  the  cirrho- 

Trttitnwnt.  —  In  many  cases  of  cirrhosis  we  only  treat  the 
chronic  gastritis.  This  is  done  in  the  usual  way  by  regulation  of 
the  diet  and  mode  of  life  and  by  lavage.  But  it  is  found  that 
if  the  cirrhosis  progresses  it  becomes  more  and  more  difficult  to 
control  the  gastritis. 

In  the  cases  with  marked  Loss  of  nutrition  the  use  of  alco- 

1ml  and  of  tobacco  is  to  be  prohibited.    The  patients  should  lead, 

as  far  as  possible,  an  out-door  life.   It  may  he  necessary  to  relieve 

pation  and  to  give  drugs  which  increase   (he  production 

of  bile. 

If  there  is  a  distinct  hi  hilis  it  may  be  necessary 

to  give  mercury  and  the  iodide  of  potash. 

Bfoderate  quantities  of  fluid  in  the  peritoneal  cavity  can  he 
gotten  rid  erf  by  diuresis  and  by  purging,  but  when  the  abdomen 
is  distended  with  fluid  it  la  necessary  to  tap. 

Case  XI.  d  smooth  Uv$rt  loss  of  nutri- 

ami  dropsy.    Male,  56  years  old,  an  habitual  drunkard. 

He  has  bad  frequent  attacks  of  headache  and  nausea,  but 

considered  himself  t<>  be  in  fair  health  until  about  four 
months  ago. 

At  that  time  he  was  said  to  have  had  typhoid  fever.     Four 

weeks  after  his  eonvsJeeoenee  his  feel   and  abdomen  began  to 
swell.    He  became  mnHi  emaciated  and  bad  frequent  attacks  ol 

lie  is  u«>\\   ( ble,  emaciated,  jaundiced  with  dropsy  of  the 

legs  and  abdomen,    fie  remained  in  this  condition  for  six  weeks 
and  then  di- 

Autopsy.    The  liver  weighed  two  pounds.     Its  surface  and 
rut  surface  were  smooth.    Then-  was  a  large  growith  of  eonnec- 
nhl  and  between  the  acini,  but  only  to  a  small  ex- 
tent between  tin*  liver  elk    Only  I  few  of  Ihe  liver  cells  were 
fatty,  the  re  I  size  and  appearance. 

CUbe  XII.    Ciffkotii  of  the  liver,  large  and  smooth  U 
loss  of  nutrition,  dropsy  and  jaxtndice.    Male.  52  years  old,  Oc- 
tober 20. 
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For  fifteen  years  In*  has  b  L'in  dm; 

Pur  ten  years  he  has  had  moderate  drops 
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legs. 

Two  years  ago  lie  began  to    vomit   and   to   lose    flesh    and 
strength. 

ks  ago  he  developed  jaundice  and  asci 

One  week  ago  he  was  run  over  by  a  horse  and  si 
has  been  in  bed. 

<M.  20.  h€  was  unconscious,  with  general  dropsy.   lab- 
breathiiJir.  urine  L012,  no  albumen,  normal  quantity.    He  con- 
tinued drowsy  until  he  died  on  Oct,  27. 

Auiopay.    The  brain  showed  a  marked  increase  of  g 

The  heart  was  normal. 

The  lungs   were   congested  and  <edeniatous   with  serui 
both  pleural  cavit 

The  liver  weighed  five  pounds,  was  smooth,  hard 
with  b  diffuse  growth  of  eonn< 

The  spl  normal. 

The  kidneys  weighed  12  ounces,  the  capsules  were  adherent, 
lesions  of  chronic  nephritis,  not  advan 

Case  X1IL    Cirrhosis,  hcematem&S%$ 
years  old,  November  10. 

Temperate,  has  had  good  health. 

Three  years  ago  she  first   i 
spleen. 

Two  years  ago  she  began  to  hav-*  a  troublesome  cough. 

Eight  months  ago  she  vomited  blood  and  after  that 
feeble,  coughed  incessantly  and  was  miserable  for  four  m 
Then  ihfl  WOB  better,  went  to  work  arid  eontinned  to  be  pretty 
well  until  two  weeks  ago.     Then  the  cough  became  troubl 
and  the  spleen  painful. 

Nov.  10,  cough,  no  physical  signs  over  the  heart  or  h\ 
the  spleen    was  large,  tender  and   painful,   t 
urine,  no  albumen  or  casts. 

Nov.  12,  temperature  101°  to  102°,  tongue  brown  and 
nausea. 

Nov.  13,  stupor  alternating  with  delirium,  temperature  99^ 
to  103°.     She  continued  in  the  condition  until  N  Then 

she  was   better,    temperature    normal,    appetit 
was  out  of  bed. 

Dec.  18,  vomited  about  an  ounce  of  bright  blood.    After 
she  became  feeble  again. 
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I  >.v.  Ml     She  vomited  a  pint  of  blood  in  the  morning  and 
again  in  the  evening. 

January  10,  she  vomit«  d  blood  and  could  not  retain  food. 
Jan.  17.  she  vomited  a  pint  of  blood. 

Jan.  20  and  21,  she  continued  to  vomit  blood,  became  feeble 
and  droffl 

February  4,  she  died. 

Autopsy.    The  brain  was  not  examined. 

The  heart  was  normal. 

In  the  hinga  there  ffwe   scattered,   old   patches  of   black 
fibrous  tissue. 

The  liver  weighed  three   pounds  and  was  nodular.     There 
growth  of  oonneeti  e  around  groups  of  acini  with 

fatty  infiltration  of  the  liver  cells. 

The  spleen  weighed  two  pounds,  simple  hypertrophy. 

The  mucous  meinbr.  he  stomach  was  pale  and  coated 

mucus. 

\  1  \ ' .     fif^  ph  periton  it  is,    no 

tupping.     Male.  32  years  old,  October  16. 

Three  yean  Ago  bfi  had  a  chancre. 

I  >ri«-  year  ago  be  had  sore  throat. 

For  fifteen  months  be  had  ulcers  tm  the  teg*. 

Four  weeks  ago  he  developed  eoutrh  and  dyspnoea, 
e  week  ago  be  began  to  have  ascites 

feeble  and  emaciated,  temperature  98°,  hydro- 
thora  s,  «edema  of  the  legs,  large  nodular  liver,  pain  over 

the  abdomen  ea  in  the  urine. 

I  h  toner  30,    marked   abdominal    pain   and  tenderness,   de- 
lirious, temperature  103     puke  104,  breathing  50 
lied. 
Autopsy.    The  brain  was  not  examined. 
The  aortic  and  mitral  valves  were  a  little  thickened. 
The  pleural  cavities  were  nearly  full  of  serum,  the  lungs 
compressed  and  unaerated. 

The  liver  was   large  and   nodular,  pa  ehan  he  crall- 

bladder  or  bite-ducts. 

The  spleen  was  large. 
The  stomach  and  kidneys  looked  normal. 
The  peritoneal  cavil  '"nil  of  reddish  serum.     The  whole 

peritoneum  was  thickened  by  a  diffuse  growth  of  loose  vascular 
connective  tissue.     This  was  coated  with  fibrin. 

fin    //,  .      Male,    51 

M.  May  13. 
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lie  has  beeo  gouty  for  several  years,  confined  to  his 
much  of  the  time  and  always  intemperate. 

Four  weeks  ago  he  began  to  have  jaundice  with  -  ioma 

of  the  legs. 

May  13,  pulse  80,  temperature  99° ,  general  jaundice,  urine 
bile  stained. 

The  jaund  dily  increased,   he   became  j pid, 

then  unconscious  and  died  on  May  18t 

Autopsy.     The  brain  was 

Around  the  heart  waa  an  increase  nf  sub-pericardiaJ  fat, 
the  aortic  and  mitral  valves  were  a  little  thickened,  botb 
tricles  were  moderately  bypertrophied 

The  lunars  were  small,  the  bronchi  congested  and  coated  with 
mucus. 

The  liver  weighed  eight  pounds,  was  yellow,  nodular 
tic,  no  obstruction  of  the  large  bile-di 

The  spl  shed  one  pound. 

The  mucous  membrane  of  Hie  stomach  was  sooted    with 
mucus. 

The  kidneys  showed  the  Lesions  <>f  chronic  nephi 

se  XVI.    Cirri" 
years  old.  October  31. 

He  gives  no  hifri  or  syphi 

One  year  ago  he  began  to  have  a  diarrhoea  which  has 
tinned  ever  sin 

For  three  weeks  be  has  had  nausea  and  vomiting  and  ( 
week  he  has  Beemed  to  be  [>id, 

Two  weeks  ago  he  b  aundiced  and  his  ab<]  %&n 

swell.     He  is  now  deeply  jaundiced, 
larked,  serum  in  the  abdominal  cavity,  mind  dull  bj 
in g,  pulse  120,  ture  99°,  vomiting,   Peed 

bile  stained,  no  albumen,     He  became  weaker  and    1 
ber  B, 

Autopsy.    The  hod 

The  brain  was  not  examined 

The  heart  was  normal. 

Tli  serum  in  both  pleural  the  lungs  were 

congested  and  oedema tous. 

The  peritoneal  cavity  contained  serum. 

The  spleen  was  large  . 

The  liver  was  of  medium  size,  it  extended  a 
below  the  free  surface  of  the  ribs,  its  surface  was  finely  nodtilar. 
it  was  bile  stained  and  very  hard.    There  nvth  of 
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connective  tissue  surrounding  groups  of  acini,  single  acini  and  ex- 
tending between  the  liver  cells.  The  liver  cells  were  swollen  and 
granular.  The  large  bile-ducts  in  the  liver,  the  hepatic  duct  and 
the  common  duct  were  of  natural  size  and  appearance.  The 
cystic  duct  was  obliterated,  the  gall-bladder  was  small,  its  wall 
was  thickened,  it  contained  inspissated  bile. 

The  mucous  membrane  of  the  stomach  was  blackish. 

The  wall  of  the  small  intestine  was  thick  and  stiff.  This 
seemed  to  be  due  to  a  thickening  of  the  muscular  and  connective- 
tissue  coats,  there  was  no  change  in  the  glandular  coat. 

The  wall  of  the  colon  was  thickened,  there  was  an  infiltration 
of  pus  cells  in  the  connective-tissue  coat. 

The  kidneys  looked  normal. 

Case  XVII.  Thickening  of  the  capsule  of  the  liver  with 
dropsy  and  vomiting  of  blood.  Female.  30  years  old,  September 
7;  intemperate. 

Two  months  ago  she  began  to  have  chills  and  fever  every 
other  day. 

One  month  ago  the  chills  stopped  and  the  feet  and  abdomen 
became  swollen. 

Sept.  28  the  abdomen  was  tapped. 

Oct.  4,  since  the  tapping  there  has  been  a  little  fever  and 
occasional  vomiting. 

Oct.  8  she  suddenly  vomited  two  ounces  of  clotted  blood. 
The  vomiting  of  blood  was  repeated  several  times  after  this. 

Oct.  17  she  died. 

Autopsy.    The  brain  was  not  examined. 

The  heart  was  normal. 

The  lungs  were  covered  with  old  adhesions. 

The  capsule  of  the  liver  was  very  much  thickened  and  ad- 
herent to  the  surrounding  viscera.  The  liver  was  compact  and 
smooth  without  any  new  growth  of  connective  tissue.  There 
were  calculi  in  the  gall-bladder. 

The  stomach  contained  black  blood,  there  were  no  ulcers. 

The  kidneys  were  small  and  hard. 

Amcebic  Abscess  of  the  Liver. 

Amoebic  abscesses  of  the  liver  are  of  not  infrequent  occur- 
rence in  New  York.  The  infection  may  come  first  in  the  colon 
and  later  in  the  liver,  or  there  may  be  a  primary  infection  of 
the  liver  with  no  changes  in  the  colon. 
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Lesions, — ! The  amebic  abscesses  usually  follow  one  of  four 
anatomical  forms. 

1.  Tin  able  ordinary  al  in  any  part 

body.     There  are  one  or  more  abscess  cavit  onsiderable 

filled  with  well-formed  pus,  and  their  walls  infiltrated  with 
pus-cells.     The  abscesses  m  [tasted  in  any  p,-iri    of  the 

liver.    This  is  the  least  fatal  form  of  liver  abscess. 

2.  There  are  one  or  more  cavities  in  the  liver  frith  ragged, 
irregular,  necrotic  walls,  and  containing  a  thin  reddish,  or 
brownish,  or  yellow  fluid,  with  fragments  of  dead  liver-tissue, 
but  very  few  pus  eel  Is. 

3.  A  considerable  area  of  liver-tissue  is  dead,  with    I 
cavities  filled  with  pus  or  puriiorm  fluid  scattered  thro 

4.  The  entire  liver  is  studded  with  small  abscesses,  some 
of  them  too  small  to  be  seen  with  the  naked  eye. 

In  all  these  abscesses  the  amceba  coli  rimy  be  found,  In  the 
smallest  abscesses  the  first  change  is  a  necrosis  of  the  liver- 
tissue. 

Whether  the  different  anatomical  characters  of  the  abscesses 
are  due  to  the  addition  of  bacterial  infection  to  the  in- 

fection has  not  been  worked  out 

If  the  abscisses  are  situated  near  the  surface  of  the  liver, 
there  will  be  exudative  inflammation  and  the  formation  of  ad- 
hesions. 

If  left  to  themselves  the  al  usually  increase  iu  size 

until  they  perforate  through  the  diaphragm  into  the  tang,  the 
pleura,  or  the  pericardium;  or  into  the  stomach,  the  intestines, 
the  peritoneal  cavity,  or- the  pelvis  of  the  right  kidney  ;  or  th rough 
the  anterior  abdominal  wall. 

Even  without  perforation  there  may  he  inflammation  of  the 
right  pleura,  or  abscesses  in  the  right  lung. 

Symptoms.— In  some  of  the  patients  there  is  the  history  of 
one  or  more  attacks  of  colitis,  th  of  the  I 

scess  with  chills,  fever  and  pi 

In  some  patients  without  any  previous  sympto  re  is 

;i  sudden  invasion  witJi  chills,   fever  and  pain  over  lln*  It 
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In  sMiin'  patients  the  invasion  is  gradual  and  nbseiuv.  The 
patients  feel  chilly  and  feverish,  km  their  appetite,  feel  sick, 
m<1  vomiting,  hut  do  not  go  to  bed  for  several  days, 
after  they  go  to  bed  the  fever  continues  with  chills  and  sweat- 
ing. The  nausea  and  vomiting  continue,  they  lose  flesh  end 
strength,  there  are  pain  and  tenderness  over  \h<-  Invr 

The  physiea]  signs  vary  with  the  position  and  size  of  the 
KOCH.      Large  ahsresses   in   tin-   lower   part  of  the   liver  cause 
insiderebk  enlargement  downward  into  the  peritoneal  cavity. 
Al  n  the  upper  part  of  the  right  lobe  of  the  liver 

Over  the   tower   part   of   the   right   pleural    cavity. 
Bonn  ea  mi  the  right  lobe  only  give  a  fulness  of  the  right 

•hnndrium  without  I  nt  of  th.-  liver  either  upward 

or  downward.     The  t  ore  cases  are  those  of  small   ab- 

scesses scattered  through  the  li\ 

Tmitmenf. — The  success  of  treatment  depends  on  the  posi- 

ind  character  of  fchfl  abscess.    If  of  moderate  size  and  a 

single  cavity  containing  pus   it   can   be  cured   by   aspiration. 

Larger  abscesses  need  to  be  opened  and,  if  they  project  into  the 

pleura,  this   i  difficult     Multiple  abscesses  and   diffuse 

sis  are  nol  amenable  to  treatment. 

wSE  XVI 1 1.    Abscess  of  the  liver,  >■  >n;  recovery. 

Male,  32  years  old,  October  21,  1887. 

He  was  in  his  usual  health  and  working  as  a  laborer  until 

'     Then  for  a  week  he  had  four  or  five  watery  stools  every 
day,  but  continued  to  work. 

Oct.  9,  about  9  A.  M'..  he  had  a  chill  for  ten  minutes  and 
oued   all   day   to   Peel   (hilly  and  miserable   with   vomiting 
and  pain  over  the  liver. 

Oct  H'  lie  tried  to  work,  hnt  had  to  stop  on  account  of  the 
pain.    The  pain  is  referred  to  the  liver  and  is  very  sei 

Oct.  21,  pulse  athing  24,  temperature  100°,  bowels 

•  1.  urine  no  albumen,  no  physical  signs  over  the  heart 

or  Im  rked  pain  and  tenden  r  the  liver.    The  liver 

is  not  enlarged  upward  or  downward,  hut  the  hypochondriac 

region  is  too  full, 

M       -l  1  aspirated  through  the  seventh  inl 
little  in  front  of  the  anterior  axillary  line  and  drew  off  100  e& 
of  p 
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He  had  no  further  symptoms,  ate  beefsteak  on  i  was 

out  of  bed  on  Nov.  9  and  discharged  on  Nov.  IS. 

SB  XTX    Figure  L    Abscess  of  tkt  I  ion; 

recovery.    Male,  4(i  years  old;  perfectly  well  until  November  2. 
Then  he  had  an  attack  <>f  severe  pain  extending  from  the 
right  shoulder  downward  bo  the  abdomen  with  o  marked  chill. 
For  the  three  following  nights  he  had  chills  followed  by  i 
iii£.    Th«*  pain  ha  ited,  he  cannot  rest  on  the  right  aide, 

the  bowel  regular. 

v    13,  he  is  pale,  tongue  coated,  moderate  prostration, 
temperature   99°,   urine   1.020,   no   albumen,    DO   physical 

the  Lungs  or  heart.    The  liver  is  noi  enlarged  upward  or 
down  it  is  flatter  than  it  should  be. 

tal  spaces,  no  pain  or  tea 
hut  a  loud  friction  sound  can  be  heard  over  the  liver. 
septic  temperature  of  99     to  103°. 
22  i  aspirated  at  the  point  marked  in  Figure  1  and 
£00  ec,  of  reddish  pus  which  contained  pus  eells,  liver  cells 
and  ;imirha\ 

Dec.  2  he  was  out  of  bed. 
Dec.  14  he  was  discharged  well. 

Case  XX.    Amabic  abscess  of  Iks 

t.    Female,  l'_f  years  old,  August 
One  year  ago  she  had  severe  pain  in  the  right  side  below 
the  free  border  of  the  riba,  Lasting  for  three  months,  and 
gradually  disappear] ng.      She    was        M    after   this   until   last 
when  she  was  suddenly  seized  with  severe  \  r  the 

liver,  lasting  for  two  hours.    This  pain  has  oontinu 

In  July  a  small  tumor  appeared  in  the  place  where  she  felt 
the  pain.    This  tumor  has  gradually  ineres  ize.    Sh 

been  haviner  an  afternoon  fever  with  s 

Ausr.  !i.     It  is  evident  that  the  swelling  ia  an  abeeess  of  the 
liver.       The  bowels  are  constipated. 

of  pus  v  .1  from    the 

Aug,  20,  the  ah  as  again  aspirated, 

og.  2fi.  t:  rforated  and  discharged  thro 

skin. 

pi,  5,  she  began  to  have  a  diarrhea,  which  continued  until 
she  died.    Th  From  the  ab# 

She  ran  a  septic  temperature  between  96a  and  102°. 

died. 


AMCEBIC    A I 

/.    The  brain  was  qc 

The  heart  was  normaL 

The  bronchi  contained  mueo-pus. 

In  the  liver  there  were  two  Ian  The  one  which 

had  discharged  was  empty  and  apparently  healing.  The  other 
was  of  large  size. 

The  kidneys  and  spleen  were  normal. 

The  colon  from  six  inches  above  the  anus  to  the  caecum 

studded  with  small  round  ulcers  with  overhanging  edges. 

At  the  08BCU  I  above  the  appendix,  a  has 

nearly  perforated  and  caused  a  genera] 

S XL    Amoebic  abscess  of  fit t  cry. 

Male,  42  years  uld,  June  5. 

Ten  months  ago  he  bad  an  attack  of  dysenter  .     7 

laily  ol  u  he  has  bad 

.  iL-iy  o!  Loose  feeal  matter  and  mucus,  but 
blood 

For  four  months  he  has  vomited  greenish  matter  every 
morning. 

June  5.  he  is  fairly  nourished,  puis.-  104.  temperature  99°, 
tongue  coated  arid  moist,  the  liver  extends  two  inches  below  the 
Em  border  of  the  ribs,  there  are  ulcers  on  the  posterior  wall  of 
the  rectum. 

Aug.  1,  the  liver  extends  three  inches  below  the  free  bor 
of  the  ribs,  is  tender  and  painful.    The  diarrhoea  has  stopped. 

An-.  7.  ili.-  liver  now  extends  down  to  above  Pou- 

part's  ligament. 

Aug.  17,  I  made  an  incision  in  the  right  lumbar  region  into 
the  abscess  and  put  in  a  drainage  tube,     Eighty-ail  « 
thin,  dirty  pus  escaped. 

Aiii:.  31,  the  abscess  is  washed  out  daily  with  a  solution  of 
chloride  of  zinc. 

Oct.  11.  he  goes  out  of  doors. 

Dec.  26.  the  abscess  is  closed,  the  bowels  are  regular,  he  is 
well, 

Case  XXII.    Abscess  of  tfa  ugh  the  dia- 

phragm;  death,    Male,  19  years  old,  June  7.  Is^l 

May  31  he  had  an  attack  of  severe  pain  about  th<*  umbiK 
lasting  for  several  hours.     Since  then  he  has  had  repeated  at* 
tacks  of  the  same  pain,  bowels  constipated 

June  7.  a   well-nourished  boy,  does  not  look  serious! v   ill. 
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an  uo  physical  signs  over  the  heart  or  lungs,  the  liver  ex* 
tends  from  the  top  of  the  fifth  rib  to  one  inch  below  the  free 
bofder;  be  baa  paroxysms  of  pain  about  the  umbilicus, 

June  9,  the  bowels  moved  freely  with  castor  oil. 

June  11,  two  chills,  looks  badly,  tongue  brown  aud  moist, 
face  Hushed.  vomiting,  instant  pain  about  the  umbilicus,  tem- 
perature 100°  with  morning  remissions.  I  thought  he  had 
typhoid  fever 

Juij<*  23,  ha  baa  continued  in  the  same  typhoid  state,  with 
frequent  attacks  of  pain. 

Then  his  temperature  fell  to  98° ,  the  pain  diminished,  he 
gained  a  little  strength  and  left  the  hospital  on  August  22 

September  1  he  came  back.  He  has  no  more  pain,  no  fever, 
is  very  much  emaciated  but  not  in  bed  all  the  time. 

He  has  a  chronic  fecal  diarrhoea,  no  physical  signs.  I  could 
not  make  a  diagnosis. 

Sept.  30  he  left  the  hospital. 

Oct.  8  he  returned.  No  pain,  no  vomiting,  temperature  100° 
diarrhea,  no  albumen  in  urine. 

November  18  he  began  to  spit  up  large  quantities  of  foul 
pus  and  continued  to  do  so  until  he  died  on  December  12 
>/.    The  body  was  much  emaciated, 

The  brain  was  not  examined. 

The  heart  was  normal. 

The  lower  third  of  the  right  pleural  cavity  was  shut  in  by 
adhesions  and  full  of  pus.  I  did  not  find  a  perforation  of  the 
lung.    The  bronchi  were  coated  with  muco-pus. 

The  liver  extended  one  inch  below  the  free  border  of 
ribs.    In  the  right  lobe  tin  several  large  abscesses,  CM 

them  had  perforated  through  the  diaphragm.  All  about  the 
abscesses  there  was  a  growth  of  new  connective  tissue  studded 
with  small  foci  of  pus. 

The  spleen  was  normal. 

The  kidneys  looked  normal. 

The  stomach  was  coated  with  mucus. 

The  small  intestine  was  normal. 

The  lower  portion  of  the  colon  was  thickened  and  coated 
with  mucus. 


Case  XX  111  Abscess  of  the  livr,  secondary  pericarditis, 
no  intestinal  lesion.    Male,  20  years  old,  October  30, 

Twelve  days  ago  he  was  suddenly  seized  with  pain  and 
tenderness  in  the  epigastric  and   right  hypochondriac  regions. 


This  was  followed  by  fever,  headache,  loss  of  ap 
tion,  no  chill,  no  jaundice,  no  diarrhoea  or  d\ 

Oct,  30,  he  is  emaciated,  bowels  constipated,  temperature 
104°,  pulse  84,  urine  contains  albumen,  liver  large  and 

Xnv.   7.  the  tover  and  enlargement  of  the  liver  conti] 
there  is  a  little  jaundice. 

Nov*  14.  the  abscess  is  pointing  one  inch  below  the  ensiform 
cartilage. 

Nov.  is,  the  abscess  was  opened  and  ten  ounces  of  good 
pus  discharged. 

Nov.  24.  the  abscess    is    discharging,    the    temperature 
normal. 

Nov.  30,  the  temperature  is  rising* 

Dec.  7,  fever,  profuse  night  .s\\ 

Jan.  18,  after  vomiting  toed  with  severe 

pain  in  the  left  side,  precordial  op]  yspncML 

There  was  diffuse  pulsation  and  a  friction  sound  over  the  pre- 
oordinm. 

Jan.  ID  he  died- 

Autopsy*    The  brain  was  normal 

The  pericardial  sac  was  distended  with  turbid  serum,  and 
coated  with  fibrin  and  pus.  The  heart  was  small,  its  walls  thin, 
its  valves  normal. 

The  lungs  were  oedematous. 

There  were  two  abscesses  in  the  upper  part  of  the  left  lobe 
of  the  liver,  which  have  perforated  the  liver  so  as  to  form  a 
purulent  cavity  shut  in  by  adhesions  of  the  lung,  pericardium, 
diaphragm  and  anterior  abdominal  wall 

The  stomach,  intestines,  kidneys  and  spleen  were  normal. 

Case  XXIV.    Small  abscesses  of  th  perforation  into 

the  pleural  and  peritmv  Female,  43  years  old.  Sep- 

tember : 

Two  weeks  ago  chilliness,  followed  by  fever,  headache,  loss 
of  appetite  and  constipation. 

Nine  daye  ago  a  distinct  chill*,  more  fever  and  pain  over 
the  liver. 

Sept.  28,  she  does  not  loot  very  sick,  temperature  100°, 
pulse  97,  pain  over  the  liver,  an  eruption  on  the  ab  like 

that  of  typhoid. 

Oct.  -r>,  the  pain  over  the  liver  has  continued,  temperature 
100°  to  102°,    tongue  dry  and  brown,  a  fluctuating  turn 
an  abseeea,  can  be  felt  in  the  right  side  between  the  ribs  and 
the  ilium. 
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Oct.  8,  the  abscess  was  aspirated  and  two  ounces  of-  thin 
pus  removed. 

Oct.  14,  she  was  suddenly  much  worse,  with  pain  in  the 
right  side,  collapse  and  death  in  a  few  hours. 

I  had  supposed  all  along  that  she  had  typhoid  fever  with 
complicating  abscesses. 

Autopsy.  The  liver  was  of  medium  size,  in  the  right  lobe 
were  three  small  abscesses.  One  of  these  communicated  with  an 
abscess  shut  in  by  adhesions  in  the  peritoneal  cavity  between  the 
liver  and  the  ileum.  The  other  two  abscesses  had  perforated  the 
diaphragm  into  the  right  pleura. 

The  right  pleura  contained  purulent  serum  compressing 
the  lung. 

The  heart,  stomach,  spleen  and  intestines  showed  no  lesions. 

Case  XXV.  Multiple  small  abscesses  of  the  liver.  Female, 
30  years  old,  living  at  Orange,  New  Jersey. 

In  November,  1902,  she  had  an  attack  of  colitis  with  tenes- 
mus and  passages  of  mucus,  which  lasted  two  weeks. 

In  December,  1902,  she  had  a  similar  attack  lasting  for  two 
weeks. 

In  January,  1903,  she  had  a  similar  attack  which  is  still 
going  on. 

January  23  I  first  saw  her.  The  woman  was  well  nourished, 
and  did  not  look  very  sick;  temperature  99°  in  the  morning  and 
101°  in  the  afternoon. 

There  was  a  friction  sound  over  the  lower  part  of  the  right 
lung  behind. 

The  liver  was  not  enlarged,  but  there  was  tenderness  over 
it  in  front.  There  are  about  seven  passages  a  day,  composed 
of  a  little  fecal  matter,  mucus  and  small  clots  of  blood.  I  made 
the  diagnosis  of  amoebic  colitis  with  a  small  abscess  in  the  upper 
part  of  the  right  lobe  of  the  liver. 

Jan.  26.  She  looks  and  feels  better;  temperature  the  same, 
stools  the  same,  liver  not  enlarged,  no  pain  or  tenderness. 

Jan.  30.  Her  condition  is  the  same,  she  has  a  clean  tongue 
and  good  appetite. 

Feb.  8,  she  does  not  look  as  well,  but  the  symptoms  are  the 
same. 

Feb.  14.  During  this  week  she  has  been  rapidly  getting 
worse,  temperature  99°  to  102°,  she  looks  septic.  The  liver  has 
become  very  much  enlarged. 

An  abdominal  incision  showed  that  the  enlarged  liver  was 


tin;  fatty   i 


thickly  studded  with  small  abscesses  about  the  size  of 
February  23  rib 

The  Fatty  Livek. 


There  is  a  deposit  of  fat  in  the  liver-cells,  with 
an  increase  in  the  si/e  of  the  liver.     There  are  no 
the  stroma  or  in  the  blood-vessels.     The  large  bile-duel 
be  the  seat  of  acute,  or  of  chronic,  catarrhal  intlamm.itiou. 

The  disease  ocean  at  all  ages.    It  is  more  com- 

niun  in  women  than  in  nun.     It  leemfl  to  be  caused  by  alcoholism, 

reating.  want  of  exercise,  and  by  phthisis  and  other 
diseases. 

Symptoms. — 1.  Many  fatty  liver-  gtve  no  symptoms  at  all. 

2.  With  some  fatty  livers  there  are  mark' 
disturbance  of  the  functions  of  tie-  liver,  with  the  physical  signs 
of  a  large  liver.    The  patients  are  fat,  but  ansemic  and  feeble. 
Mental  lassitude  and   depression,  and   abnorma  in 
different  parts  of  the   body   are   prominent  symptoms 
bowels  are  constipated  and   the   functions  of  the  stomach  are 
deranged.     There  is  often  added  a  chronic  gastritis,  sometii 
with  vomiting  of  blood 

The  trtatment  of  these  cases  gulation  of  the  diet  and 

mode  of  life,   and   the  use  of  drugs  which  incr<  Suc- 

tion of  bile. 

3.  The  infiltration  of  the  liver-cells  with  fat  un- 
usually greet,  and  the  increase  in  the  size  of  the  liver  enormous. 
In  these  patients  the  first  symptoms  are  thosp  of  disturbance  of 
the  bile-producing  function  of  the  liver  and  of  chronic  gastritis. 
These  symptoms  do  not  improve,  but  get  worse.  The  patie 
become  so  feeble  and  ana?niic  that  they  are  confined  to  bed. 
They  become  a  little  jaundiced.    They  finally  die  in  a  condit 

of  extreme  exhaustion. 

4.  Patients  with  fatty  livers  and  chronic  gastr  par- 
ticularly liable  to  attacks  of  acute  ^astro-duodenitis  with  jaun- 
dice. These  attacks  are  severe,  with  a  good  deal  of  fever  end 
delirium,  and  often  prove  fatal. 
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5.  Patients  with  large  fatty  livers  may  develop  an  in- 
creasing and  fatal  jaundice  without  obstruction  of  the  hepatic 
or  common  bile-duct.  The  jaundice  behaves  like  that  which  ac- 
companies hypertrophic  cirrhosis. 

Thrombosis  op  the  Portal  Vein. 

Lesions. — The  main  trunk  of  the  portal  vein,  or  one  of  its 
branches,  is  partly  or  completely  filled  by  a  thrombus.  This 
thrombus  does  not  soften,  is  not  infectious,  but  is  replaced  by 
new  connective  tissue,  so  that  the  vein  is  permanently  ob- 
structed. 

Causes. — Cirrhosis  or  cancer  of  the  liver,  chronic  peritoni- 
tis, tumors  of  the  abdominal  cavity,  and  injuries  inflicted  over 
the  upper  part  of  the  abdomen  act  as  causes.  There  are  also 
cases  which  occur  without  discoverable  cause,  especially  in  old 
persons. 

Symptoms.— First  there  may  be  the  symptoms  of  the  cirrho- 
sis, the  cancer,  the  chronic  peritonitis,  the  tumors,  or  the  injuries. 

The  symptoms  of  the  thrombosis  are  developed  rapidly. 
There  is  rapid  and  persistent  dropsy  of  the  peritoneal  cavity. 
The  spleen  is  enlarged.  There  are  vomiting  of  food  and  of 
blood,  diarrhoea,  and  bleeding  from  the  intestines.  The  urine 
is  scanty. 

In  some  of  the  patients  the  symptoms  continue  without 
interruption.  They  become  very  feeble,  delirious,  and  un- 
conscious. Death  takes  place  within  a  few  days.  In  these  pa- 
tients there  may  be  no  dropsy.  In  other  cases,  where  the  dropsy 
is  the  principal  feature  without  much  bleeding  or  prostration, 
the  patients  may  live  for  a  long  time,  or  <*ven  recover. 

Case  XXVI.  Thrombosis  of  thr  portal  e<  in  from  an  injury. 
Male,  14  years  old,  April  24. 

Seven  weeks  ago,  while  at  play,  he  was  struck  on  the  ab- 
domen just  below  the  ensifonn  cartilage  by  a  heavy  plank.  He 
was  able  to  get  up.  the  skin  was  not  broken  and  only  a  yellow 
mark  showed  the  point  of  contusion.    The  pain  was  intense  and 
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continued  no  for  five  days,  always  localized  in  the 
right  hypochondriac  regions. 

On  the  fifth  day  hi*  abdomen  Hen  and  the  swelling 

continued  to  At  the  sau 

this  lasted  for  two  w  d  then  faded 

For  three  after  the  accident  he  von 

and  had  constant  diarrheal       M  the   end   of   thr  a  the 

vomiting  and  diarrhoea  stop] 

One  week  before  admission  he  had  oonvub  I  at 

intervals  hours,  none  since. 

April  24      Ee  is  emaciated*  the  abdomen  enormously  dis- 
tended with  fluid,  the  heart  and  lungs  normal 

The  ahdom  tapped  and  170  ounces  of  dear  km 

serum  drawn  oft 

After  this  iln-  abdomen  Bfled  np  again,  temperature      - 
103°. 

June  7,  a  small  swelling  appeared  near  the  umbilicus,  be- 
rger,  broke  and  discharged  pus. 

During  June  this  discharge  continued,  the  abdominal  si 
[iiinislird.  In  on  improved 

to  103°. 

July  li).  the  discharge  lias  stopped*  there  is  but  little  fluid 
left  in  tin?  abdomen,  the  liver  hut  not  the  spl< 

September  1°.  he  is  apparently  perfectly  well. 

■it rati vl  Inflammation  op  the  Portal  Ve 


Lesions.— The  wall  "f  the  vein  is  thickened  and  infiltr; 
with  pus.     lis  cavity  is  filled  with  soft,  puriforra, 
thrombi.     The  intlannaation  and  thrombosis  extend    Erofi 
of  the  portal  vein  t*>  the  branches  in  the  liver.    The 
surrounding  tin*  inflamed  veins  also  be 
suppurative  inflammation.     Portions  of  the  thrombi  may 
into  the  circulation  and  lodge  as  infection  li  in  difl 

parts  of  the  be 

Causes, — Fish-bones  and   p  wire  have  been   found 

imbedded  in  the  wall  of  the  vein. 

Inflammation  of  the  umbilical  vein  in  infants  may  escl 
to  the  portal  vein.     Abscesses  in  the  abdominal  cavity  mi 
followed   bv  thrombose  Srsl    of  <d*  the 
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branches  of  the  portal  vein  and  then  of  the  vein  itself.  Calculi 
in  the  common  bile-duct,  which  cause  inflammation  and  ulcera- 
tion of  the  wall  of  the  duct,  may  also  cause  inflammation  of 
the  portal  vein.  There  are  cases  in  which  suppurative  portal 
phlebitis  occurs  without  discoverable  cause. 

Symptoms.-^-The  invasion  of  the  symptoms  may  be  sudden, 
01  preceded  by  a  few  days  of  moderate  fever,  loss  of  appetite, 
and  general  malaise.  Pain  and  tenderness  over  the  liver  are  con- 
stant symptoms.  They  occur  early  in  the  disease  and  continue 
throughout  its  course. 

The  liver  and  the  spleen  are  increased  in  size.  Jaundice  is 
often  present.  There  are  nausea,  vomiting  of  food  and  of  blood, 
diarrhoea,  and  passage  of  blood  from  the  bowels. 

Chills  mark  the  onset  of  the  disease,  and  are  repeated 
throughout  its  course.  The  temperature  rises  at  once  and  con- 
tinues through  the  disease,  like  the  temperature  of  pya?mia, 
sometimes  high,  sometimes  low,  sometimes  below  the  normal. 

There  may  be  ascites,  or  local  or  general  peritonitis. 

The  patients  rapidly  lose  flesh  and  strength,  develop  cere- 
bral symptoms,  and  pass  into  the  pyemic  condition.  The  symp- 
toms are  evidently  local — dependent  on  the  inflammation  of  the 
vein  and  of  the  liver;  and  general — dependent  on  the  septic 
poisoning. 

The  disease  regularly  terminates  fatally  at  the  end  of  about 
fourteen  days;  but  it  may  last  only  a  few  days,  or  continue  five 
or  six  weeks. 

The  most  difficult  cases  to  make  out  are  those  which  occur 
without  discoverable  cause  and  without  any  marked  symptoms 
referable  to  the  liver.  It  is  perfectly  evident  that  the  patients 
are  suffering  from  a  bad  sepsis,  but  it  is  very  difficult  to  discover 
the  focus  of  infection. 

Case  XXVII.  Thrombosis  of  the  portal  vein  due  to  a  fish- 
bone.   Male,  47  years  old,  February  11. 

Three  weeks  ago,  after  exposure,  he  had  symptoms  of 
pleurisy  on  the  right  side,  diarrhoea,  tympanites,  tenderness  in 


802 


INFLAMMATION    <>T    THE    PORTAL    VEIN 


the  eight  il  urine  contained  casta  and  album 

cam<j  more  and  more  septic  and  died  February 

Auiopsij.     The  brain  mid  heart    were  u<»rmal. 

The  left  lung  waa  adherent  and  there  was  n  little  Buid  in 
the  right  pleural  cavity. 

The  peritoneum  contained  a  ruin,  pus  and  fibrin 

The  stomach,  hat  and  spleen  w<  Dial. 

The  liver  weighed  6%  poundi,    li  was  studded  wil 
ah>  The  leff  division  of  the  porta  outained 

red  and  white  thrombus  over  an   inch  Long  completely  hllmir 
the  vein.    The  right  branch  «>t'  the  portal  vein  waa  lined 
fibrin  and  iis  wall  was  thickened.    The  branches  <>f  thi 
vein  within  thn  liver  contained  puriform  fluid.    Then 
bone  two  inches  long  partly  in  the  mesenteric  and  partly  in  tie* 
portal  vein.    The  centre  of  the  b  ered  bj  a  thrombus. 

<\\se  XXVIII,    Throml 
oppendicitfot    Ms  j  old.  August  5 

In  the  previous  December,  while  in  St.  Domingo,  hi 
fever  which  lasted  i'«>r  six  weeks, 

Four  months  nji<>  he  vomited  I > l ■ 

Angus*  5  he  was  attacked  with  vomiting 
purging,  cramps,  repeated  chills  followed  by  t 
over  the  right  aide  of  the  abdomen. 

lie  continued  to  have  fever   vomiting,  constant  pain 
the  upper  pari  of  the  abdomen,  looked  more  and  mort  nd 

died  Sept.  15. 

Autopsy.   The  brain  waa  normal. 

The  heart  was  normal. 

The  lungs  were  congested  and  ^edematous,  th( 
tions  in  ill--  left   lower  lobe. 

There  was  a  firm,  red  thrombus  filling  the  portal  v. mm 
its  large  branches.    There  were  numerous  abaeesaes  in  th< 

The  stomach  and  intestines  were  normal. 

There  was  an  al  nun]  the  v<  lix 

A  branch  of  the  superior  me»<  rein  in  tl 

this  abscess  contained  a  broken-down  thrombus. 

Care  XXTX.     -  itivt  inflammation  <>[  tl" 

Male,  37  years  old,  February  3. 

He  was  in  good  health  until  two  months  ago.    Then 
seize*!  with  a  chill,  followed  by  fever  and 
lost  appetite  and  had  pain  in  his  abdomei 
chills  every  day  for  n  week,  and  every  other  day  for  a 
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week.  For  the  past  month  he  has  had  chills  followed  by  fever 
at  irregular  intervals,  pain  in  the  abdomen  and  has  been  con- 
fined to  bed.  For  the  past  week  he  has  six  or  seven  loose  watery 
stools  every  day,  occasional  vomiting,  a  little  (edema  of  the  feet 

Feb.  3,  pulse  118,  breathing  33,  temperature  102°.  There 
are  no  physical  signs  over  the  heart,  or  lungs,  the  liver  is  of  nor- 
mal size,  the  spleen  somewhat  enlarged,  urine  normal. 

He  went  on  with  an  irregular  septic  fever,  rapid  loss  of  flesh 
and  strength  and  died  February  16. 

Autopsy.    The  brain  was  not  examined. 

The  heart  and  lungs  were  normal. 

The  peritoneal  cavity  contained  purulent  serum  with  a  little 
fibrin  on  the  peritoneum. 

The  small  intestine  Was  somewhat  congested. 

The  large  intestine  was  normal. 

The  liver  was  of  medium  size  and  pale. 

The  large  branches  of  the  portal  vein  within  the  liver,  the 
main  trunk  of  the  vein  and  the  small  branches  going  to  the  small 
intestine  and  transverse  colon  were  full  of  thick,  purulent  mat- 
ter. The  walls  of  the  veins  were  thickened  and  coated  with 
dirty  fibrin. 

The  stomach  was  coated  with  mucus. 

The  spleen  was  somewhat  swollen. 

The  kidneys  were  pale. 


Acute  Inflammation  of  the  (^all-Bladder. 

Most  inflammations  of  the  gall-bladder  are  caused  by  calculi, 
or  the  typhoid  bacillus.  But  in  addition  there  are  cases  which 
seem  to  be  examples  of  a  localized  septic  infection  (Richardson. 
Am.  J.  Med.  Sci..  June.  1898). 

Lesions. — The  gall-bladder  is  distended  and  contains  bile, 
mucus,  blood  and  pus.  The  mucous  membrane  is  congested, 
hemorrhagic,  or  gangrenous.  Its  outer  surface  may  be  coated 
with  fibrin. 

Symptoms. — The  symptoms  are  those  of  a  confined  abscess 
at  the  border  of  the  right  costal  cartilages  near  the  tip  of  the 
tenth  rib.  But  they  may  resemble  those  of  an  appendicitis  situ- 
ated near  the  liver:  those  of  an  acute  intestinal  obstruction; 
those  of  suppuration  of  the    kidney,    or   of    acute    pancreatitis. 
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Severe  paroxysmal  pain  is  regularly  present.  It  is  referred  to 
the  region  of  the  gall-bladder,  or  of  the  epigastrium,  or  of  the 
appendix,  or  it  may  be  at  quite  a  distance  from  the  liver.  The 
constitutional  symptoms  are  those  of  sepsis:  nausea,  vomiting,  a 
rapid  pulse,  an  irregular  temperature,  marked  prostration. 

There  may  be  a  complete  stoppage  of  gas  and  fa»ces,  as  if 
from  intestinal  obstruction. 

These  cases  are  often  easy  of  diagnosis,  but  sometimes  very 
difficult.  If  the  pain  and  tenderness  over  the  gall-bladder  are 
well  localized,  and  the  distended  gall-bladder  can  be  felt  it  is 
easy,  but  the  symptoms  of  sepsis  with  diffuse  abdominal  pain 
are  more  difficult. 

Treatment. — Theoretically  in  all  these  cases  the  gall-bladder 
should  be  opened  and  drained.  I  have  seen  very  good  recoveries 
without  operation  by  the  continuous  application  of  cold. 


Biliary  Calculi. 


i. 


Ii«l 


'< 


The  solid  portions  of  the  bile  may  become  separated  from  the 
fluid  portions  and  form  semi-solid,  or  solid,  masses  within  the 
biliary  passages. 

1.  Inspissated  bile  occurs  in  the  form  of  soft,  brown,  or 
greenisli  masses,  composed  principally  of  bile-pigment,  with  a 
little  cholesterin.  the  salts  of  iron,  soda,  and  potash,  and  some- 
times thick,  tenacious  mucus.  While  in  the  biliary  passages  it 
retains  its  viscid  consistence,  but  when  dry  changes  into  a  fine 
powder. 

2.  Biliary  calculi  are  solid  bodies  composed  principally  of 
cholesterin  with  more  or  less  bile-pigment.  They  vary  as  to  their 
size,  shape,  color,  consistence,  and  number. 

Causes. — The  normal  reaction  of  the  bile  is  neutral  or 
slightly  alkaline,  if  it  becomes  acid  cholesterin  is  precipitated. 

There  may  be  such  a  large  production  of  cholesterin  that  it 
cannot  remain  in  solution. 

Any  conditions  which  retard  the  flow  of  bile  into  the  inte< 
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tine,  or  which  render  the  walls  of  the  bile-passages  unhealthy,  are 
liable  to  produce  calculi. 

Calculi  arc  rare  in  chidren,  but  of  frequent  occurrence  in 
persons  over  twenty  years  of  age.  They  are  more  common  in 
women  than  in  men.  A  sedentary  mode  of  life,  constipation,  ex- 
cessive eating  of  fats,  starches,  and  sugars,  and  chronic  malarial 
poisoning,  seem  to  have  some  effect  in  causing  the  formation  of 
calculi. 

I.     CALCULI  WHICH  ARE  FORMED  IN  THE  GALL-BLADDER  AND  REMAIN 

THERE. 

1.  When  calculi  are  formed  in  the  gall-bladder,  they  may 
remain  there  and  give  absolutely  no  symptoms.  The  gall-bladder 
usually  becomes  contracted,  and  the  cystic  duct  is  obliterated. 

2.  Calculi  in  the  gall-bladder  may  from  time  to  time  cause 
attacks  of  pain  which  last  for  hours  or  days.  In  some  persons  the 
attacks  of  pain  are  repeated  frequently  and  there  is  much  loss  of 
flesh  and  strength.  These  cases  are  very  difficult  of  diagnosis. 
It  is  of  course  always  easy  to  open  the  abdomen  and  examine  the 
gajl-bladder.  But  the  physician  who  has  to  make  his  diagnosis 
with  his  head  rather  than  with  his  hands  finds  the  large  group 
of  patients  with  attacks  of  the  pain  in  the  upper  right  side  of  the 
abdomen  call  for  his  best  judgment.  Many  of  them  are  per- 
manently cured  without  operation  and  then  the  diagnosis  remains 
doubtful. 

Case  XXX.  Severe  and  long  continued  pain  over  the  gall- 
bladder; Complete  recovery  without  operation.  Male.  24  vears 
old. 

In  April,  1886,  in  the  night,  he  had  a  sudden  attack  or  severe 
pain  in  the  right  back  and  extending  forwards,  whicli  lasted  for 
an  hour. 

Three  days  later  he  had  a  similar  attack.  After  that  he  was 
perfectly  well  until  July  6.  then  he  went  to  bed  feeling  perfectly 
well.  Early  in  the  morning  he  woke  up  with  severe  pain  in  the 
back  extending  forward  on  the  right  side  under  the  ribs.  After 
this  the  attacks  of  pain  returned  every  night  at  the  same  time, 
while  there  was  no  pain  in  the  day  time. 


SI  M  i 


BIL1AKV 


The  pain  became  more  severe  and  more  continuous  anti 
September  be  had  pain  Dearly  .-ill  the  time  day  ami  night    II*1 

was  treated   lor  gall-$tonCfl  with  purgatives,  nli 
opium,  etc 

1  first  saw  hint  «»n  8ep1     -I       II'*  was  then    ;  B&d 

emaciated  with  the  face  of  a  person  from  out  with  paw 
It  seemed  to  me  probable  that  tie1  pain  at  first  had  tx 

partly  to  intestinal  colic  and  partly  t  <  *  gall-stones,  but  thai 

the  pain  had  become  largely  a  habit 

li    was  put  on  a  milk  diet  and  given  ipecac  and  belladonna. 
Sept  24,  the  pain  was  no  better,  the  same  treatment 

continued  and  a   nitrie  aeid  issue   made  over  the  region  of  the 

gall-bladder. 

October  1,  the  pain  was  somewhat  better. 

Oct.  s,  the  pain  was  as  bad  as  ever,  he  was  etida 

;il  of  the  ipecac  and  belladonna. 

Oct.  11.  h<j  was  no  better;  f  began  to  wash  out  the  atomaeh 
ever]  day. 

Oct.  t3.     lie  w.is  ;(  little  better,  to  resume  the 
belladonna 

Oct.  18.      He  was  now  really  better,  tO  wash  out  the  stun 

every  other  day. 

Nov.  -l.  ho  n  ted  to  he  well,  had  no  more  pain. 

Nov.  9.    lie  was  eating  throe  good  meals  a  day 
mgth,  went  bach  tii  work. 


3.    Calculi  remaining  in  the  ^alhbladder  may  act  a*  irr 
mg  bodies,  and  excite  catarrhal  or  suppurativa  nation  of 

the  wall  ol  tin    gal  I  -Madder. 

A  catarrhal  inflammation  is  attended  with  dilatation 
gall-bladder  and  pain, 

A  suppurative  inflammation  is  attended  with  pain,  dilatation 
of  the  gall-bladder,  fever,  sweating,  loss  of  ft 
There  may  be  added  a  localized  peritonitis,  with  the  form 
of  adhesions. 

If  the  patients'  general  condition  rema 
he  kept  in  bed,  with  the  application  of  continuous  cold  <»\ 
gall-bladder.     If  the  cases  are  at  all  threatening,  tl 
factory  treatment  is  tn  open  the  ^all-bladder  and  removi 
calculi 
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II.    CALCULI  MAY  PASS  INTO  THE  CYSTIC  DUCT  AND  BECOME  IMPACTED 

THERE. 

1.  There  will  be  an  attack  of  biliary  colic,  or  there  are  sev- 
eral such  attacks.  After  the  last  attack  there  will  be  found  a 
tumor  formed  by  the  dilated  gall-bladder.  This  tumor  may  cause 
so  little  inconvenience  that  no  treatment  for  it  is  necessary,  or  it 
may  give  so  much  discomfort  that  it  will  be  proper  to  empty  it 
by  the  aspirator. 

2.  There  will  be  an  attack  of  biliary  colic  and,  after  this, 
first  dilatation  and  then  inflammation  of  the  gall-bladder.  The 
gall-bladder  forms  a  tumor  of  large  size ;  fever,  sweating,  loss  of 
flesh  and  strength  are  developed;  localized  peritonitis  may  be 
added.  If  not  treated,  these  symptoms  will  continue  and  cause 
the  death  of  the  patient. 

Some  of  these  cases  may  be  cured  by  the  continuous  applica- 
tion of  cold,  others  by  aspiration,  while  in  others  it  is  necessary 
to  open  the  gall-bladder. 

3.  Such  a  calculus  may  be  followed  by  adhesions  between 
the  wall  of  the  bile-duct  and  the  intestine,  ulceration,  the  escape 
of  the  calculus  into  the  intestine,  and  the  recovery  of  the  patient. 
Or  the  calculus  may  remain  in  the  intestine  and  cause  an  obstruc- 
tion there. 

4.  One  or  more  calculi  may  remain  in  the  cystic  duct  for 
years  and  produce  attacks  of  pain  like  those  due  to  calculi  in  the 
gall-bladder.  These  cases  have  been  successfully  treated  by 
surgical  operations. 


m.       CALCULI    MAY   PASS    FROM    THE    GALL-BLADDER    THROUGH    THE 
DUCTS  INTO  THE  INTESTINE. 

Such  a  passage  of  a  calculus  is  attended  with  symptoms  which 
are  called  an  attack  of  biliary  colic. 

The  cases  vary  as  to  the  size  and  consistence  of  the  calculi, 
as  to  whether  they  are  true  calculi  or  masses  of  inspissated  bile. 
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as  to  the  rapidity  of  the  passage  of  the  calculi,  and  as  to  the  fre- 
quency of  the  attacks. 

Symptoms. — Sometimes  there  is  an  initial  chill,  more  or  less 
marked;  but  this  is  not  constant.  Then  comes  the  most  marked 
symptom— pain.  This  usually  comes  on  suddenly  and  severely, 
referred  to  the  epigastrium  and  the  lower  edge  of  the  liver,  and 
radiating  in  different  directions.  Occasionally  the  invasion  is 
slower,  and  the  pain  more  dull  and  aching.  The  pain,  as  such, 
resembles  that  of  intestinal  colic,  and  that  of  nephritic  colic. 

Nausea  and  vomiting  frequently  accompany  the  attack. 

Fever  occurs  in  three  ways:  It  may  simply  accompany  the 
attack.  It  may  be  due  to  a  complicating,  localized  peritonitis. 
It  may  be  due  to  pre-existing  malarial  poisoning. 

During  an  attack  of  biliary  colic,  the  pulse  is  usually  small 
and  feeble ;  the  bowels  are  constipated  before  and  during  the  at- 
tack ;  the  intestines  are  distended  with  gas. 

Usually  the  general  condition  of  the  patient  remains  good, 
but  there  may  be  marked  prostration  and  even  collapse  and  death. 

Jaundice  is  regularly  developed  within  twenty-four  hours 
after  the  commencement  of  the  pain,  and  continues  for  some  days 
after  this  has  subsided.  But  when  the  calculi  are  small,  or  in- 
spissated bile  is  passed,  the  jaundice  may  be  entirely  absent.  In 
patients  who  have  repeated  attacks  of  severe  pain  referred  to  the 
upper  part  of  the  abdomen  without  jaundice,  it  is  often  very 
difficult  to  tell  whether  the  pain  belongs  to  the  bile-duet,  the 
colon,  or  the  stomach. 

The  liver  may  be  swollen  and  tender  during  and  after  the 
paroxysm.  The  gall-bladder  may  be  swollen,  tender,  and  some- 
times surrounded  by  a  localized  peritonitis. 

Duration. — The  ordinary  attacks  only  last  for  a  few  hours 
or  days.  There  may  be  only  one  or  two  attacks,  or  the  attacks 
are  repeated  at  intervals  for  a  number  of  years.  With  such  a 
repetition  of  the  attack  the  general  health  may  suffer,  partly  from 
the  recurrence  of  the  pain,  partly  from  the  drugs  used  to  con- 
trol it. 

Less  frequently  there  are  attacks  which  last  for  weeks    or 
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months.  The  pain,  jaundice,  and  vomiting  continue,  there  is  an 
irregular  febrile  movement,  and  the. patients  lose  flesh  and 
strength. 

It  is  the  fashion  just  now  to  ascribe  these  attacks  not  to  the 
passage  of  the  calculi  but  to  intercurrent  attacks  of  inflammation 
of  the  biliary  passages.    I  think  the  older  explanation  holds  good. 

Diagnosis. — The  regular  attacks  with  pain  and  jaundice  are 
easily  recognized. 

Repeated  attacks  of  pain  in  the  upper  part  of  the  abdomen 
may  be  due  to  the  passage  of  a  calculus  through  the  ducts,  to  the 
presence  of  calculi  in  the  ducts  or  in  the  gall-bladder,  and  to 
disorders  of  the  colon  or  of  the  stomach ;  it  is  often  very  difficult 
to  distinguish  between  them. 

Treatment. — During  the  paroxysm  of  biliary  colic  the  pain  is 
to  be  relieved  by  hypodermic  injections  of  morphine,  or  by  in- 
halations of  chloroform  or  ether.  There  seems  also  to  be  some 
advantage  in  the  use  of  hot  baths,  hot-water  onemata,  and  pur- 
gatives. 

To  prevent  the  recurrence  of  attacks  of  biliary  colic  thore 
are  plans  of  treatment  which  are  not  very  rational,  but  yet  whi«h 
are  often  efficacious. 

In  some  patients  the  attacks  will  cease  if  the  stomach  is 
washed  out  every  day. 

In  some  patients  the  use  of  olive-oil  stops  the  attacks.  Half 
a  pint  can  be  poured  into  the  stomach  through  the  stomach- 
tube;  or  a  tablespoonful  of  oil  can  be  mixed  with  milk  and 
swallowed,  the  second  day  two  tablespoonfuls  of  oil  are  takon. 
and  so  on  up  to  six  tablespoonfuls. 

If  the  attacks  are  frequently  repeated  and  cannot  bo  other- 
wise relieved  a  surgical  operation  is  necessarv. 

IV.    CALCULI  MAY  PASS  FROM  THE  GALL-BLADDER  INTO  THE  COMMON 
DCCT  AND  BECOME  IMPACTED. 

The  patients  give  the  history  of  one  or  more  attacks  of 
biliary  colic,  or  that  of  several  attacks  of  pain  and  light-color-1 
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faeces  withoul  Jaundice.    Then  there  cornea  em  attack  of  biliary 
colic  which  Ifes  tune  and  subsi  the  jaun 

-I  inerea 
Thrrr  are  case*,  how we i\  in  which  there  is  no  attack  of  pain 

in  mark  the  time  of  the  lodgment  of  the  calculus     On 
titular  day  it  ia  evidenl  thai  the  common  bile-dud  to  obstm 
and  the  symptoms  of  this  obstruction  become  more  and  move 

ded. 

Tin*  skin  becomes  very  yellow,  the  urine  is  dark  with  b 
pigment,  the  feces  ere  white.    There  is  an  irregular  fever,  the 

•its  Inst*  iii'sh  and  strength ;  there  are  lose  of  appetite,  d 
and  vomiting;  the  bowels  are  constipated,  the  fcosj 
and  dry,  cerebral  symptoms  are  developed,  and  tl<  bleed- 

ings from  the  mucous  membranes  and  into  the  skj  liver 

may  be  large  and  teller  and  the  gall-bladder  distended. 

Unless  relieved  by  s  surgical  operation  this  condition  r 
larly  proves  fatal,  bu1  it  is  possible  for  the  calculus  to  i 
a  perforation  into  the  intestine,  and  for  tin*  patient  to  recover. 

The  only  treatment  is  o  surgical  opera  the 

calculus. 


v      CALCULI   MAY  PASS  FROM  THE  GALL-BLADDEK  INTO 

D0CT  AND  remain  THERE  WITHOUT  HKINo   rWACTBD. 

Such  a  calculus  passes  into  the  common  duct  and   remains 
there,    Thru  for  years  the  calculus  slowly  increases  is 
the  common  and  hepatic  ducts  become  dilated  to  n 
for  it. 

The  patients  suffer  from  repeated  of  pain,    Caver, 

nausea,  vomiting,  and  jaundice.     Th<  me  more 

frequent  and  the  patients  cease  to  improve  between  the  attacks. 
The  jaundice  becomes  continuous,  they  Lot  ogth 

an«l  finally  die  exhausted,  or  with  suppurative  inflammatio 
Mm    ^all-bladder  or  bile-duct. 

The  only  efficient  treatment  is  1 1 v  a  surgical  operation. 
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Case  XXXI.  Movable  calculus  in  the  common  bile-duct. 
Male,  62  years  old,  March  8. 

Fifteen  years  ago  he  began  to  have  attacks  of  pain  over  the 
free  border  of  the  ribs  on  the  right  side,  coming  on  suddenly, 
lasting  from  half  an  hour  to  several  days  and  then  going  off 
suddenly.  During  the  attacks  there  was  vomiting,  jaundice,  and 
fever.  The  attacks  have  been  repeated  ever  since  at  intervals 
of  about  six  weeks.  He  is  now  in  one  of  his  attacks  with  tem- 
perature 103°,  jaundice,  pain  over  the  liver.  The  liver  was  en- 
larged. His  general  condition  was  very  bad,  he  grew  worse  and 
died  on  April  15. 

Autopsy.    The  body  was  emaciated  and  jaundiced. 

The  right  auricle  and  right  ventricle  of  the  heart  and  the 
pulmonary  artery  were  dilated. 

The  lungs  were  emphysematous  with  old  fibrous  tissue  and 
cheesy  nodules  at  the  apices. 

The  liver  was  large  and  hard.  There  was  pus  and  fibrin 
on  its  convexity.  The  common  and  hepatic  duets  were  much 
dilated  and  contained  a  movable  calculus  about  one  incb  long. 
The  duct  narrowed  abruptly  to  its  normal  size  as  it  entered  the 
wall  of  the  duodenum.  The  walls  of  the  dilated  ducts  were  not 
thickened  or  inflamed.    The  gall-stone  acted  as  a  ball  valve. 

The  large  and  small  bile-ducts  throughout  the  liver  were 
dilated,  around  the  smaller  ones  were  zones  of  connective  tissue 
infiltrated  with  pus.     The  gall-bladder  was  not  changed. 

The  spleen  was  normal. 

The  mucous  membrane  of  the  stomach  was  coated  with 
mucus. 

The  intestines  were  normal. 

The  kidneys  showed  the  lesions  of  chronic  nephritis. 


VI.      CALCITU   IX   THE  TNTESTIXKS. 

A  calculus  of  some  size,  situated  in  the  gall-bladder,  may 
cause  inflammation  of  the  wall  of  the  gall-bladder,  adhesions  to 
the  intestine,  perforation,  and  escape  of  the  calculus  into  the 
intestine. 

These  morbid  processes  are  naturally  attended  with  symp- 
toms, but  it  sometimes  happens  that  the  patient  will  give  no 
history  of  them. 
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Ai:  time   the   cal<mlaa    is   increased  in  size   by   the 

nun  about  it  of  e  layers  of  mucus  aud  of  the 

of  lime. 

Such  ,i  oaleulua  may  remain  in  the  for  a  long  time 

Without  any  BTmpI  .•■-■pi  00068101101  uncomfortable   feelings 

in  the  abdomen.     It  may  produce  attacks  of  severe  pain.    It  may 
partial  or  complete  obstruction  i  ateetine. 

The  only  treatment  is  t lie   removal   of 
jical  operatiOTi. 

Suppurative  inflammation  of  tin  hUe-ducts  within  tk< 

In  many  parts  of  the  body   suppurative  inflammations  with 
streptococcus  without   diseoverabli  In 

all  the  patients  the  sy  titutional  inf  hills. 

and  emaciation  arc  constant,  tli«'  local  symptoms  -'I'  the  in- 
flammation are  no  So  with  th  ma  of 
the  bile-dueta  within  the  liver.  The  patients  .  >vs  septic. 
evidences  of  inflammation  of  the  liver  may  be  present  or  ai 


I  \-y  XXX  II.    Suppurative  inflammation  of  /' 
within  th<  ilr<i\   Female,  33  years  old.  August  2. 

About  eight  weeks  ago  she  was  thrown 
furniture  and  struck  on  the  lower  part  of  the  abdomi 

this  she  discharged  a  Large  quantity  of  blood    from   the 
vagina,  was  in  bed   four  weeks  and  then  partly  n^  Five 

ago  she  began  to  hav.  ;i  watery  iiarrhosa,  Boor  to  five 
daily. 

Two  weeks  ago  he  had   a  srvre  chill,  followed  by  £ei 
vomiting  and  jaundice. 

remained  in  this  condition  until  she  died  on  Septem- 
ber 2. 

Autopsy.    The  brain  wu  aed. 

The  heart  was  soft  and  flabby. 
The  lungs  were  oedematoua    The  right  lower  If 
berent  to  the  diaphragm  and  invaded  by  an  ab  the  Liver 

which  has  perforated  the  diaphragm. 
The  spleen  was  sofl 
The  kidneys  were  large  and  succulent 
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tritis  and  functional  disturbance  of  the  liver.    They  slowly  1  s 
flesh  and  strength  and  become  anaemic.     It  becomes  more  an-1 
more  evident   that  they  have  a  malignant  new-growth  in  im- 
part of  the  body,  but  it  impossible  to  locate  it  on  account  ««f  th- 
wart of  local  symptoms  or  physical  signs. 

3.  Tht-re  are  rare  cases,  with  a  large  modular  Iivrr.  \i-h:c":. 
I>ehave  like  cirrh«.*is.  rather  than  like  cancer. 

4.  There  are  cases  in  which  the  new-growth  v*ry  ^>.n    n- 
vades  tin*  branches  of  the  portal  veins,  so  that  ascir»>  >  >::.  -;a.-ly 
and  prominent  symptom  before  there  has  been  m»ie:.  eh*r.2-:  ..-. 
the    general    health.     The    ascites    may    lie    aw-ru:  >.:'.-}     - 
chronic  peritonitis.    The  cases  look  more  like  ^-hr«r:;-.-  ■■.-  *  .—  r  ■  . 
lar  peritonitis,  or  cancer  of  the  peritoneum,  t'r.ar. 

cancer  of  the  liver. 

Case  XXXIV.    Primary  tart\vOft*a  >>'  *'■•■  *      y.  .       r~ 

years  old.  February  21.  1**'). 

Since  December.  1>*4.  he  h&>   r-~r.  fjrr-.  '.  .     .      . ■-     _• 
and  strength  with  no  symptom  >»*it  a  !•-—     :   :•;  -■ 

For  twij  weeks  past  he  ha*  ffcil--!  ::.  r-  r:j 
ing.  constipation  and  pain  ov-=r  th*  liv-r. 

Now.  he  is  feeble,  ana-mi'-.  ~z:.?s:.k~^\     .;   •  - 
pulst-  116.  temp-rat ?ire  f**',  :;rir:-    -,r.v  :.-    -. 
liver  is  much  ^nlarg^-d.     He  die-]  \r.  ?[-..-.  ! 

Ah*v\>$]I.    There  w-n-  a  f--*-  t.v..^!!    :'r.  '■■  ■ 
monary  pl.-ura.     Th-  •  ror.cr.i.sl    -..'.:    --■.-■-■        ;• 
large  and  infiltrated  wft'r.  r.--*-er  -s-r. 

Th-re  was  a  little  -i  J  ••:.->-:.  -  -j    -  -•  - 
valves. 

Th»-  *mall  and  larsfr  ::■•***   .-   ■  -•■  -    .-■ 

Th»-  «rse»*;»  iri-r.'.'-rir.-r     :  *r- 
f»oat»-d  with  muds. 

The  <pleen  w^s  Ia!v- 

The  pHncreas  wjm  r/rvr.  *. 

Th*-  k:dn-;->  x~r~  \\ri-  -.-  s    ' 

Th-  i!v->r  w-!irr.-»'5  •--.  * 
small  ■**;%■  r.  »:  :>•      7~  -•-    .    • 
stroma  '-:.'■'.  *-ir.sr  ^r."  -*•      *•  ■ 
polye»>:>.i  -?rL"«.  v.v-t*  **".--„«--      ■•-.■■,  .    ■  : 

mesh*-*?. 
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tin'  liver  attains  u  large  size  sad  gives  more  marked  syrapl 

than  d06Q  1  >n'  primary  tumor  from  which  it  original 

Of  the  primary  new-growths  of  tin*  liver  the  Larger  a  amber 
follow  tlip  type  of  carcinoma.    They  are  composed  <>f  tubu 
lined  with  cylindrical  epithelium,  or  H P<-<1  with  polygonal  cells; 

or    of    larger    ami     nuiiv    irregular 

gonal  sells. 

Primary  sarcomata  rf  the  liver 
follow  the  typo  of  the  sarcomata  which  seems  I 
from  the  connective  tissue  aronnd  blood-vessels 

The  new-growth  may  take  the  form  of  multiple 
g]e  tumors  which  may  reach  a  lai 
filtration.    The  liver  itself  is  twoally  increased  in  «»r 

nodular*  according  to  the  arrangement  of  the  new-growth-     lint 

some  of  the  livers  are  no1  enlarged,  some  ai veil  dii 

size.    The  new-growth  maj  compress  the  bile-duets,  it  m; 
press,  or  grow  into,  the  veins. 

Then-  may  be  secondary  tumors  in  the  peritone 
or  peritonitis. 

Tli«  symptoms  of  the  primary  new-growth  in  the  li 
variable  and  often  obscure, 

1.  The  patients  first  complain  of  dei  ion 
of  gastric  dyspepsia,  and  of  functional  di&turl 

li  often  happens  that  these  symptoms  folloi  the 

same  kind  which  existed  before  the  formation  of  the 

in  the  liver,  set  thai  a  history  ol'  similar 

whirls  extends  over  man  thai  the  ; 

first  suffered  from  chronic  -  actional 

of  the  liver,  and  thou  a  oew  growth  in  t h«*  liver  was  ft 

the  old  symptoms  were  made  worse  without  changing  their  oh 

scter.    As  the  tumor  of  the  liver  in 

They   lose  flesh  and   strength,    l> 

have  an  irregular  fever,  hi no  a   little 

OBctema  of  the  legs,  and  a  large  liver.    The  pp 

lirst  slow  and  gradual,  toward  the  end  much  more  ra] 

2.  The  patients  suffer  from  the  symptoms  nf  chrrtnie 
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tritis  and  functional  disturbance  of  the  liver.  They  slowly  1  w 
flesh  and  strength  and  become  ancemic.  It  becomes  more  and 
more  evident  that  they  have  a  malignant  new-growth  in  some 
part  of  the  body,  but  it  impossible  to  locate  it  on  account  of  the 
want  of  local  symptoms  or  physical  signs. 

3.  There  are  rare  cases,  with  a  large  nodular  liver,  which 
behave  like  cirrhosis,  rather  than  like  cancer. 

4.  There  are  cases  in  which  the  new-growth  very  soon  in- 
vades the  branches  of  the  portal  veins,  so  that  ascites  is  an  early 
and  prominent  symptom  before  there  has  been  much  change  in 
the  general  health.  The  ascites  may  be  accompanied  by 
chronic  peritonitis.  The  cases  look  more  like  chronic  or  tubercu- 
lar peritonitis,  or  cancer  of  the  peritoneum,  than  they  do  l'k'j 
cancer  of  the  liver. 

Case  XXXIV.  Primary  carcinoma  of  the  liver.  Male,  47 
years  old,  February  21,  1885. 

Since  December,  1884,  he  has  been  gradually  losing  fle-h 
and  strength  with  no  symptom  but  a  loss  of  appetite. 

For  two  weeks  past  he  has  failed  more  rapidly  with  vomit- 
ing, constipation  and  pain  over  the  liver. 

Now,  he  is  feeble,  anaemic,  emaciated,  slightly  jaundiced, 
pulse  116,  temperature  99°,  urine  contains  no  albumen.  The 
liver  is  much  enlarged.    He  died  on  March  1. 

Autopsy.  There  were  a  few  small  white  nodules  in  the  pul- 
monary pleura.  The  bronchial  and  mediastinal  glands  were 
large  and  infiltrated  with  new-growth. 

There  was  a  little  old  thickening  of  the  aortic  and  mitral 
valves. 

The  small  and  large  intestine  were  normal. 

The  mucous  membrane  of  the  stomach  was  congested  and 
coated  with  mucus. 

The  spleen  was  large. 

The  pancreas  was  normal. 

The  kidneys  were  large  and  congested. 

The  liver  weighed  ten  pounds.  It  was  thickly  studded  with 
small  white  nodules.  These  were  composed  of  a  dense  fibrous 
stroma  enclosing  cavities.  Some  of  these  are  filled,  with  small 
polygonal  cells,  others  with  a  fine  network  enclosing  cells  in  its 
meshes. 


III.    NKW-fJKOWTHS    OK 


SI  XXXV.     I'm, hi, 

h   Femal<  rs  old. 

Deoember  25,  1886,  she  began  to  hn  pain  an 

ing  of  the  abdom 

hi  February,  1887,  ber  feet  began  to  swell. 

starch  15,  she  I  the  leg! 

■  •r.(tii re  98  ,  urine  1.020  r  album. 

Tin-  !  i  downward. 

March  18,  she  is  out  of  bed,  1 1  ounces  of  urine  in  I 
tour  hours.    She  continued  to  look  as  if  she  bad  cirrhosis  of  ilm 
!iv*jr  with  dropsy,  lust  flesh  and  strength  and  died  April  7. 

Autopsy,   Both  pleural  cavities  were  half  full  of 

There  was  a  little  old  thickening  of  the  aortic  and  mitral 
calves  of  the  heart. 

The  peritoneal  cavity  was  distended  with  serum. 

The  spleen    was    enlarged   and    studded    with   small,    w 

nodule*. 

The  stomach  was  coated  With  mucus. 

The  small  and  large  intestine  were  normal. 

The  pancreas,  Kidneys,  litems  and  oi  ire  norm 

The  liver  weighed  seven  pounds.    The  right  lobe  wm 

studded  with  large  and  small  white  nodules,     T 
posed  of  a  fibrous  stroma  enclosing  regular  tubular  s] 
with  polygonal  nucleated  cells. 

Case  XXXYl  •/"  thi  Uwr  and  kidneys.     Mate.    37 

years  old,  Jul; 

For  six   months   he   has   ha  es   mi   exertion, 

dropsy,  headache,  and  vomiting. 

Now,  he  is  emaciated,  do  dropsy,  dyspncea,  pu 
perature  99°.  urine  LOOS,  albumen,  no  casts,  tl  is    en- 

larged. 

He  became  comatose  and  died  July  18, 

Autopsy.    The  brain  was  normal. 

The  aortic    and    mitral    valves    were   I  left 

ventricle  was  hypertrophSed, 

The  lun|  wry  oedemata 

The  liver  was  Large,  it  contained  numerous  tarni  the 

size  of  a  filbert  to  thai  of  a  lemon,  they  had  smooth  walls 
contained  yellow  serum. 

The  spleen  w.is  normal. 

The  mucous  membrane  of  the   stomach    was    coated    with 
mucus. 
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The  kidneys  were  very  large  and  changed  into  a  mass  of 

cysts. 

Cancer  op  the  Common  Bile-Duct. 

Lesions.— The  growth  begins  in  the  wall  of  the  common  bile- 
duct  near  the  duodenum  and  surrounds  and  constricts  the  duct. 
The  growth  may  remain  small,  or  may  extend  to  the  pancreas 
and  lymphatic  glands  and  form  large  tumors.  The  growth  con- 
stricts the  bile-duct,  prevents  the  escape  of  bile,  and  so  produces 
dilatation  of  the  bile-ducts  and  the  gall-bladder. 

The  disease  belongs  to  persons  over  forty  years  of  age. 

Symptoms. — Jaundice  is  developed  suddenly,  and  increases 
in  intensity  throughout  the  disease. 

Pain  comes  on  suddenly,  and  is  referred  to  the  region  of 
the  common  bile-duct. 

Nausea  and  vomiting  often  mark  the  onset  of  the  symptoms 
and  may  continue. 

The  sudden  development  of  the  symptoms  in  a  disease  of 
this  character  is  a  noticeable  feature. 

The  patients  go  on  with  the  symptoms  of  a  very  bad  ob- 
structive jaundice.  The  pigmentation  of  the  skin  becomes  con- 
stantly deeper,  the  urine  is  loaded  with  bile-pigment,  the  faeces 
are  white.  The  patients  lose  flesh  and  strength,  there  are  hemor- 
rhages in  the  skin  and  from  the  mucous  membranes,  cerebral 
symptoms  are  developed,  the  tongue  is  brown  and  dry,  the  gall- 
bladder may  be  dilated  so  as  to  form  a  tumor  of  some  size.  The 
patients  finally  die  deeply  jaundiced,  emaciated,  and  semi- 
comatose. 

The  duration  of  the  symptoms  is  usually  for  from  one  to 
three  months. 

Cancer  of  the  Gall-Bladder. 

Lesions. — The  growth  is  said  to  begin  in  the  wall  of  the 
gall-bladder  near  the  fundus  or  the  cystic  duct,  and  then  extends 
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until  it  involves  a  tole  pari  of  the  bladder.    The  gall* 

bladder  may  l»« ne  contracted  and  small,  or  it  may  eon; 

gall-sUue-s,   or   it    may    lie  distended    with    ilnid 

tumor  of  some  size.    There  may  be  secondary  nodules   in 
liver. 

nptoms, — The  clinical  histories  aw  very  obc 
patients  lose  Saab  and  strength  and  become  each 
had  a  cancer  in  som<  (jr. 

If  the  gall-bladder  is  contracted  there  is  nothing  t<»  tell 
where  the  cancer  ia 

[f  the  gall-bladder  ia  dilated,   the   presence   of   Hie 

assists  in  Tanking  tie  >is. 

If  the  liver  is  enlarged  and  eon1  the 

case  is  usual!}  supposed  t<>  be  one  of  eanoer  of  the  lii 

Case  XXXVII.     Carcinoma  of  common  bile-duct,     Male. 
48  years  old.  November  9. 

Three  weeks  ago  he  was  suddenly  bh  jaundice, 

nausea,  vomiting  and  prostration. 

Nov.  9,  ited,  deeply  jaundiced,  tongne  brown  i 

<lrv.   pulse  80,  temperature  96°,   urine  contains  bile-pigny 
There  is  a  continual  bloody  discharge  from  the  month. 

Nov.   11.  tin*  distended  gall-bladder  can  be  felt  from  the 
eleventh  rib  •<«  the  anterior  superior  the  ileum, 

rated  sixteen  ounces  of  bile. 

\"o\ .  IS,  not  as  yellow,  aspirated  eight  ounces  of  bile. 

November  16,  died. 

Autopsy,    Body  emaciated  and  deeply  jaundiced. 

The  brain  was  ia  i 

The  lower  lobe  of  the  right  lung  ed 

The  aortic  and  mitral  valves  were  a  little  thickened. 

The  spleen  was  normal 

The  capsules  of  the  i  prore  adherent,  the  capsule 

thinned. 

The    stomach,    small    intestine    and    large    intei 

normal. 

The  liver  was  of  medium  size  and  bile 

The  gall-bladder  was  distended  with  l>il<\    The  •• 

lie  and  large  ducts  in  tie"  liver  v, 
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the  common  duct  passed  over  the  head  of  the  pancreas  its  wall 
was  thickened  and  its  lumen  nearly  obliterated. 

The  pancreas  was  small,  hard  and  nodular. 

The  bile-duct,  where  it  passed  over  the  pancreas,  had  its 
wall  thickened  with  dense  connective  tissue  in  which  were  ir- 
regular tubules  lined  with  cylindrical  epithelium.  Beneath  thi? 
in  the  pancreas  was  a  mass  of  connective  tissue  in  which  were 
large  tubules  lined  with  cylindrical  epithelium.  Through  the 
rest  of  the  pancreas  there  was  a  diffuse  growth  of  connective 
tissue,  atrophy  of  the  glandular  acini  and  scattered  tubules  lined 
with  cylindrical    epithelium. 

Case  XXXVIII.  Carcinoma  of  the  common  bile-duct.  Fe- 
male, 35  years  old,  April  30. 

Two  months  ago,  after  exposure  to  cold,  she  was  seized  with 
severe  pain  in  the  epigastrium  and  became  intensely  jaundiced. 
The  pain  continued  for  four  weeks.  She  is  now  very  feeble  and 
deeply  jaundiced. 

May  28  she  began  to  vomit  blood  and  continued  to  do  so 
until  she  died  on  May  30. 

Autopsy.  On  the  inner  surface  of  the  dura  mater  over  the 
convexity  of  the  brain  there  was  a  thin  layer  of  new  tissue  in 
which  were  thin  clots.  The  serum  beneath  the  pia  mater  was 
increased  in  quantity. 

The  heart  was  normal. 

The  bronchi  contained  blood  clots. 

The  liver  was  large,  greenish,  adherent  to  the  stomach.  At 
its  left  border  was  a  small  abscess  between  the  liver,  spleen  and 
diaphragm. 

The  common,  cystic  and  hepatic  ducts  were  dilated.  The 
termination  of  the  common  duct  in  the  duodenum  had  its  wall 
much  thickened  and  projected  into  the  duodenum  like  a  teat.  It 
was  not  occluded,  but  admitted  a  probe  as  large  as  a  goose  quill. 
The  bile-ducts  throughout  the  liver  were  dilated  and  contained 
pus. 

The  thickening  of  the  wall  of  the  common  bile-duct  was  due 
to  a  new  growth  composed  of  follicles  lined  with  cylindrical  epi- 
thelium. Over  the  new  growth  the  mucous  membrane  was  in- 
tact. The  new  growth  invaded  a  small  part  of  the  adjacent 
pancreas. 

The  stomach  was  coated  with  mucus  and  contained  blackish 
fluid. 
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Case  XXXIX.  Corctnoffm  of  the  common  M 

.stum!  po>t>.un.    Male,  78  years  old 

Ik  was  a  clergyman  and  had  suffered  from  d 
Bfty  yean.    D  tie  bad  a  severe  attach  oi 

the  epigastrium  and  vomiting. 

January.  M<$i\.  he  had  a  similar  attack    From  thea 
be  rallied  sl<  .1  imperfectly,     1 1  is  stools  became  lighter 

color  ional  diarrhoea.     Ik  ip  one 

-]<<  of  food  after  another,   because  they  caused  pain   ai 
vomiting. 

In  June,  he  continued  tn  lose 
itching  lit"  the  skin. 

In  July  be  became  decidedly  jaundiced  with  day  colored 
stools,  constant  m  ad  attac  un. 

Oct.  11    1   saw  him.     1 1  **  w.is  then   feeble  and  emi 
slightly  j;niii  several  Loose  whit  lay,  00 

dominaJ  tumor.     I  thought  be  had  a  perman  rtion  of 

the  common  duct,  probably  from  a  calculus.  He  gradu 
and  died  November  1 

Partial  Autopsy.   The  liver  was  large  and  bile  stained, 
gall-bladder  contained  eight  ounc  urbid  Quid.    The  com- 

mon ;md  hepatic  ducts  were  dilated  with  thickened  wall-,  up 
the  duodenum.    The  papilla  of  the  common  bile-duct  in  the  d 
denum  was  changed  into  a  tumor  three-quarters  of  an  inch  I 
and  one-quarter  of  an  inch  thick.     It  was  c 
neel  stroma  enclosing  tubular  follicles  lined  with 

drical  epithelium. 

Case  XL,    Carcinoma  of  th>  common  bile-duct 
years  old,  February  28. 

Two  months  ago  he  began  t<>  have  jaundice,  von  pun 

over  the  livei  idual  less  <d   flesh  and  si 

He  continued  after  this  to  gel    steadily   worse,    inc 
jaundice,     emaciation,    vomiting,    stupor,     The    • 
bladder  could  be  easily  felt.    April  12  he  died. 

Autopsy-    The  body  was  emaciated  and  deeply  jaundic 

The  heart  was  normal. 

The  lungs  were  somewhat  congested,  the  bronchi  cong* 
and  coated  with  mucus. 

The  kidneys  showed  the  lesions  of  chronic  nephri 

The  mucous  membrane  of  the  stomach    was   black 
thickly  coated  with  nmeus. 

The  liver  was  large  and  green,  the  larger  bile-ducts  .} 
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with  bile.  There  were  a  number  of  small  white  nodules  in  the 
right  lobe.    The  gall-bladder  was  dilated  and  distended  with  bile. 

The  end  of  the  common  bile-duct  in  the  duodenum  was  en- 
larged so  as  to  project  like  a  teat.  Its  wall  was  thickened  by  a 
growth  of  connective  tissue  containing  tubular  follicles  and  its 
lumen  was  filled  by  an  outgrowth  of  similar  tissue.  Further 
back  in  the  head  of  the  pancreas  the  walls  of  the  bile-duct  and 
pancreatic  duct  were  thickened  with  the  same  tissue.  In  the 
surrounding  pancreas  was  a  growth  of  connective  tissue  and 
tubules. 

The  nodules  in  the  liver  were  composed  of  tubular  and  ir- 
regular follicles  lined  and  filled  with  cylindrical  cells. 

Case  XLI.  Carcinoma  of  the  common  bile-duct.  Male,  47 
years  old,  June  1. 

Fifteen  months  ago  he  began  to  have  dysentery,  from  which 
he  has  never  recovered. 

Twelve  months  ago  he  had  two  attacks  of  hoematemesis.  He 
has  every  day  three  or  four  passages  of  blood  and  mucus. 

Five  days  ago  he  had  headache,  loss  of  appetite  and  became 
jaundiced. 

June  1,  he  is  feeble,  jaundiced,  with  nausea,  pain  in  the  left 
side,  urine  contains  a  little  albumen. 

June  31,  the  jaundice  has  been  increasing,  he  is  losing  flesh 
and  strength,  continues  to  pass  blood  and  mucus  from  the 
bowels.    He  went  on  in  this  way  and  died  August  4. 

Autopsy.  The  body  was  deeply  jaundiced  with  small  ecchy- 
moses  in  the  skin. 

The  brain  was  not  examined. 

The  heart  was  normal. 

There  were  old  pleuritic  adhesions,  emphysema,  old  fibrous 
nodules  and  diffuse  fibrous  tissue  at  both  apices. 

The  spleen  weighed  V/2  pounds. 

In  the  pancreas  the  small  ducts  were  dilated. 

The  stomach  was  distended  with  blood,  no  ulcers. 

The  small  intestine  contained  recent  blood. 

The  colon  was  studded  with  old  ulcers. 

The  liver  weighed  four  pounds,  it  was  yellow,  the  hepatic 
and  cystic  duct  and  gall-bladder  dilated.  Around  the  common 
bile-duct  for  one  and  a  half  inches  up  from  the  duodenum  was 
a  tumor  the  size  of  a  pigeon's  egtr  constricting  the  common  duct. 

In  the  liver  there  was  a  small  growth  of  connective  tissue 
along  the  veins  and  bile-ducts.    The  portions  of  the  tumor  near 
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the  bile-duct  and  duodenum  were  of  the  type  of  cylindrical  celled 
carcinoma. 

Case  I. — Catarrhal  jaundice  with  high  temperatures. 

Case  II. — Catarrhal  jaundice  with  diminution  in  the  size  of 
the  liver. 

Case  III. — Chronic  gastro-duodenitis  with  jaundice,  im- 
provement. 

Case  IV.— Fatal  jaundice  caused  by  chronic  duodenitis. 

Case  V.— Acute  yellow  atrophy  of  the  liver. 

Case  VI. — Acute  yellow  atrophy  of  the  liver. 

Case  VII. — Acute  yellow  atrophy  of  the  liver. 

Case  VIII. — Acute  yellow  atrophy  of  the  liver. 

Case  IX. — Acute  yellow  atrophy  of  the  liver. 

Case  X.— Acute  yellow  atrophy  of  the  liver. 

Case  XI. — Cirrhosis,  small  smooth  liver,  loss  of  nutrition 
and  dropsy. 

Case  XII. — Cirrhosis,  large  smooth  liver,  loss  of  nutrition, 
dropsy  and  jaundice. 

Case  XIII. — Cirrhosis,  hoematemesis. 

Case  XIV. — Cirrhosis,  chronic  peritonitis. 

Case  XV. — Cirrhosis,  fatal  jaundice. 

Case  XVI. — Cirrhosis,  fatal  jaundice. 

Case  XVII.— Thiekening  of  the  capsule  of  the  liver  with 
dropsy   and  vomiting  of  blood. 

Case  XVIII. — Abscess  of  the  liver,  aspiration,  recovery. 

Case  XIX. — Abscess  of  the  liver,  aspiration,  recovery. 

Case  XX. — Abscess  of  the  liver,  death. 

Case  XXI. — Abscess  of  the  liver,  incision,  recovery. 

Case  XXII. — Abscess  of  the  liver,  rupture  through  the 
diaphragm. 

Case  XXIII. — Abscess  of  the  liver,  secondary  pericirditis. 

Case  XXIV.  — Abscess  of  the  liver,  perforation  of  the  pleura 
and  peritoneum. 

Case  XXV. — Small  multiple  abscesses  of  the  liver. 
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Case  XXVI. — Thrombosis  of  the  portal  vein  from  an  in- 
jury. 

Case  XXVII. — Thrombosis  of  the  portal  vein  due  to  a  fish- 
bone. 

Case  XXVIII. — Thrombosis  of  the  portal  vein  secondary  to 
appendicitis. 

Case  XXIX. — Suppurative  inflammation  of  the  portal  vein. 

Case  XXX. — Pain  over  the  gall-bladder,  recovery. 

Case  XXXI.— Movable  calculus  in  the  common  bile-duct. 

Case  XXXII.— Suppurative  inflammation  of  the  bile-duct. 

Case  XXXIII. —  Suppurative  inflammation  of  the  bile-duct. 

Case  XXXIV. — Primary  carcinoma  of  the  liver. 

Case  XXXV. — Primary  carcinoma  of  the  liver. 

Cace  XXXVI. — Cysts  of  the  liver  and  kidneys. 

Case  XXXVII. — Carcinoma  of  the  common  bile-duct. 

Case  XXXVIII.— Carcinoma  of  the  common  bile-duct. 

Case  XXXIX. — Carcinoma  of  the  common  bile-duct. 

Case  XL.— Carcinoma  of  the  common  bile-duct. 

Case  XLI. — Carcinoma  of  the  common  bile-duct. 
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